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PEEFACE 

TO 

THE   FOUETH  EDITION 


Ten  years  have  elapsed  since  the  last  edition  of  this  work  was 
published.  What  I  have  gained  from  observation  and  experience 
during  those  ten  years  has  been  here  faithfully  and  truly  set  down. 

In  the  last  (third)  edition  of  this  work  I  endeavoured  to 
enunciate  and  demonstrate  certain  general  princij^les  as  to  the 
pathology  of  diseases  of  the  uterus,  more  especially  to  show  that 
the  changes  in  the  shape  and  position  of  the  uterus  are  directly 
or  indirectly  responsible  for  the  sufferings  and  discomforts  attend- 
ant on  the  affections  peculiar  to  the  female  sex.  The  conclusions 
expressed  ten  years  ago  have  been  tested  and  verified  by  sub- 
sequent experience  ;  and  additional  facts  and  observations  on  this 
subject  will  be  found  in  this  volume. 

I  have,  however,  in  the  present  edition  advanced  a  step  furthei', 
and  have  explained,  to  my  own  satisfaction  at  all  events,  how  and 
why  it  is  that  changes  in  the  shape  and  position  of  the  uterus  are 
so  liable  to  occur :  what,  in  short,  are  their  predisposing  causes. 
An  extended  experience  has  enabled  me  to  submit  a  further  and, 
as  I  consider,  a  most  important  generalisation  on  the  subject. 
What  I  have  to  say,  in  fact,  amounts  to  this,  that  alterations  in 
the  shape  and  position  of  the  uterua  are  rarely  witnessed  except 
in  individuals  whose  general  strength  has  become  seriously  im- 
paired by  a  systematic,  and  often  a  lengthened,  practice  of  taking 
little  food.  The  term  '  chronic  starvation  '  appropriately  desig- 
nates this  condition ;  and  a  long  course  of  observations  has  con- 
vinced me  that  it  is  a  most  important  factor  in  the  production  of 
the  class  of  diseases  above  alluded  to. 
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These  considerations  are  fundamental  in  regard  to  the  subject 
of  the  pathology  of  the  uterus,  and  they  underlie  all  that  is  to  be 
said,  or  that  can  be  said,  on  the  matter.  In  the  present  work, 
much  attention  has  been  bestowed  on  the  development  and  appli- 
cation 6f  the  above-mentioned  principle,  which  is,  of  course, 
nothing  more  or  less  than  this — the  dependence  of  local  ailments 
on  general  ones.  If  there  be  nothing  very  novel  in  this  doctrine, 
it  may  be  at  all  events  of  some  service  to  give  it,  in  a  more  precise 
manner  than  has  hitherto  been  attempted,  a  definite  application  to 
the  class  of  maladies  treated  of  in  this  work. 

The  question  as  to  the  nature  of  Hysteria  and  Hystero-epilepsy 
has  much  occupied  my  attention,  and  the  present  volume  contains  a 
collection  of  observations  on  the  subject,  together  with  deductions, 
which  I  submit  to  the  candid  and  dispassionate  consideration  of 
my  readers. 

An  important  class  of  cases  are  those  in  which  Pregnancy 
is  associated  with  Flexion  of  the  Uterus.  This  is  a  subject  of 
great  interest,  as  also  a  cognate  one,  viz.  the  cause  of  the  Vomit- 
ing of  Pregnancy.  In  the  present  volume  will  be  found  essays 
on  these  subjects,  and  an  accumulation  of  evidence  in  the  shape 
of  cases  in  proof  of  the  truth  of  the  doctrines  I  some  years  ago 
enunciated  on  this  latter  question. 

A  considerable  number  of  new  illustrations  have  been  added 
to  the  new  edition;  and  most  of  the  new  figures  representing 
flexions  and  displacements  of  the  uterus  are  drawn  life-size, 
and  the  various  mechanical  appliances  for  their  treatment  are 
drawn  the  actual  size  of  the  instruments,  with  the  view  of  render- 
ing the  descriptions  and  directions  for  treatment  more  explicit 
and  less  liable  to  misinterpretation. 

The  greater  part  of  this  new  edition  has  been  re-written. 

G.  H. 

36  Berkeley  Square  :  Octnler  1882. 
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GENERAL  CONSIDERATIONS  RESPECTING  THE    DISEASES  OF 
THE  SEXUAL  ORGANS  IN  WOMEN. 

Relations  subsisting  between  General  and  Local  Diseases. — Import- 
ance of  Maintenance  of  proper  Nutritional  Power  as  affecting  the  General 
Condition  of  the  Patient — Nutritional  "Weakness  of  the  Uterus  a  Cause  of 
Softness  of  the  Uterus,  and  an  Important  Factor  in  causing  other  Diseases  of 
the  Organ — Relative  Importance  of  Affections  of  the  Uterus  and  the  Ovaries. 

The  female  sexual  organs  are  a  part  only  of  the  organism.  The  per- 
formance of  the  functions  of  various  organs  of  the  body  in  a  normal 
manner  implies  a  general  condition  of  health  of  all  the  organs,  and 
disorder  of  one  of  them  has  generally  a  disturbing  effect  upon  others. 
Thus  symptoms  which  at  first  sight  appear  to  indicate  local  disease 
or  disorder  may,  on  more  complete  investigation,  prove  to  be  the 
manifestation  of  some  more  general  disturbance.    Hence,  a  sound 
view  of  a  particular  case  must  of  necessity  be  a  broad  view :  there 
is  room  for  reproach  to  anything  like  an  exclusive  view.    The  ex- 
clusiveness  maybe  on  either  side.    There  can  be  no  question  that 
it  is  as  much  a  mistake  to  regard  the  '  local '  as  the  '  general '  ele- 
ment in  the  case  exclusively ;  and  while  the  importance  of  the  '  local ' 
element  may  have  been  sometimes  over-estimated  in  the  practice 
of  gynsfccologists,  the  fact  remains  that  the  '  general '  has  also  very 
much  too  frequently  usurped  the  proper  place  of  the  other  in  the 
practice  of  those  who  are  not  gynaecologists.    The  practitioner  who 
refuses  to  look  at  the  two  sides  dispassionately  will  possibly  make 
great  mistakes.    He  is  certain  at  all  events  to  lose  many  oppor- 
tunities of  doing  good  and  relieving  suffering. 

In  the  study  of  the  diseases  of  the  female  sexual  organs  we 
meet  with  many  and  complex  problems,  and  much  uncei-fainty 
and  diversity  of  opinion  still  prevail  in  regard  to  the  decision  of 
manj!  of  these  problems.  It  is  quite  evident  that  no  decisive  advance 
can  be  made  in  the  settling  of  disputed  points  unless  the  jn-imary 
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one  of  the  connection  between  '  general '  and  '  local '  disease  be 
more  satisftictorily  determined.  It  may  be  confidently  expected, 
unless  I  am  very  much  mistaken,  that  some  of  the  more  important 
of  the  existing  differences  of  opinion  will  be  found  explainable 
and  reconcilable  by  full  consideration  of  the  facts  adducible  in  re- 
ference to  the  manner  in  which  '  general '  disease  is  capable  of 
influencing  or  predisposing  to  or  actually  producing  '  local'  diseases 
of  the  female  sexual  organs.  It  is  the  more  likely  that  this 
satisfactory  result  will  be  attained,  inasmuch  as  the  explanations  to 
be  given  involve  concessions  to  both  parties  and  give  distinct 
credit  to  each  of  them.  It  may  be  said  that  it  is  no  new  thing  to 
point  out  the  importance  of  the  '  general '  element  in  dealing  with 
gynaecological  cases.  Many  previous  writers.have  dealt  with  it,  some 
prominently  so.  But  there  are  various  important  considerations 
in  connection  with  this  subject  which  it  is  my  object  to  develop 
more  particularly  in  the  following  pages,  and  for  which  some 
degree  of  novelty  may  be  claimed.  I  refer  to  the  subject  of  a 
deficient  and  defective  nutrition  of  the  body  generally  and  its 
effects  on  the  sexual  organs,  more  particularly  the  uterus,  in  pre- 
disposing to  or  in  the  production  of  actual  disease.  There  appear 
to  be  good  grounds  for  believing  that,  excluding  accidents  and 
injuries,  the  primary  defect,  the  first  step  in  the  downward  course, 
leading  finally  to  established  local  disease,  is  a  general  weakening 
or  impairment  of  the  nutritional  activity  of  the  body  generally. 
There  is,  f^rst,  a  general  weakness  influencing  more  or  less  the 
whole  of  the  organs  of  the  body  in  an  injurious  sense  :  there  is,  in 
the  second  place,  a  particular  and  local  weakness  evidencing  itself 
in  the  local  cjiseasje  and  particular  local  symptoms.  The  clinical 
facts  which  are  adduoible  ip  favour  of  this  generalisation  are  before 
us,  and  its  correctness  may  be  attested  without  difficulty  by  simple 
observation  of  facts  daily  i)assing  under  our  eyes. 

It  may  be  urged  that  the  statement  in  the  foregoing  para- 
graph is  a  truism.  It  is  so ;  in  fact  it  is  nothing  more  than  the 
representation  of  a  physiological  truth.  But  it  is  nevertheless 
a  truth  which  has  yet  to  be  applied  to  the  explanations  of  various 
difficulties  encountered  by  gynaecological  pathologists. 

In  the  year  1867  I  adopted  as  the  subject  for  an  inaugural 
address  at  University  College,  '  Nutrition  the  Basis  of  the  Treat- 
ment of  Disease.' '  I  mention  this  as  showing  that  my  attention  had 
been  some  time  ago  attracted  to  the  importance  of  '  general '  views. 

'  In  1879  I  delivered  an  address  to  the  Harveian  Society  on  ♦  Chronic  Starvation  ' 
(see  Lamtit,  Jan.  1879),  in  which  the  same  subject  was  further  developed. 
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But  it  was  not  until  the  last  five  or  six  years  that  the  more  ad- 
vanced and  complete  generalisation  as  to  the  influence  of  general 
imperfect  nutrition  in  producing  disease  of  the  female  sexual 
organs  forced  itself  on  my  notice.  I  had  been  for  a  long  time 
unable  to  account  satisfactorily  for  the  fact  that  in  cases  coming 
under  my  notice  the  uterus  was  so  often  found  in  a  soft,  flaccid 
state.  Observation  of  very  numerous  cases  and  careful  inquiry 
into  the  antecedents  of  these  cases  gave  so  uniform  a  history  of 
long-standing  mal-nutrition — a  general  kind  of  semi-starvation,  in 
fact — that  I  gradually  acquired  the  conviction  that  there  was  a 
real  connection  between  them,  and  that  the  relation  subsisting 
between  them  was  actually  one  of  cause  and  effect. 

In  the  last  (third)  edition  of  this  work  the  very  great  fre- 
quency with  which  patients  suffering  from  uterine  symptoms  were 
found  to  present  various  forms  and  degrees  of  flexion  of  the 
uterus,  was  pointed  out,  and  the  opinion  expressed  that  these 
sufferings  are  traceable  to  the  altered  shape  and  position  of  the 
uterus.  But  it  was  also  insisted  upon  that  '  the  change  in  the  form 
and  shape  of  the  utems  is  frequently  brought  about  in  consequence 
of  the  tissues  of  the  uterus  being  previously  in  a  state  of  unusual 
softness.'  * 

The  nature  and  cause  of  this  unusual  softness  of  the  uterus 
have,  since  the  publication  of  the  last  edition  of  this  work,  much 
occupied  my  attention.  This  unusual  softness,  which  had  formerly 
much  puzzled  me  to  account  for,  I  have  since  seen  reason  to 
trace  to  a  previous  general  weakness  and  want  of  nutrition  of  the 
uterus.  It  is  met  with  in  those  individuals,  for  the  most  part,  who 
have  been  imperfectly  and  inadequately  nourished  for  some  time 
previously.  Instead,  therefore,  of  attributing  this  unusual  softness 
to  chronic  inflammation,  which  was  the  best  explanation  of  the 
matter  I  could  offer  in  the  year  1872,  I  now  wish  to  substitute  for 
it  the  explanation  just  given. 

The  foregoing  remarks  are  anticipatory  in  a  sense.  And 
they  apply  for  the  most  part  to  the  uterus,  which  is  only  one 
of  the  female  sexual  organs ;  but  they  will  indicate  the  view  enter- 
tained by  the  writer  as  to  the  importance  of  the  '  general '  and  its 
relations  to  the  '  local '  element  in  discussing  the  subject  of  diseases 
of  the  female  sexual  organs. 

A  further  question  is  to  be  considered.  The  female  sexual 
organs  consist  principally  of  two  organs — the  uterus  and  the 
ovaries.    What  is  the  comparative  preponderance  of  these  organs 

'  art!  cel.  1872,  p.  2. 
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in  the  origination  of  disease,  and  wliat  is  the  comparative  import- 
ance of  diseases  of  the  one  or  other  of  them  ? 

Among  gynaecologists  the  majority  attribute  the  greater  de- 
gree of  importance  to  the  uterus,  but  some  consider  that  the 
diseases  of  the  ovary  are  the  more  important.  The  difference 
of  opinion  is  attributable,  for  the  most  part,  to  the  different 
interpretation  of  symptoms  by  advocates  of  opposing  views. 
Thus  pains  located  laterally  in  the  pelvis  are  considered  to  in- 
dicate ovarian  irritations  or  inflammations  by  some  authorities, 
whereas  a  different  explanation  would  be  given  of  them  by  the 
opposing  pathologists. 

It  is  necessary  to  weigh  well  the  clinical  and  other  ,  facts 
adducible  in  favour  of  the  uterine  or  ovarian  origin  of  observed 
symptoms.    The  ovaries  are  undoubtedly  most  important  organs 
in  the  female  economy,  and  have  indeed  a  great  influence,  in  an 
indirect  manner,  on  diseases  of  the  uterus.    In  one  sense  of  the 
word,  the  ovaries  may  be  said  indeed  to  be  more  important  than 
the  uterus.    Yet  the  majority  of  clinical  observers  are  of  opinion 
that  uterine  disorders  numerically  preponderate  over  the  disorders 
of  the  ovaries.     The  ovaries  are  liable  to  one  form  of  disease — 
cystic  degeneration — which  is  a  malady  of  very  great  importance  ; 
but  it  is  one  comparatively  rarely  met  with,  while  the  uterus 
is  liable  to  alterations  and  disorders,  many  of  which  involve 
continuous   suffering  and  give  rise  to  severe  or  troublesome 
symptoms.    On  the  whole  it  appears  that  symptoms  are  far  more 
frequently  traceable  to  the  uterus  than  to  the  ovary  as  the  offend- 
ing organ.    The  inflammatory  conditions  of  the  peritoneum  cover- 
ing the  ovaries  or  parts  immediately  adjacent  are  considered  by 
some  pathologists  as  having  special  importance,  '  pelvic  peritonitis  ' 
being  supposed  to  be  a  condition  frequently  present,  and  capable 
of  giving  rise  to  many  of  the  symptoms  which  are  more  ordinarily 
set  down  to  the  uterus.    These  do  not,  however,  appear  to  be  good 
grounds  for  regarding  this  condition  as  a  common  one.    Of  late 
years,  the  introduction  of  Battey's  operation  has  been  the  means  of 
acquainting  us  with  the  fact  that  the  ovaries  are,  at  all  events 
occasionally,  affected  with  contractions,  degeneration  of  tissue,  and 
other  important  changes.    It  seems  certain  that  the  list  of  ovarian 
diseases  is  undergoing  an  increase. 
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CHAPTEK  II. 

NATURAL  HISTORY  OF  THE  UTERUS  AXD  OVARIES. 

Natural  History  of  the  Uterus. — Effects  of  Menstruation — Pregnancy — 
iSexual  Intercourse. 

Ovaries  :  Phenomena  op  Menstruation  and  Ovulation. — Vascular  and 
Erectile  Apparatus  of  Female  Sexual  Organs  :  Bulb  of  the  Vagina :  Bulb  of 
the  Ovary— Mechanism  of  Ovulation — Rouget's  Researches — Menstruation — 
Recent  Researches  by  Kundrat,  Engelmann,  Williams,  and  Leopold  as  to  the 
Nature  of  Menstruation — Source  of  the  Blood — Phenomena  observed — Age, 
Periodicity,  Duration,  Quantity,  and  Quality  of  the  Discharge. 

NATURAL  HISTORY  OF  THE  UTERUS. 

The  uterus  is  an  organ  which  has  an  extremely  important  position 
in  the  female  economy,  and  the  changes  and  modifications 
witnessed  in  its  shape,  size,  and  texture,  in  its  vascular  condition, 
and  in  its  relations  to  the  nervous  centres,  exercise  a  profound 
•influence  on  the  individual  who  is  the  subject  of  them.  They 
produce  discomfort  of  various  kinds,  they  interfere  with  the  natural 
performance  of  important  functions,  prevent  the  procreation  of 
children,  and  involve  many  other  minor  inconveniences ;  not 
infrequently  they  predispose  to  the  occurrence  of  other  disorders 
capable  of  shortening  life  or  bringing  it  to  a  sudden  and  abrupt 
conclusion. 

Life  in  the  woman  is  made  up  of  three  periods:  1.  The 
period  preceding  that  of  sexual  activity  ;  2.  The  period  of  sexual 
activity  ;  3.  The  period  following  the  cessation  of  sexual  activity. 
The  peculiarities  appertaining  to  these  three  several  periods 
appear  to  be  almost  wholly  dependent  on,  and  subordinate  to, 
the  condition  of  the  sexual  organs  at  the  several  periods  in  ques- 
tion. The  sexual  organs  consist  essentially  of  the  uterus  and  the 
ovaries,  the  due  exercise  of  the  sexual  functions  being  dependent 
on  the  presence  of  these  two  organs  in  their  integrity.  In  the 
exercise  of  the  sexual  functions  the  ovary  is  the  more  essential 
organ  of  the  two :  physiological  reasoning  conclusively  indicates 
this.  It  may  be  that  alterations  in  the  ovaries,  imperceptible 
perhaps  to  us  as  observers,  influence  the  economy  at  large  in  a 
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profound  manner ;  but  what  we  know  at  present  rather  justifies 
the  belief  that,  in  cases  where  the  disorder  is  dependent  on  the 
sexual  organs,  the  uterus  is  the  particular  organ  most  frequently 
at  fault. 

Before  puberty  has  arrived,  the  uterus  is  small  and  undeveloped, 
and  has,  functionally,  no  existence.  And  it  is  remarkable  that, 
during  this  period,  and  whilst  it  remains  in  its  dormant  condition, 
it  is  not  liable  to  disease.  Disease  of  the  organ  only  begins  to 
show  itself  when  it  begins  functionally  to  live.  After  the  cli- 
macteric age  has  been  passed,  and  uterine  life  has  ceased,  we  find 
that  the  condition  of  the  uterus  is  one  very  closely  analogous  with 
that  which  subsists  before  the  arrival  of  puberty.  The  uterus 
becomes  atrophied — physiologically  dead — and  the  liability  to 
disease  for  the  most  part  ceases.  Thus,  during  the  first  and  the 
third  stages  of  the  woman's  life,  equally,  the  uterus  is  an  organ 
lying  inactive  and  almost  powerless  in  the  economy.  But  this 
is  not  all.  The  uterus  not  only  enjoys  a  life  of  its  own,  so  to 
speak,  but  it  has  a  life  or  a  succession  of  lives  within  this.  If  the 
woman  becomes  impregnated,  the  uterus,  ^^reviously  developed 
and  matured,  forthwith  starts  on  a  new  road  of  development, 
becomes  remarkably  altered  and  changed,  and  after  the  term  of 
gestation  has  been  completed,  relapses  into  its  previous  condition  ; 
the  uterus  becomes  disintegrated,  and  its  substance  almost  com- 
pletely removed.  The  building  up  of  the  gravid  uterus  is  not 
more  wonderful  than  its  subsequent  destruction.  Successive 
pregnancies  involve  each  the  formation  and  destruction  of  the 
organ ;  for  each  pregnancy  there  is  the  life  and  death  of  an  entire 
uterus. 

The  uterus  has  thus  a  life  of  its  own,  distinct  from,  and  in  a 
certain  degree  disconnected  with,  that  of  other  organs  of  the  body. 
And  from  all  these  considerations  it  results  that  the  diseases  of 
the  uterus  have  also  peculiarities  separating  them  from  diseases 
of  other  organs. 

In  diseases  of  all  organs  of  the  body,  wherever  situate,  we  wit- 
ness for  the  most  part  only  alterations  of  natural  processes  ;  and 
the  diseases  observed  in  the  uterus,  in  like  manner,  bear  upon 
them  the  impress  of  their  locality.  It  is  not  intended  to  imply 
that  pathological  processes  and  conditions,  such  as  are  met  with 
in  other  organs  of  the  body,  may  not  be  met  with  in  the  uterus. 
Such  may  unquestionably  be  the  case :  cancer,  for  instance, 
attacks  the  pylorus  and  the  uterus,  and  the  disease  is  in  both 
positions  integrally  the  same,  although  the  tissues  among  which 
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it  makes  its  inroads  are  not  of  the  same  kind  in  the  two  cases. 
But  it  will  be  conceded,  after  a  very  slight  amount  of  considera- 
tion of  the  subject,  that  the  interpretation  of  the  pathological  and 
other  changes  in  the  uterus  would  be  difficult  by  one  unacquainted 
— if  we  could  imagine  such  a  thing  possible — with  the  peculiarities 
of  the  structure  of  the  uterus  and  with  the  nature  of  the  functions 
which  the  uterus  is  called  upon  to  perform  in  the  economy.  And 
it  results  from  what  has  been  now  said  that  the  peculiar  struc- 
ture, the  peculiar  physiological  functions  of  the  uterus,  impress 
upon,  it  pathological  conditions,  phases,  and  characteristics,  with 
which  we  have  nothing  thoroughly  identical,  and  sometimes  not 
even  analogous,  in  the  pathological  conditions  of  the  other  organs 
of  the  body. 

There  are  two  great  functions  in  which  the  uterus  is  promi- 
nently conceiTied,  and  which  are  most  powerful  disturbing 
influences  in  regard  to  its  textural  condition ;  these  are,  men- 
struation and  gestation.  There  is  a  third  in  which  it  is  also 
concerned,  viz.  the  sexual  congress,  which  is  also  capable,  though 
probably  in  a  less  degree,  of  affecting  its  textural  condition. 
How,  and  why,  the  exercise  of  these  functions  respectively  affects 
the  physical  condition  of  the  organ,  and  leads  to  disease,  must  now 
be  pointed  out. 

Menstruation. — Diuring  the  whole  of  sexual  life,  the  uterus  is 
each  month  the  seat  of  an  unusual  congestion  of  all  its  blood- 
vessels. Tts  circulation  is  more  active,  it  enlarges,  the  sinuses — 
which  are  to  be  seen  on  making  a  section  of  the  uterine  walls  as 
cavities  of  considerable  size — become  filled  with  blqod,  and  its 
tissues  engorged  and  expanded.  It  will  be  presently  shown  (see 
'  Phenomena  of  Menstruation  ')  how  profusely  the  organ  is  sup- 
plied with  blood-vessels ;  it  is  further  to  be  remarked  that  the 
veins  are  unprovided  with  valves,  the  result  of  which  is  that  con- 
gestion of  the  uterine  plexuses  readily  occurs.  The  menstrual 
congestion  of  the  uterus  lasts  for  some  days  even  in  health,  the 
duration  being  probably  from '  first  to  last  not  less  than  a  week, 
and  where  the  period  is  prolonged  it  may  be  considerably  over  a 
week.  Scanzoni  estimates  the  ordinary  duration  of  menstrual 
congestion  indeed  as  nearly  half  of  the  whole  four  weeks  which 
usually  constitute  the  '  period.'  Prolongation  of  the  menstrual 
period,  or  unusual  intensity  of  the  congestion  for  a  shorter  time, 
will  thus  lead  in  the  end  to  a  chronic  condition  of  engorgement ; 
for  if  the  heart  be  weak,  or  if  other  circumstances  interfere  with 
the  quick  removal  of  the  excessive  quantity  of  blood  from  the 
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organ,  the  vessels  do  not  recover  their  proper  size,  they  remain 
permanently  larger  than  they  should  be,  and  as  a  consequence 
the  uterus  itself  acquires  a  size  which  is  excessive  and  un- 
natural. 

Thus,  under  ordinary  circumstances  the  menstrual  process  tends 
to  produce  uterine  congestion  and  enlargement,  but  when  men- 
struation is  disturbed,  this  congestion  is  intensified  and  perpetu- 
ated. Scanzoni — whose  classical  treatise  on  chronic  metritis' 
appeared  almost  simultaneously  with  the  first  edition  of  this  work 
—  considers  sudden  suppression  of  menstruation  as  one  of  the  most 

important  causes  of  chronic  inflamma- 
tion of  the  uterus ;  for  the  engorgement 
of  the  uterus  natural  to  menstruation 
becomes,  when  unrelieved,  a  true  con- 
gestion, the  blood  stagnating  in  the 
widely  open  vessels,  and  thus  leading  to 
other  important  textural  changes.  The 
severe  and  troublesome  headache  not 
uncommonly  observed  at  the  outset  of  the 
menstrual  period,  where  there  is  a  tem- 
porary obstruction  to  the  escape  of  the 
blood  from  the  uterus,  indicates  pro- 
bably the  transference  of  this  congestion 
from  the  uterus  to  the  head. 

Pregnancy. — The  changes  in  the 
uterus  which  are  the  result  of  gestation 
are  of  a  very  important  character. 

The  most  remarkable  change  is  the 
increase  of  the  size  of  the  organ  which 
is  observed  under  the  circumstances ;  for 
after  the  foetus  has  been  expelled  and 
the  uterus  has  been  thoroughly  emptied 
of  its  contents,  its  bulk  many  times 
exceeds  that  of  the  unimpregnated 
uterus.  Under  favourable  circumstances,  as  is  well  known, 
the  size  of  the  uterus  rapidly  diminishes  during  the  few  weeks 
following  parturition,  until  it  finally  becomes  nearly,  but  not 
quite,  as  small  as  before  the  process  of  gestation  commenced. 

•  Die  chronische  Metritis,  4to.  Berlin,  1863. 

2  Fig.  1  represents  three  conditions  of  the  uterine  muscular  fibres  :  A.  Fibres 
from  the  uterus  in  the  non-gravid  state  ;  P..  Fibres  from  the  fully  developed 
gravid  uterus  ;  and  C.  Fibres  undergoing  fatty  degeneration  after  parturition. 
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/This  diminution  in  the  size  of  the  uterus  is  the  result  of  a  peculiar 
process,  by  which  the  very  large  muscular  fibres,  whose  contractile 
power  has  been  exercised  in  expelling  the  uterine  contents,  become 
first  affected  with  fatty  degeneration,  and  then  undergo  absorption 
and  completely  disappear.  The  vessels  of  the  uterus  also  become 
at  the  same  time  much  reduced  in  size.  The  process  by  virtue 
of  which  the  uterus  retiuns  to  its  normal  condition  is  now  known 
as  the  process  of  involution.  The  time  occupied  in  involution  is 
probably  about  two  months,  the  greatest  diminution,  in  size 
occurring  during  the  second  week,  after  which  time  under  ordinary 
circumstances  the  enormous  muscular  fibres  characteristic  of  the 
pregnant  uterus  have  become  disintegrated.  Immediately  after 
delivery  the  uterus  has  a  thickness  of  one  inch  and  a  length  of 
about  eight  inches  ;  but  by  the  end  of  the  first  month  the  re- 
duction in  size  is  nearly  completely  accomplished.  The  muscular 
fibres  begin  to  undergo  transformation  into  fatty  molecules  about 
four  days  after  labour,  and  while  the  metamorphosis  is  proceeding 
the  uterus  is  friable  and  soft.  The  new  tissue  of  the  uterus,  which 
is  to  replace  those  which  have  been  absorbed,  begins  to  be  evident  at 
"the  end  of  four  weeks  after  parturition,  and  shortly  after  this  we 
may  conclude  that  the  uterus  ought  to  be  reconstructed.'  During 
a  month  and  upwards  after  partmition,  the  uterus  is  consequently 
unduly  large  and  vascular,  and  it  very  frequently  happens  that  cir- 
cumstances interfere  with  the  efficient  and  timely  completion  of  its 
involution.  If  the  placenta  be  not  expelled  rapidly,  and  the  uterus 
remains  unduly  enlarged  for  a  time,  this  circumstance  gives  rise  to 
subsequent  difficulties,  for  coagula  form  in  the  sinuses  of  the  uterus, 
and  even  after  expulsion  of  the  placenta  these  coagula  by  their 
bulk  interfere  with  the  due  contraction  of  the  uterus.  Again,  if 
the  expulsion  of  these  coagula  be  deferred,  as  is  not  very  un- 
common, the  return  of  the  uterus  to  its  normal  size  is  proportion- 
ately interfered  with. 

Again,  when  the  nutritive  changes  of  the  body  generally  are 
in  a  low  state,  and  when  the  individual  is  debilitated  from  any 
cause,  the  normal  metamorphosis  of  the  uterine  tissue  is  dis- 
turbed, the  blood  circulates  less  rapidly,  the  effete  material  of  the 
uterus  is  not  removed,  and  the  organ  continues  large,  unwieldy,  and 
congested.  Defective  involution  of  the  uterus  may  thus  be  a  con- 
sequence of  various  disturbing  causes  in  operation  after  child- 

'  See  Heschl's  valuable  researches  on  this  subject,  Zeits.  der  GeselU.  der  Aerztc  : 
Wicn,  1852.  Also  Dr.  Farre,  Ci/ol.  An.  and  Phi/s.,  and  Dr.  Priestley  On  the  Dcre- 
lojfment  of  t/(c  Gravid  Uterus:  Lond.  1860. 
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birth,  all  of  which  tend  to  leave  the  uterus  larger  than  it  should 
be  ;  the  new  uterus,  constructed  by  growth  of  new  material,  and 
built  up  in  the  existing  large  framework,  is  also  too  large  and 
its  blood-vessels  too  full,  and  this  creates  a  very  strong  predisposi- 
tion to  the  })erpetuation  of  an  abnormal  nutrition-process  in  the 
uterus.  As  will  be  shown  presently,  this  increased  size  of  the 
uterus  leads  to  mechanical  changes  in  its  position  and  shape.  It  is 
almost  unnecessary  to  mention  how  very  important,  in  postponing 
the  normal  involution  process,  must  be  the  occurrence  of  puerperal 
fever,  uterine  phlebitis,  &c.  Abortions  are  both  an  effect  and  a 
cause  of  defective  involution  of  the  uterus ;  but  quickly  repeated 
pregnancy  undoubtedly  tends  to  produce  it,  and  thus  to  predispose 
to  chronic  inflammation  ;  the  reason  being  that  before  the  uterus 
is  thoroughly  renovated,  it  is  called  upon  again  to  undergo  the 
gestation  process.  Quickly  following  pregnancies,  especially  when 
they  occasionally  result  in  abortions,  both  cause  and  are  caused  by 
a  defective  involution  process. 

Sexual  Intercourse. — The  erection  of  the  uterus  described 
by  Kouget  and  others  as  occurring  during  ovulation  (see 
'  Phenomena  of  Menstruation ')  occurs  also  during  the  act  of  in- 
tercourse. At  least  this  is  highly  probable..  Sexual  excesses 
predispose  to  chronic  congestion  of  the  uterus,  inasmuch  as  they 
involve  too  frequently  repeated,  or  too  long  continued,  engorge- 
ment of  the  uterus  and  other  generative  organs.  In  young 
women  recently  married  it  is  by  no  means  uncommon  to  meet 
with  a  condition  plainly  brought  about  by  excess  of  the  kind 
here  alluded  to,  and  but  little  is  required  under  such  circumstances 
to  produce  a  chronic  engorgement  of  the  organ,  and  the  further 
train  of  evils  usually  following  in  its  wake.  It  appears  to  be  quite 
certain,  also,  that  unnatural  excitation  of  the  generative  organs  in 
women  leads  to  uterine  mischief  of  various  kinds,  and  promotes 
and  maintains  a  chronic  congestion  of  the  organ  and  of  its  vessels, 
tending  to  give  rise  to  various  secondary  disorders. 

This  brief  retrosj^ect  of  the  mechanical  results  of  the  perform- 
ance of  the  natural  functions  of  the  uterus  will  suffice  to  show  the 
direction  in  which  we  are  to  look  for  the  explanation  of  its  various 
morbid  conditions.  The  nutrition-process  in  the  uterus  is,  as  a 
consequence,  very  liable  to  derangement,  this  derangement  re- 
sulting in  the  production  of  important  alterations  in  the  size, 
consistence,  and  structural  condition  of  the  organ. 
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ovaries:  natural  history— phenomena  of  MENSTRUATION 

AND  OVULATION. 

The  importance  of  the  physiology  of  menstruation  and  ovula- 
tion in  the  study  of  the  morbid  processes  witnessed  in  the  female 
generative  organs  is  obvious. 

All  the  generative  organs  are  well  supplied  with  blood.  When 
in  a  state  of  rest  the  generative  organs  contain  but  a  moderate 
supply  of  blood,  but  under  excitement  the  vascular  supply  is  very 
largely  increased.  This  increase  is  effected  by  the  distension  of 
certain  structures — erectile  organs — which  are  at  other  times 
comparatively  empty. 

The  orifice  of  the  vagina  has  on  each  side  of  it  an  elongated 
leech-shaped  body,  the  b.ulb  of  the  vagina,  composed  of  a  large 
number  of  tortuous  veins,  closely  packed  together  in  a  fibrous 
investment,  i)rolonged  upwards  in  the  middle  line  to  the  glans 
clitoridis.  This  is  a  provision  for  erection,  the  blood  being  de- 
tained in  the  veins  by  the  action  of  suitable  muscles.  Further,  the 
vaginal  canal  is  surrounded  with  a  belt  of  blood-vessels,  forming 
a  large  plexus  of  veins.  The  arrangement  of  the  vessels  suj)plying 
the  uterus  is  of  considerable  importance,  and  Eouget'  has  par- 
ticularly investigated  this  subject  in  a  memoir  of  great  value. 
The  utero-ovarian  artery,  which  supplies  the  uterus  with  blood, 
passes  upwards.  Its  first  branches,  to  the  cervix,  are  small  ;  but 
opposite  the  body  of  the  uterus,  it  gives  off  suddenly  twelve  to 
eighteen  short  trunks,  which  pursue  at  once  a  spiral  direction 
and  divide  into  a  large  number  of  smaller  branches.  When 
injected,  these  vessels  are  seen  to  lie  so  close  as  to  quite  cover 
the  sides  of  the  uterus.  The  body  of  the  uterus  thus  receives  a 
very  profuse  arterial  supply,  and  the  spiral  convolutions  of  the 
branches  may  be  seen  projecting  into  the  sinuses  of  the  uterine 
structure.  The  veins  in  which  these  arteries  terminate  are  still 
more  numerous  and  capacious,  and  they  form  a  plexus  covering 
the  sides  of  the  body  of  the  uterus.  Below,  these  veins  end  in  the 
pudendal  veins,  in  the  middle  they  end  in  the  uterine  veins,  and 
above  in  the  spermatic  veins.  It  results  that  the  sides  of  the 
uterus  are  covered  with  a  layer  of  considerable  thickness,  com- 
posed of  blood-vessels  having  great  capacity,  and  it  is  further  to 
be  recollected  that  the  tissue  of  the  uterus  itself  contains  large 
sinuses— receptacles  for  venous  blood. 

'  UecherchcH  sxtr  les  Organea  erectilcs  do  la  Fern  vie.  Brown-Sequard's  Jonrn.dv 
Phijgiol.  torn.  i. 
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The  ovaries  are  supplied  with  blood  from  the  utero-ovarian 
artery  and  from  the  spermatic.  The  arterial  trunk  passes  along 
near  the  base  of  the  ovary,  and  in  its  passage  gives  off  a  series  of 
ten  or  twelve  branches ;  these  branches  divide  at  once,  assume  a 
convoluted  arrangement,  and  finally  enter  the  ovary.    The  veins 

coming  from  the  ovary  form 
a  special  bulb,  the  bulb  of  the 
ovary,  composed  like  the  va- 
ginal bulb  of  a  series  of  tor- 
tuous veins,  susceptible  of 
considerable  distension.  The 
bulb  of  the  ovary  has  an  elon- 
gated form,  its  length  a  little 
exceeding  that  of  the  ovary,  it 
is  a  little  flattened,  not  quite 
half  an  inch  thick,  and  a  little 
deeper  than  this ;  altogether  its  size  is  not  much  inferior  to  that 
of  the  vaginal  bulb.  The  pampiniform  plexus  of  veins,  a  further 
portion  of  the  vascular  apparatus  here  met  with,  lies  below  the 
ovarian  bulb  in  the  folds  of  the  broad  ligament.  The  bulb  of  the 
ovary  is  a  structure  only  recently  known.  The  first  allusion  to  it 
seems  to  be  in  a  paper  communicated  by  Mr.  Traer  to  the 
Anatomical  Society  of  Paris.  It  is  well  depicted  in  Dr.  Savage's 
beautifully  illustrated  work,^  and  in  Rouget's  memoir  {loc.  cit.)  it 
is  made  the  subject  of  an  elaborate  investigation  conjointly  with 
those  of  the  other  erectile  structures  of  the  female  generative 
organs  (see  fig.  2). 

Certain  muscular  structm'es  connected  with  the  generative 
organs  must  next  be  considered.  In  the  memoir  of  Rouget  it  is 
shown  that  the  function  of  ovulation  is  probably  greatly  depen- 
dent for  its  efficient  performance  on  the  presence  of  muscular 
structures  not  before  described  in  the  human  subject.  Erectility 
is  dependent,  as  Rouget  remarks,  on  association  of  structures  for 
reception  of  a  large  quantity  of  blood,  and  for  detention  of  that 
blood.  The  bulb  of  the  vagina  is  an  erectile  structure  :  the  mus- 
cular apparatus  connected  with  this  is  well  known.  And  with 
reference  to  the  bulb  of  the  ovary  Rouget  endeavours  to  show  that 
there  is  a  muscular  apparatus  for  the  control  of  its  vascular 
supply,  and  for  constituting  it  in  fact  as  an  erectile  organ.  In 
lower  animals  the  ovary  is  brought  into  coaptation  with  the  ovi-  " 

•  Illustrations  of  the  Surgery  of  the  Femnle  Generative  Organs.  London, 
Churchill,  1868. 
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duct  by  a  mechanism  which  is  not  quite  the  same,  though  on  the 
same  general  plan,  in  different  cases.  Thus  in  birds,  where  we 
find  the  muscular  apparatus  connected  with  the  ovaries  very  well 
marked,  the  oviduct  is  surrounded  by  a  muscular  structure  or  en- 
velope within  which  the  coils  of  the  oviduct  lie.  The  contractile 
fibres  are  so  placed  that  a  two-fold  effect  follows  from  their  con- 
traction, viz.  the  infundibulum  is  opened  out,  and  at  the  same 
time  approximated  to  the  ovary  in  order  to  receive  the  ova.  The 
muscles  producing  this  effect  are  of  the  involuntary  kind,  and 
radiate  after  the  manner  of  a  fan  in  the  folds  of  the  membrane 
enclosing  the  oviduct. 

Kouget,  after  introducing  other  anatomical  facts  in  reference  to 
the  comparative  anatomy  of  the  subject,  goes  on  to  state  that  in 
the  human  female  there  are  to  be  found  muscular  fibres  arranged 
on  an  analogous  plan;  that  they  form  a  system  covering  the 
uterns,  ovaries,  and  appendages ;  and  that  the  muscular  fibres 
belonging  to  this  system  i^ass  from  the  lumbar  region  to  the 
ovary  and  to  the  fimbriae  near  it,  while  others  pass  from  the 
uterus  over  the  ovary,  and  onwards  to  the  fimbriae  of  the  Fal- 
lopian tube  also,  and  that  the  simultaneous  contraction  of  these 
two  sets  of  fibres  has  necessarily  the  effect  of  bringing  the  fimbriae 
near  the  ovary.  The  mechanism  of  the  process  is,  he  contends, 
identical  in  the  case  of  the  human  subject  and  in  animals  lower  in 
the  scale. 

Thus,  then,  the  muscular  fibres  described,  together  with  the 
vascular  apparatus  of  the  uterus  and  ovary,  constitute  together,  if 
we  follow  Rouget,  the  erectile  structure  of  the  internal  generative 
organs.    Ovulation  is  accompanied  by  the  following  phenomena  : 
the  Graafian  follicles  being  mature,  or  nearly  so,  the  muscular 
fibres  above  described  are  set  in  action  and  the  fimbriae  of  the 
tube  are  thus  made  to  grasp  the  ovary,  at  the  same  time  that 
they  induce  and  maintain  a  condition  of  erection  of  the  ovarian 
bulb.    This  spasmodic  erection  is  present  so  long  as  the  ovary  and 
the  Fallopian  tube  remain  in  contact,  and  when  the  rupture  of 
the  Graafian  follicile  happens,  the  ovum  passes  into  the  proper 
I  channel.    Ordinarily  the  ovipont  occurs,  because  of  the  presence 
'  of  ripe  ova  in  the  ovary ;  and  with  this  process  it  has  been  almost 
generally  admitted  the  phenomena  oi menst7'uation  are  ussocmted, 
although  of  late  years  this  view  of  the  matter  has  been  strongly 
opposed.    It  is  ])robable  that  the  act  of  congress  often  determines 
an  ovipont,  which  without  it  would  be  postponed  for  a  time.  Here 
the  act  of  intercourse  induces  erection  of  the  external  genei-ative 
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organs,  and  doubtless  also  that  erection  of  the  internal  organs 
above  alluded  to,  the  result  being  escape  of  an  ovule.  Rouget 
contended  that  the  uterus  is  equally  with  the  ovary  an  erectile 
organ,  that  its  erection  occurs  simultaneously  with  that  of  the 
ovary,  and  that  the  final  result  of  this  erection,  during  which  the 
uterus  is  kept  gorged  with  blood,  is  exudation  of  that  sanguineous 
fluid  from  the  surface  of  its  lining  membrane,  forming  the  men- 
strual discharge.  As  will  be  presently  explained,  this  view  of  the 
cause  of  the  haemorrhage  has  been  of  late  seriously  impugned. 

The  action  of  the  muscular  apparatus  in  bringing  the  ovary  to 
the  open  end  of  the  Fallopian  tube  is  probably  greatly  assisted  by 
the  engorgement  of  the  ovary  and  of  its  bulb,  for  when  the  pelvic 
vessels  are  injected  artificially  after  death,  the  effect  is  to  bring 
the  ovary  close  to  the  open  mouth  of  the  Fallopian  tube ;  and  it 
has  indeed  been  assumed  by  some  that  the  injection  of  the  ovarian 
bulb  is  a  principal  agent  in  effecting  the  adjustment  necessary  for 
the  ovipont. 

We  thus  see,  in  the  vascular  and  muscular  structures  of  the 
internal  generative  organs,  provision  made  for  the  supply  of  vast 
quantities  of  blood  to  these  organs.  In  the  human  female  the 
engorgement  and  full  distension  of  the  vessels  occur  periodically, 
the  period  of  engorgement  being  that  of  menstruation ;  while  it 
would  appear  that  it  is  liable — during  the  sexual  life  at  least — to 
occur  also  during  intercourse.  We  may  in  the  next  place  consider 
briefly  certain  of  the  other  phenomena  of  menstruation. 

The  process  known  under  the  names  '  menstruation,'  the  '  cata- 
menial  discharge,'  &c.,  is  one  in  the  production  of  which  two 
organs  are  concerned — the  uterus  and  the  ovary.  Menstruation  is 
usually  an  indication  of  the  fact  that  the  ovaries  are  in  activity — 
in  other  words,  that  ova  are  being  formed,  developed,  and  matu- 
rated in  the  ovaries.  That  menstruation  may  occur  in  cases  where 
the  ovaries  have  been  removed,  appears  possible  from  certain 
observations  made  in  the  last  few  years.  By  '  menstruation '  is 
meant  a  periodical  discharge  of  a  sanguineous  fluid  from  the 
uterus,  this  discharge  being  attended,  as  already  remarked,  with 
an  engorged  or  congested  state  of  the  uterus,  ovaries,  and  adjacent 
organs,  in  most  cases  by  hyperaesthesia  of  the  parts  in  question, 
and  by  disturbances,  of  various  kinds  and  degrees,  of  other 
functions  of  the  body.  It  is,  in  a  certain  sense,  analogous  to  the 
cestriis  in  the  lower  animals,  the  presence  of  menstruation  being 
an  indication  that  the  woman  is  capable  of  being  impregnated  ; 
but  the  woman  differs  from  these  animals  in  this  respect,  that  she 
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is  capable  of  being  impregnated,  not  at  the  time  during  which  the 
discharge  itself  occm's  only,  but  also  during  the  intervals  between 
the  periodic  discharges.  Very  important  additions  have  been  made 
to  om-  knowledge  of  the  physiology  of  menstruation  during  the  last 
ten  years.  The  minute  anatomy  of  the  lining  of  the  uterus  at 
different  periods  had  been  studied  carefully  by  Kundrat  and 
Engelmann,  by  John  Williams,  Leopold,  and  others,  and  various 
important  facts  have  come  to  light. 

An  essential  element  in  the  question  of  the  changes  occurring 
in  the  uterine  mucous  membrane  during  menstruation  is  the 
nature  of  the  membrane  itself,  and  its  relation  to  the  uterine  wall. 
Dr.  John  Williams  ^  points  out  that  the  uterus  should  be  regarded 
as  a  mucous  membrane,  whose  fibre-cells  have  undergone  great 
development.  He  considers  that  three-fourths  of  the  thickness  of 
the  walls  of  the  uterus  is  really  '  mucosa,'  the  tubules  of  this 
mucosa  extending  more  deeply  into  the  wall  than  is  generally 
supposed.  He  considers,  therefore,  that  the  terms  muscular  wall 
and  mucous  membrane  as  generally  applied  are  misnomers.  This 
view  of  the  matter,  supported  by  arguments  derived  from  the 
analogy  of  the  structure  of  the  stomach,  and  of  uteri  of  other 
animals,  is  original,  and  has  important  bearings  on  the  vexed 
question  as  to  the  changes  in  the  uterine  mucous  lining  during 
menstruation.  Kundrat  and  Engelmann  in  1873  published  their 
researches  on  the  changes  in  the  uterus  during  the  catamenia. 
They  considered  that  the  uterus  is  active  not  only  during  the 
menstrual  flow,  but  both  before  and  after,  and  that  the  menstrual 
activity  is,  in  other  words,  spread  over  a  much  longer  time  than 
that  represented  by  the  actual  menstrual  flow.  They  were  of 
opinion  that  the  haemorrhage  of  menstruation  is  due  to  fatty 
degeneration  of  the  mucous  membrane,  the  occurrence  of  which 
degenerative  change  they  substantiated  by  their  observations. 

Dr.  John  Williams  in  1874  ^  brought  before  the  Eoyal  Society 
of  London  the  results  of  observation  of  the  uteri  of  nine  women 

who  had  died  in  difl'erent  stages  of  the  menstrual  period  his 

conclusions  being  that  menstruation  consists  in  rapid  growth  and 
decay  of  the  mucous  membrane  ;  the  discharge  consists  of  the 
debris  of  the  mucous  membrane  ;  the  bleeding  is  from  the  vessels 
of  the  body  of  the  uterus ;  that,  the  mucous  membrane  having 
undergone  fatty  degeneration,  blood  becomes  extravasated  into  its 

'  Ohxtct.  Trans.,  vol.  xvi.  p.  206. 

2  The  structure  of  the  mucous  membrane  of  the  uterus  and  its  periodical 
changes.— iVwr.  of  Ruyal  Soc.  1874. 
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substance  ;  the  membrane  then  midergoes  rajnd  disintegration  and 
is  entirely  carried  away  with  the  menstrual  discharge.  In  a  later 
essay  '  Dr.  Williams  has  published  results  of  further  investigations 
with  observations  of  other  cases,  and  in  a  third  paper  still  further 
cases,'^  making  nineteen  observations  altogether. 

Barnsfather,  in  1875,^  records  his  clinical  experience,  extending 
over  some  time,  with  frequent  microscopic  examinations  of  men- 
strual secretions,  and  he  iinds  exfoliations  present  in  all  cases, 
the  exfoliations  being  thicker  in  cases  of  menstrual  difficulty. 

Leopold"*  has  given  the  results  of  his  observations  in  several 
cases,  which  are  to  the  effect  that  the  disintegration  of  the  mucous 
membrane  is,  when  it  occurs,  very  slight,  and  affects  only  the  great 
superficial  layer  of  the  mucous  membrane  ;  while  in  some  cases, 
where  death  occurred  a  few  days  after  the  period,  the  mucous 
membrane  was  still  of  considerable  thickness.  Leopold  did  not 
find  evidence  of  fatty  degeneration  in  his  cases. 

The  evidence  which  is  to  be  gathered  on  the  subject,  although 
by  no  means  uniformly  pointing  to  the  disintegration  and  separa- 
tion of  a  considerable  thickness  of  the  mucous  membrane  in  normal 
menstruation,  shows  the  extreme  probability  of  a  destruction  and 
removal  of  the  superficial  layer  in  all  cases.  It  is  perfectly  certain 
that  the  mucous  membrane,  at  or  about  the  menstrual  period,  is  a 
pulpy,  thick,  exceedingly  vascular  substance.  The  haemorrhage 
occurs  either  from  the  open  mouths  of  the  tubules,  either  with 
accompanying  disintegration  of  the  superficial  layer,  or  without  it. 
That  fatty  degeneration  does  occur  is  undoubted,  though  it  seems 
open  to  question  if  this  is  universally  the  case.  It  does  not  appear 
that  the  whole  thickness  of  the  mucous  membrane  is  ever  removed  ; 
and,  indeed,  this  is  hardly  possible  if  we  accept  Dr.  Williams's  view 
that  the  mucosa,  in  a  physiological  sense,  includes  much  of  the 
muscular  wall  of  the  uterus.  It  is  probable  that  further  inquiries 
will  reconcile  the  present  apparent  discrepancies  between  the 
results  of  late  observers  ;  some  of  them  are,  indeed,  explainable  by 
want  of  accurate  information  as  to  the  precise  date  of  the  last  men- 
struation. 

Some  years  ago  I  had  opportunities  on  four  or  five  occasions  of 
examining  the  uterus  during  menstruation.  In  the  case  of  a 
woman  who  died  while  menstruating,  after  an  operation  for  hernia, 

1  Ohst.  Tram.,  vol.  xvi.  p.  206. 

2  Ohgtet.  Jour.,  Dec.  1877. 
^  Cincinnati  Med.  News. 

<  Die  UterxmcMcimhant  nnd  die  Menstruation,  Leipzig,  1877. 
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I  saw  the  utenis  lined  by  a  deeply  red,  velvety  soft  structure,  on 
the  free  surface  of  which  were  to  be  seen  the  open  mouths  of  the 
uterine  glands  (see  fig.  3).  Fig.  4  represents  the  condition 
observed  in  a  young  woman  who  died,  while  menstruating,  from 


Fig.  3. 


the  effects  of  a  burn,  in  University  College  Hospital.  In  other 
cases  I  have  found  the  mucous  membrane  in  actual  process  of 
disintegration. 

Fig.  i. 


The  changes  in  the  ovary  coincident  with  menstruation  may 
next  be  alluded  to.  Supposing  matters  take  their  ordinary  course, 
the  ovary  produces  on  its  surface,  and  periodically,  matured 
Graafian  follicles,  one  or  more  at  a  time,  causing  the  ovary  to 
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present  an  elevation  the  size  of  a  nut-kernel,  and  constituted  by 
the  follicle  distended  with  blood  and  containing  the  ovule.  This 
condition  of  the  follicle  is  certainly  frequently  present  at  the  time 
menstruation  occurs,  but  it  is  probable  that  such  a  matured  con- 
dition may  be  present  at  other  times  also.    The  next  event  is  the 


Fig.  5. 


rupture  of  this  follicle  and  passage  of  its  contents  into  the 
Fallopian  tube — the  ovipont — provided  for  in  the  manner  already 
described.  Fig.  5  (from  Dr.  Farre)  shows  a  Grraafian  follicle 
preparing  for  rupture ;  fig.  6  a  section  of  the  same  follicle,  ex- 
hibiting its  cavity  and  a  blood  clot  within.  Eupture  of  one  or 
more  follicles  probably  occurs  at,  or  before,  or  shortly  after,  each 


Fig.  6. 


menstruation,  though  not  limited  absolutely  to  that  period.  After 
the  follicles  have  discharged  their  contents,  the  cavity  of  the 
follicle  and  the  interior  of  the  Fallopian  tube  may  or  may  not 
remain  in  connection  with  each  other:  if  further  bleeding  from 
the  interior  of  the  follicle  occurs,  the  blood  will  or  will  not  find  it^ 
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way  into  the  uterus,  according  to  circumstances.  It  is  obvious  that 
the  continuous  application  of  the  Fallopian  tubes  to  the  ovary  is 
expedient  during  the  whole  time  follicles  are  liable  to  become 
ruptured,  or  there  might  be  escape  of  the  follicular  contents  into 
the  peritoneal  cavity.  Such  escape  and  consequent  failure  of  the 
ovipont  is  not  very  uncommon,  leading  to  sterility,  to  extra-uterine 
fcetation,  to  effusion  of  blood  into  the  peritoneal  cavity,  and  other 
disorders.  The  Grraafian  follicle,  having  discharged  its  contents, 
the  blood  within  it  ordinarily  coagulates,  the  cavity  shrinks  up, 
and  by  the  successive  growth  of  follicles  lying  deeper  in  the 
ovarian  stroma,  the  used-up  follicle  sinks  back  towards  the  middle 
of  the  ovary,  becomes  smaller  and  smaller,  and  disappears  at  the 
end  of  three  or  four  months.  The  retrogression  of  the  follicle  is 
marked  also  by  changes  of  colour  due  chiefly  to  the  transformation 
the  blood-clot  undergoes,  and  to  the  changes  in  the  very  vascular 
ining  of  the  follicle.  After  bursting,  the  follicle  is  known  as  a 
'''ilse  corpus  luteum. 

From  observations  made  in  several  subjects  Dr.  John  Williams 
)elieves  that  ova  are  usually  discharged  from  the  ovary  before  the 
ippearance  of  the  monthly  flow  with  which  it  is  connected.^  In 
en  out  of  fourteen,  rupture  of  a  follicle  or  haemorrhage  into  its 
|avity  had  occurred  before  the  return  of  the  catamenia ;  in  one 
t  was  doubtful  whether  rupture  of  a  follicle  or  the  appearance  of 
he  discharge  would  have  occurred  first ;  in  two  a  menstrual 
)eriod  had  passed  without  maturation  of  a  follicle,  and  in  one  a 
leriodical  discharge  was  imminent,  though  the  ovaries  contained 
lO  mature  Graafian  follicle. 

Leopold's  observations  tend  also  to  show  that  the  Graafian 
)llicle  bursts  before  the  menstrual  period,  rather  than  after  it. 
*n  the  other  hand,  observations  are  not  wanting  to  show  that  the 
jvipont  in  some  cases  at  all  events  occurs  after  the  commence- 
iient  of  the  menstrual  flow.    On  the  whole  it  seems  probable 
lat  there  is  a  variation  in  regard  to  the  time  of  the  ovipont, 
lough  it  more  often  than  not  occurs  near  the  menstrual  period. 
:.  seems  probable,  from  the  observations  of  Coste,  not  less  than 
om  other  considerations,  that  it  is  not  uncommonly  determined 
id  brought  about  by  sexual  intercourse.    The  question  of  the 
•dinary  time  of  the  ovipont  is  interesting  as  bearing  on  that  of 
16  time  of  impregnation.    The  Hebrew  custom  is  in  favour  of 
le  view  taken  by  Dr.  Williams,  but  the  known  fact  that  the 

'  On  the  di.scharf,'G  of  ova  and  its  relation  in  point  of  lime  to  Menstruation 
'00.  of  Roy.  Soc.  1875.  '  ' 
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spermatozoa  may  remain  active  for  several  days  after  intercourse 
has  occurred  vitiates  conclusions  drawn  from  actual  experience  as 
to  the  efficiency  of  single  acts  of  intercourse  at  particular  periods. 

The  commencement  of  the  process  of  menstruation  is  usually 
preceded  by  certain  changes  in  the  outward  conformation  and 
appearance.    The  general  signs  of  the  arrival  of  puberty  in  the 
woman  are  thus  eloquently  enumerated  by  Brierre  de  Boismont : 
'  L'epo(pie  de  la  puberte  est  enfin  arrivee.    Une  revolution  im- 
mense s'opere  dans  I'organisation  de  la  jeune  fille.    A  ses  formes 
greles  et  allongees  ont  succede  des  contom-s  pleins  et  gracieux. 
Sa  demarche,  incertaine  et  languissante,  devient  ferme  et  animee. 
Le  doux  eclat  de  ses  yeux  revele  le  feu  dont  elle  est  penetree. 
Des  changements  non  moins  remarquables  ont  lieu  dans  I'economie. 
...  La  poitrine,  etroite  et  resserree,  s'agrandit  et  s'evase.  Les 
poumons  respirent  plus  a  I'aise ;  le  coeur,  plus  developpe,  lance 
avec  force  le  sang  dans  les  innombrables  vaisseaux  du  systeme  cir- 
culatoire.    Le  tissu  cellulaire  apparait  a  son  tour  pour  former  des 
courbes  admirables  qui  constituent  la  beaute  de  la  femme.  De 
tous  les  organes  qui  ressentent  I'influence  de  la  puberte,  I'uteru 
et  ses  annexes  sont  ceux  oii  elle  est  Je  plus  prononcee.  Reduits 
un  petit  volume,  la  matrice,  les  ovaires,  les  trompes,  et  les  sein 
prennent  un  accroissement  considerable.    Les  os,  les  muscles  par 
ticipent  a  ce  developpement  general.    Le  moral  lui-meme  ofFr 
des  differences  non  moins  tranchees.    La  jeune  fille,  jusqu'alor 
veritablement  enfant  dans  ses  gouts,  ses  inclinations,  ses  penchant 
eprouve  une  complete  metamorphose ;  inquiete  et  reveuse,  elle  n 
sait  a  quoi  attribuer  les  sentiments  nouveaux  qui  I'agitent ;  to 
les  sens  sont  en  eveil ;  une  douce  chaleur  la  penetre ;  un  prur 
inaccoutume  se  fixe  aux  organes  de  la  generation  ;  le  plus  impo 
tant  phenomene  de  la  puberte,  son  complement  indispensabl 
celui  qui  transforme  la  jeune  fille  en  femme,  la  premiere  eruptio 
des  regies,  se  -manifeste.'  ' 

There  are  also  sometimes  present  in  young  women  who  a 
about  to  menstruate  shortly  certain  sensations,  more  or  le 
marked  in  different  cases,  and  most  intense  in  those  cases  whe 
the  appearance  of  the  menstrual  discharge  is  a  little  delaye... 
These  symptoms  are  known  by  the  term  molimina  menstnui- 
tionis.  The  chief  symptoms  of  the  menstrual  molimen — the 
attempt  at  menstruation,  the  evidence  of  ovarian  activity — are  as 
follows  :  A  sensation  of  weight  and  fulness  in  the  pelvis  and  its 
neighbourhood,  together  with  a  '  bearing  down '  or  draggiug 

>  J)d  la  Menstruation,  dans  ses  rapiwrts  2>hysiolo<iitj[ucs  et  j/athvloffiques,  8voj 
Paris,  1842,  p.  1. 
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sensation  ;  pains  radiating  from  the  loins  downwards  towards  the 
perintemn,  and  occasionally  extending  down  the  thighs;  tender- 
ness over  the  hypogastric  and  inguinal  regions  ;  a  feeling  of  heat 
in  these  regions  so  intense  as  to  he  described  '  as  burning '  by  some 
patients.  Irritability  of  the  bladder,  frequency  of  micturition, 
and  inability  to  evacuate  the  bladder,  are  more  rarely  observed. 
The  digestive  system  sympathising,  there  are  diarrhoea,  or  consti- 
pation, sickness,  inappetency.  Fretfulness,  or  change  of  temper 
and  disposition,  may  also  be  noticed ;  in  fact,  many  of  those 
symptoms  usually  classed  under  the  denomination  '  hysterical  ' 
may  be  present.  The  local  symptoms  are  the  most  constant. 
When  symptoms  of  the  above  character  are  observed  at  intervals 
!of  three  or  four  weeks,  persisting  in  each  periodic  recurrence  for 
two,  three,  or  four  days  together,  in  a  young  woman  who  presents 
outward  signs  of  having  arrived  at  puberty,  they  are  evidence 
of  the  existence  of  ovarian  action,  and  constitute  the  menstrual 
molimen.  The  characteristic  point  about  these  symptoms  is  their 
periodicity. 

In  some  cases  where  menstruation  is  absent  there  is  witnessed 

S periodically  occurring  haemorrhage  or  exudation  of  blood  from 
ume  other  mucous  surface,  as  from  the  lungs,  stomach,  surface  of 
n  ulcer  situated  on  some  part  of  the  cutaneous  surface,  from 
leneath  the  toe  nails,  from  the  conjunctiva,  &c.    In  such  cases 
there  is  said  to  be  vica7'ious  menstruation. 

The  age  during  which  the  catamenial  discharge  occurs  is  open 
to  certain  variations  ;  but,  as  a  rule,  it  begins  during  the  ages  of 
4  and  16,  and  ceases  betwen  the  ages  of  40  and  50.  For  about 
hirty  years  of  the  woman's  life  this  discharge  is  periodically  ob- 
served. With  reference  to  the  age  at  which  it  commences,  we  have 
)b8ervations  by  Roberton,^  Whitehead,^  Brierre  de  Boismont,^  and 
Szukits."*  In  358  cases  observed  by  myself,  menstruation  occurred 
'or  the  first  time 


At  the  age  of  10  in   3  cases 
»>       ')     1 1  »  1 2  ,, 
>»       ?)     12  „  29 
))       )>      1  '5  »  43 

„      15  „  62  „ 
))       >i      16  „  61  „ 


At  the  age  of  18  in  23  oases 
>»       >)      1 9     1 0 

»     -20  „    6  „ 

»1  M        21  M  2 

JI       »»     24  1 


Total  .    .  358 


'  Ohserrafiojis  atirl  Noteg  on  the  Physeiology  and  Diseases  of  Women,  and  on 
Radical  Midmfery,  8vo.  1851. 

'  On  the  Causes  and  Treaiment  of  Ahorti</n  and  Sterilitij,  8vo.  1847. 
»  Op.  cit. 

*  See  an  abstract  of  his  observations  in  Schmidt's  Jaltrh.       xcvii.  p.  831. 
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Statistics  of  2,G96  cases  at  University  College  Hospital  ob- 
tained from  women  who  applied  at  this  hospital  to  be  attended  in 
their  confinements,  and  collected  for  me  by  Mr.  Walter  Eigden, 
are  as  follows  : — 

Of  the  2,696  cases,  menstruation  occurred  for  the  first  time 


At  the  age  of  9  in 


I' 


10  „ 

11  „  60 

12  „  170 

13  „  353 

14  „  560 

15  „  540 

16  „  455 

17  „  272 


3  cases 
14  .. 


At  the  age  of  18  in  150  cases 
19  „    76  „ 


» 
» 


5) 
77 


20  „ 

21  „ 

22  „ 

23  „ 

24  „ 

25  „ 

26  „ 


29 
7 
3 
2 
0 
0 
2 


The  mean  age  is  14-96,  about.  The  greater  number  of  these 
cases  were  hospital  out-patients. 

The  mean  age  in  4,000  cases  referred  to  by  Whitehead  was  1 5 
years  6f  months.    In  2,169  cases  collected  by  Roberton,  Lee,  and 
Murphy,  the  mean  age  was  14  years  11  months.    Szukits  found 
the  mean  age  to  be,  in  665  women  born  in  Vienna,  15  years  8^ 
months;  and  in  1,610  women  born  in  the  country,  16  years  2^ 
months,  which  result,  as  regards  the  influence  of  town  hfe  in 
hastening  the  first  appearance  of  the  catamenia,  agrees  with  tha 
arrived  at  by  Brierre  de  Boismont  in  Paris.    The  latter  observe 
states  that,  amongst  women  belonging  to  the  upper  classes  o 
society,  the  average  age  of  commencement  was  as  early  as  13  year 
8  months.    Although  the  age  14-16  is  the  most  common,  ye 
there  are  numerous  exceptions  to  this  rule.    In  Roberton's  45 
cases,  ten  began  to  menstruate  as  early  as  1 1  years  old,  and  nine 
teen  at  12.    The  youngest  of  Szukits'  cases  was,  in  the  town  clas 
11  years  and  in  the  country  class  10  years  old.    In  three  out  o 
358  cases  noted  by  myself,  menstruation  began  at  the  age  of  10 
years,  and  although  the  largest  number  of  my  own  cases — 73 
out  of  358 — menstruated  first  at  the  age  of  1 4,  a  very  considerable 
number  menstruated  first  as  late  as  the  age  of  18. 

The  mean  age  of  the  commencement  of  the  catamenia  appears 
to  be  about  two  years  earlier  in  the  warmer  than  in  the  more 
temperate  climates.  Thus  in  India  the  mean  age  in  597  cases 
collected  by  Roberton  was  13  years.  It  was  formerly  supposed,  on 
the  assertions  of  Montesquieu  and  Haller,  that  Hindu  women, 
began  to  menstruate,  as  a  rule,  at  8,  9,  and  10  years  of 'age ;  but 
the  facts  collected  by  Roberton  conclusively  show  the  incorrect-- 
ness  of  this  opinion.    It  does  appear,  however,  from  Roberton's- 
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tables,  that  <  the  proportion  of  Hindus  who  arrive  at  puberty  at 
the  ages  of  12,  13,  and  14,'  is  far  greater  than  is  observed  in  the 
women  living  in  our  own  temperate  country.  This  early  arrival 
of  the  catamenia  is  attributed  by  Roberton  to  the  influence  of  race 
— to  the  circumstance  that  for  many  generations  (upwards  of 
three  thousand  years)  it  has  been  the  custom  of  this  people  to 
give  their  daughters  in  marriage  immediately  on  the  arrival  of 
puberty.  This  custom  has,  in  Koberton's  opinion,  produced  and 
perpetuated  a  kind  of  'family  peculiarity.'  Montesquieu  and 
Haller  held  that  '  climate  '  is  the  determining  cause  of  this  differ- 
ence. More  recent  statistics  are  in  the  same  direction.  Thus 
Vogt's  researches  show  that  in  Norway  the  average  first  appear- 
ance is  the  age  of  16*12.  We  may  contrast  this  with  the  average 
at  University  College  Hospital  of  14*96.  Toulin  and  Lagrieau 
have  collected  observations  on  cases  in  various  latitudes  pre- 
sented to  the  International  Medical  Congress  at  Paris  in  1867,' 
the  general  conclusions  from  which  are  in  confirmation  of  the 
fact  of  the  earlier  appearance  of  menstruation  in  hot  climates. 
And  it  would  appear  that  climate  is  really  the  determining 
element  in  the  difference  observed,  between  extremely  hot  and 
extremely  cold  countries,  a  difference  represented  by  from  three 
to  four  years. 

The  latest  age  at  which  the  catamenia  may  commence  is  open 
i  to  great  variations ;  but,  as  a  rule,  it  is  not  postponed  beyond  the 
;  age  of  18.    Brierre  de  Boismont  found  that,  out  of  352  '  femmes 
1  de  la  capitale,'  twenty  began  to  menstruate  at  18  years,  six  at  19, 
)  five  at  20,  two  at  21,  four  at  22,  and  two  at  the  age  of  23.  The 
j  latest  age  given  by  Koberton  is  also  23.    Szukits  gives  the  age  of 
22  as  the  latest  at  which  the  first  appearance  occurred  in  the 
Vienna  class ;  but  of  those  from  the  country  one  woman  began 
to  menstruate  as  late  as  25.    The  latest  age  in  my  own  series  was 
24.    In  a  case  quoted  by  Meissner,  the  catamenia  first  appeared 
at  the  age  of  42.^ 

The  cessation  of  menstruation  occurs  in  the  majority  of  cases 
between  the  ages  of  40  and  50.  The  number  of  cases  in  which 
the  cessation  takes  place  before  40  is  greater  than  the  number  of 
those  in  which  the  final  appearance  of  the  catamenia  occurs  after 
the  age  of  50.  (Brierre  de  Boismont.)  There  appears,  however, 
to  be  a  great  diversity  in  the  results  obtained  by  various  observers 
on  this  point.    Thus,  in  the  cases,  181  in  number,  of  the  author 

'  New  Syd.  Soc,  Jiii'ii.  lictrosj).  for  18fi7-8,  p.  377. 
*  Meissner,  Fraucnximmerkrankheiten,  ii.  741. 
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just  quoted,  the  age  at  wliicli  the  final  cessation  most  frequently 
(18  out  of  181)  occurred,  was  40;  while  in  Eoberton's  cases  it 
was  most  frequently  observed  (in  26  out  of  77  cases)  at  the  age  of 
50  ;  in  the  majority  of  the  cases  observed  by  Szukits  at  46-50. 
The  earliest  period  at  which  the  cessation  may  take  place  is  shown 
by  the  following  recorded  facts:  Of  Brierre  de  Boismont's  181 
cases,  the  cessation  was  noticed  in  seven  before  the  age  of  30,  the 
eariiest  being  at  the  age  of  21.  The  eariiest  cessation  in  Eoberton's 
77  cases  was  at  the  age  of  35.  Szukits  gives  two  cases  at  the  age 
of  30. 

The  following  table  shows  the  results  of  my  observations  in  55 


cases : — 


Menstruation  ceased  at 
the  age  of  30  in  1  case 
3S  1 


„  38  „  3 
39  1 

„  40  „  2 
41  „  2 

„    43  „  8 


44  „  2 

45  ..  6 


Menstruation  ceased  at 
the  age  of  46  in  2  cases 
»       >»    47      4  ,, 
>»       >»    48  5 

„  49  „  4  „  and  1  still  men- 
struating at 
that  age 

»>  >)  50  J,  4 
)>       >»    5-1  »>  3 

63  „  1  „  and  1  still  men- 
struating at 
—         that  age 


Total    .  55 


Perhaps  the  most  interesting  class  of  facts  in  connection  with 
this  subject  has  reference  to  the  latest  age  at  which  menstruation 
may  occur.  There  is  very  little  doubt  that  some  of  the  cases 
related  as  cases  of  late  menstruation  are  not  cases  of  menstruation 
proper  at  all ;  but  it  must  be  allowed  that  occasionally  a  discharge, 
sanguineous  and  periodic,  may  be  present  at  a  very  late  age. 
Gardien  relates  the  case  of  a  woman  said  to  have  been  '  parfaite- 
ment  reglee  '  at  the  age  of  75.  Up  to  the  age  of  55  there  are  a 
sufficiently  large  number  of  cases ;  but  after  that  age  true  men- 
struation is  exceedingly  rare.  Brierre  de  Boismont  gives  five 
after  the  age  of  55,  out  of  181,  one  being  as  late  as  60.  Koberton 
(op.  cit.  p.  185)  gives  four  out  of  79,  as  occurring  after  55,  two  of 
which  were  at  the  age  of-  60,  and  one  as  late  as  70.  Lastly, 
Szukits  gives  one  case  (his  latest)  at  the  age  of  60. 

Some,  apparently  well  authenticated,  cases  of  menstruation  at 
very  advanced  ages,  viz.  at  91,  80,  87,  59,  and  70  years  of  age, 
are  related  in  the  work  of  the  late  Dr.  D.  D.  Davis.' 

In  reference  to  the  foregoing  statements,  it  is  probable  that 

•  Princij?lo>i  and  Practice  of  Obstetric  Medicine,  vol.  i.  p.  239. 
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many  of  the  apparent  exceptions  to  general  rules  quoted  were 
cases  in  which  pathological  elements  were  more  or  less  inter- 
mixed. 

Menstruation  ceases  earlier  in  India;  but  everywhere  the 
duration  in  years  is  much  the  same.  For  about  thirty  years 
menstruation  continues.  Roberton  is  of  opinion  that  early 
cessation  is  chiefly  noticed  in  those  cases  in  which  the  function 
has  been  established  at  an  early  period.  In  most  of  those  cases, 
however,  in  which  the  function  continues  to  be  exercised  up  to 
the  age  of  53  or  54,  the  period  of  commencement  has  not  been 
unusually  late;  in  such  cases,  the  menstrual  life  far  exceeds  the 
average  of  thirty  years. 

Dr.  Beigel,'  the  able  editor  and  translator  of  the  two  former 
German  editions  of  this  work,  gave  this  observation  on  500  cases  : 
of  126  cases  where  menstruation  had  ceased,  there  were  9  cases  of 
late  menstruation. 

Menstruation  ceased  at  51  in  1  case  Menstruation  ceased  at  65  in  1  case 

»)•  t)       »       62  ,,  2  ,,  „       /2  1 

)j  )>       )»       63  1 

54  „  1    „  Total    .       .  9 

>)  )>       >>       6o  2 

Periodicity. — The  usually  accepted  statement  is  that  the  time 
included  between  the  day  of  the  appearance  of  the  discharge  and 
the  corresponding  subsequent  day  is  twenty-eight  days — a  lunar 
month  ;  but  the  difference  presented  by  individual  cases  in  this 
respect  is  so  great  as  to  show  that  any  rule  generally  applicable 
must  have  rather  a  wide  range.  Many  women  menstruate  regu- 
larly every  three  weeks ;  and  a  less  number  menstruate  every 
calendar  month,  or  a  little  over.  In  another  class  of  women 
there  is  great  irregularity,  the  period  varying  from  time  to  time 
consistently  with  health.  It  is  only,  then,  in  the  majority  of 
instances  that  menstruation  occurs  every  lunar  month.  There  is 
often  evidence  that  peculiarities  in  respect  to  the  menstrual  period 
are  transmitted  from  one  generation  to  another. 

Number  of  Days  during  ivhich  the  Discharge  continues. — In 
562  cases  examined  by  Brierre  de  Boismont,  the  discharge  con- 
tinued 8  days  in  172  individuals;  the  number  of  days  next  fre- 
quently observed  was  3 ;  the  next  4.  The  conclusion  arrived  at 
by  this  author  was  that  the  menstrual  flow  continues  longer  in 
towns  than  in  the  country  ;  and  longer  in  small,  nervous,  delicate 
women,  than  in  those  who  are  tall,  robust,  and  of  a  sancruine 
'  German  edition  of  this  work  (Enke,  Erlangen),  p,  245. 
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temperament ;  longer  also  in  those  who  lead  a  sedentary,  easy, 
voluptuous  life  than  in  those  who  follow  aqtive  occupations,  whoso 
diet  is  conducive  to  health,  and  whose  manners  are  regular.'  In 
women  who  are  beginning  to  menstruate,  the  discharge  lasts 
generally  a  short  time  for  the  first  few  months,  its  duration  in- 
creasing subsequently.  The  time  during  which  the  discharge 
continues  is,  in  general  terms,  three  to  seven  or  eight  days ;  but 
the  observer  must  be  prepared  to  meet  with  great  variations  in 
this  jDarticular. 

Quantity. — Late  observers  (Magendie  excepted)  consider  the 
typical  quantity  of  sanguineous  fluid  which  is  lost  at  each  period 
to  be  three  to  four  ounces,  or  even  less  than  this.^  The  older 
estimates  considerably  exceed  this  in  amount.  The  quantity  ap- 
pears to  be  greatest  about  the  middle  of  the  period  in  the  majority 
of  cases.  Sudden  cessation  for  some  hoiu-s  together,  followed  by 
copious  discharges,  whether  accompanied  by  coagula  or  not,  is 
abnormal ;  for  when  there  is  no  impediment  the  flow  continues 
persistently  and  uninterruptedly,  though  it  may  be  more  in 
quantity  at  one  time  of  the  day  than  another. 

Quality  of  the  Fluid  discharged. — The  researches  of  Dr. 
Whitehead,  Donne,  and  others,  have  conclusively  shown  that  the 
discharge  observed  is  really  composed  of  blood ;  and  that  when 
obtained  immediately  from  the  uterus,  and  before  it  has  been 
subjected  to  the  action  of  the  acid  mucus  of  the  vagina,  it  is 
coagulable  just  as  is  ordinary  blood.  As  an  illustration  of  this 
fact  we  find  that,  when  the  menstrual  flow  is  excessive,  clots  are 
not  unfrequently  discharged.  Ordinarily,  as  it  flows  from  the 
vulva,  it  has  acquired  an  acid  reaction,  and  is  no  longer  coagulable. 
For  the  first  few  hours  the  discharge  is  paler,  it  then  becomes  of 
a  deeper  red,  and  again  appears  of  a  lighter  colour  as  it  is  about 
to  disappear.  The  odour  of  the  menstrual  secretion  is  peculiar  ; 
formerly  extraordinary  effects  were  attributed  to  it,  which  it  is 
unnecessary  to  enumerate  here.  The  varying  qualities  of  the 
vaginal  and  cervical  secretions  have  probably  more  influence  in 
altering  the  qualities  of  the  menstrual  fluid  than  any  varieties  of 
the  fluid  itself  as  it  exudes  from  the  uterus. 


'  0_p.  cit.  p.  142. 


«  Fai-re,  loc.  cit.  p.  663. 


CHAPTER  III. 


EXAMINATION  OF  THE  UTERUS  AND  OVARIES. 

Digital  Examination  of  the  Uterus  prom  the  Vagina— Position  of  the 
Patient. 

Double  Examination  of  the  Uterus. 

Digital  Examination  op  the  Os  Uteri  and  op  the  Vaginal  Part  op 
THE  Cervix  Uteri.— Normal  Condition  of  the  Os  and  Cervix— Method  of 
Examination— Apparent  absence  of  the  Os  Uteri;  various  causes— Unusual 
Softness  of  the  Os  Uteri  from  Pregnancy  or  other  Causes— Unusual  Hardness 
of  the  Lips  of  the  Os  Uteri ;  its  Causes— Size  of  the  Os  Uteri— Variations  in 
the  Length  of  the  Vaginal  Portion  of  the  Cervix  Uteri ;  Relation  of  Pregnancy 
to  this  Condition. 

Examination  of  the  Uterus  by  Means  op  the  Sound. — The  Instrument ; 

Method  of  Introduction— Variations  in  the  Length  and  Direction  of  the 

Uterine  Canal  detected  by  the  Sound. 
Examination  of  the  Os  Uteri  by  Means  op  the  Speculum. — General 

Rules— Method  of  Using  the  Instrument — Description  of  Various  Instruments. 
Examination  of  the  Ovaries. 

In  order  to  obtain  precise  information  as  to  the  physical  condition 
of  the  uterus  and  ovaries,  a  physical  examination  is  indispensable. 
The  examination  is  made  by  means  of  the  finger  introduced  into 
the  vagina,  sometimes  also  into  the  rectum,  and  further  information 
may  often  be  elicited  by  means  of  palpation  over  the  hypogastric 
region  of  the  abdomen. 

DIGITAL  EXAMINATION  OF  THE  UTERUS  FROM  THE  VAGINA. 

To  practise  digital  examination  of  the  uterus  from  the  vagina, 
the  patient  is  usually  placed  on  the  side.  The  patient  should  be 
laid  on  the  side  close  to  the  edge  of  the  couch,  and  the  trunk  of 
the  body  placed  somewhat  across  the  couch.  The  knees  should 
then  be  drawn  upwards,  so  as  to  be  quite  at  right  angles  to  the 
body.  This  position  enables  the  observer  to  reach  with  the  finger 
much  higher  in  the  interior  of  the  pelvis  than  is  possible  in  any 
other  way.  It  is  sometimes  necessary  in  cases  of  suspected  preg- 
nancy, e.g.  to  examine  the  patient  in  the  standing  position,  in 
order  to  detect  more  readily  increase  in  the  size  and  weight  of  the 
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litems,  the  presence  of  biillottement,  &c.  In  tlie  case  of  un- 
married women,  with  an  unruptured  hymen,  digital  examination 
of  the  uterus  should  not  be  undertaken  unless  it  is  really  necessary. 
Such  an  examination  should  not  be  carried  out  unless  there  is  a 
reasonable  probability  of  the  existence  of  some  decidedly  abnormal 
condition  of  the  uterus.  On  the  other  hand,  false  delicacy  should 
not  be  allowed  to  operate  so  as  to  prevent  the  recognition  of  con- 
ditions whose  removal  are  essential  to  health  and  comfort.  In 
doubtful  cases  an  examination  by  the  rectum  may  be  made  first, 
and  it  can  thus  be  determined  whether  further  examination  by  the 
vagina  is  really  required.  Very  valuable  information  as  to  the 
general  shape  and  position  of  the  uterus  can  be  thus  procured,  the 
septum  between  the  rectum  and  vagina  being  so  thin  that  the 
practised  touch  readily  defines  the  uterus  in  this  manner.  Thus 
the  hymen  may  be  entirely  avoided.  It  is  found  that  under 
auEesthetic  influence  the  resistance  offered  by  the  hymen  is  less, 
and  thus  digital  examination  is  facilitated  by  the  use  of  ether  or 
chloroform. 

The  finger  should  be  cleansed  and  covered  with  oil  or  unguent 
before  being  introduced.  The  finger  should  be  introduced  slowly 
and  carefully,  and  by  its  means  the  roof,  the  floor,  and  the  upper 
part  of  the  vagina  can  be  successively  touched.  The  cervix  and  os 
uteri  are  also  subjected  to  touch,  and  information  as  to  the  size, 
consistence,  shape,  and  position  of  the  uterus  are  obtained. 
Deliberation  and  care  are  necessary  to  the  proper  conduct  of  the 
exploration. 

Ordinarily  the  finger  introduced  into  the  vagina  can  be  made 
to  touch  the  os  and  the  vaginal  part  of  the  cervix  uteri,  but  the 
body  of  the  uterus,  and,  indeed,  the  upper  part  of  the  cervix,  are 
not  in  a  state  of  health  easily  accessible  by  this  means  of  exa- 
mination alone.  To  reach  the  fundus  anteriorly  the  roof  of  the 
vagina  must  be  pushed  very  firmly  upwards,  and  even  then  the 
eftbrt  may  not  be  successful  in  the  normal  state  of  things.  And 
it  is  quite  impossible  to  reach  the  fundus  posteriorly  by  this  method 
of  examination  alone  when  the  uterus  is  in  its  proper  condition. 

The  digital  examination  of  the  uterus  per  vaginam  is  by  far 
the  most  valuable  and  important  means  of  acquiring  information 
regarding  its  physical  condition.  Too  much  attention  can  hardly 
be  bestowed  in  acquiring  facility  and  dexterity  in  this  method  of 
examination,  and  it  is  certain  that  unless  it  be  carefully  practised 
there  is  no  safeguard  against  the  acquiring  of  erroneous  and  in- 
adequate notions  respecting  the  case  before  us.    It  is,  taken  alone, 
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far  more  valuable  than  any  other  method  of  exploration  that  can 
be  mentioned,  for  although  other  methods  of  examination  may  be 
required,  they  are  all  subordinate  to  this — the  digital  examina- 
tion. 

By  means  of  the  digital  examination  of  the  vagina  also  the 
condition  of  the  ovaiies  can  frequently  be  determined.  Ordinarily 
the  ovaries  are  not  easily  felt  by  the  finger  introduced  as  above 
directed,  but  if  the  ovary  on  either  side  lies  unusually  low  it  can 
be  readily  felt  through  the  vaginal  wall. 

The  physical  exploration  thus  conducted  gives  valuable  infor- 
mation respecting  the  presence  or  absence  of  thickening,  or  hard- 
ness, or  tumours  situated  in  front  of  or  behind  the  uterus,  or 
laterally  in  respect  to  this  organ ;  and  abnormal  conditions  of  the 
rectum — presence  of  accumulations  of  fgeces,  &c.,  ai-e  often  thus 
recognised  when  they  would  have  been  undetected  or  overlooked 
had  this  digital  examination  of  the  vagina  been  omitted. 

Double  Examination  of  the  Uterus. — There  are  several  methods 
by  which  the  uterus  may  be  more  completely  and  exactly  explored. 

1.  The  patient  being  placed  on  the  back  or  laid  on  the  side 
with  the  axis  of  the  body  across  the  couch  or  bed,  the  forefinger 
of  one  hand  is  inserted  in  the  rectum,  and  the  fingers  of  the  other 
hand  placed  above  the  pubes.  Thus  the  shape  and  size  of  the 
intervening  structures  can,  under  favourable  circumstances,  be 
recognised  more  precisely.  This  method  is  useful  also  in  cases 
where  a  vaginal  examination  is  objectionable. 

2.  Or  the  forefinger  of  one  hand  is  inserted  in  the  vagina,  and 
the  fingers  of  the  other  hand  placed  above  the  pubes. 

3.  Or  a  sound  is  inserted  in  the  bladder,  and  the  finger  into 
the  rectum.  This  method  is  very  serviceable  in  cases  of  suspected 
absence  of  the  uterus. 

4.  A  method  suggested  and  practised  by  Dr.  Noeggerath,  of 
New  York,  consists  in  dilating  the  urinary  meatus,  inserting  the 
finger  of  one  hand  into  the  bladder  and  the  forefinger  of  the  other 
hand  into  the  rectum.  The  shape  and  size  of  the  uterus  can  be 
more  perfectly  and  completely  explored  in  this  manner  than  in  any 
other  way.  Dr.  Noeggerath  has  examined  as  many  as  thirteen  cases 
in  this  manner.' 

The  objection  to  this  method  is  the  necessity  for  forcible 
dilatation  of  the  urethra.    This  forcible  dilatation  Dr.  Noeggerath 
effects  either  rapidly  at  one  sitting,  using  first  a  steel  dilator  and 
then  metallic  bougies  until  enough  space  is  obtained  to  admit 
'  American  Journal  of  Obstetrics,  vol.  viii.  p.  123. 
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the  finger,  or  more  slowly  by  laminaria  tents.  He  found  the 
effects  of  the  dilatations  severe  in  six  cases  (in  all  of  the  six  dilata- 
tions rapid,  under  chloroform),  producing  frequent  micturition, 
burning,  sensations  of  pain,  and  in  one  case  perimetritis,  but  in 
no  case  was  permanent  bad  result  observed.  The  general  conclusion 
to  be  drawn  from  Dr.  Noeggerath's  experience  would  seem  to  be 
that  this  method  of  exploration  is  valuable,  but  its  employment 
will  probably  be  always  limited  to  very  exceptional  cases. 

5.  Another  means  of  double  examination  consists  in  introducing 
one  finger  into  the  rectum  and  the  uterine  sound  into  the  uterus 
itself.  The  sound  can  then  be  felt  through  the  rectum.  (See 
Examination  by  the  Sound.) 


DIGITAL   EXAMINATION   OF    THE    OS   UTERI   AND    OF   THE  VAGINAL 

PART  OF  THE  CERVIX  UTERI. 

The  size  of  the  orifice  of  the  os  uteri,  its  shape,  the  hardness 
or  softness  of  the  lips  of  the  os  and  of  the  adjacent  structures  of 
the  vaginal  portion  of  the  uterus,  are  all  open  to  considerable 
variation,  and  upon  these  variations  conclusions  may  be  very  safely 
based  as  to  the  nature  of  the  pathological  or  physiological  altera- 
tions present. 

To  appreciate  the  various  changes  which  are  liable  to  occur  in 
the  condition  of  the  lower  part  of  the  uterus  a  knowledge  of  the 
normal  condition  and  relations  of  the  parts  is  essential.  The 
finger  must  be  educated  and  accustomed  to  associate  a  particular 
sensation  with  a  corresponding  condition:  an  observer  with  an 
educated  finger  will  thus  be  enabled  to  draw  conclusions  wholly 
unattainable  by  an  inexperienced  person.  In  the  words  of  Gooch, 
*  the  finger  soon  gains  the  power  of  feeling  when  the  mind  has 
acquired  the  knowledge  of  what  to  feel  for.' 

As  preliminary  to  the  discussion  of  this  subject,  some  account 
of  the  normal  condition  of  the  os  and  cervix  uteri  is  necessary. 

'  In  the  virgin  and  unimpregnated  condition  of  the  uterus/ 
says  Dr.  Montgomery,  '  its  mouth  and  the  lower  section  of  its 
neck,  when  examined  by  the  finger  introduced  into  the  vagina, 
can  be  felt,  as  it  were,  projecting  into  that  cavity  from  a  quarter 
to  half  an  inch.  The  part  so  projecting  feels  remarkably  firm, 
is  slightly  tapering  or  conical  in  form,  and  about  as  large  as  the 
end  of  a  man's  thumb ;  having,  at  its  termination  in  the  vagina, 
a  transverse  opening  whose  lips  or  margins  feel  firm  and  well 
defined.    This  may  be  so  far  open  as  to  allow  the  extremity  of 
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the  finger  to  be  insinuated  to  the  depth  of  an  eighth  or  a  quarter 
of  an  inch,  sometimes  a  little  more,  sometimes  not  so  much ;  or 
it  may  merely  communicate  a  sensation  of  a  slight  depression 
almost  without  a  cavity,  such  as  is  felt  when  the  tip  of  the  finger 
is  pressed  between  the  lateral  cartilages,  at  the  extremity  of  the 
nose.  Sometimes  the  os  uteri  differs  very  considerably  from  this 
description,  being  almost  imperceptible  from  its  diminutive  size, 
and  perfectly  circular,  and  it  is  not  very  rare  [here  I  do  not  agree 
with  Dr.  Montgomery.  Such  a  condition  is  very  rare  in  the 
virgin]  to  find  it  opening  at  once  from  the  upper  extremity  of 
the  vagina  without  any  projection  of  the  cervix  uteri  into  that 
canal,  which  to  the  finger  seems  to  taper  gradually  to  a  point, 
and  there  terminate  in  the  orifice  of  the  womb,  the  margins  of 
which  are  very  indistinctly  felt.  .  .  .  Once  a  woman  has  borne 
children,  or  sometimes  even  one  child,  the  conditions  of  the 
uterus  are  liable  to  be  altered  in  several  aj)preciable  circum- 
stances. The  whole  organ  is  apt  to  remain  permanently  larger 
than  it  was  originally,  and  the  cervix  partaking  of  this  change,  is 
found  broader,  less  prominent,  and  less  firm  in  texture,  while  its 
shape  is  sometimes  the  reverse  of  that  noticed  in  the  virgin  or 
nullipare,  being  indeed  somewhat  conical,  but  having  the  base  of 
the  cone  downward  instead  of  above ;  under  the  same  circum- 
stances the  OS  is  found  of  greater  dimensions,  and  its  opening 
much  more  distinctly  transverse,  admitting  more  readily  the 
introduction  of  the  end  of  the  finger,  and  not  unfrequently 
having  its  circumference  or  margins  uneven,  perhaps  fissured, 
and  giving  the  sensation  of  being  a  little  lobulated.'  ^ 


Fig.  7. 


The  annexed  drawing,  copied  from  one  by  Dr.  Farre  (see 
I  fig-  represents  the  orifice  as  having  a  transverse  shape. 
I  The  transverse  length  of  the  orifice  as  here  shown  is,  I  believe, 
i  '  Oi>.  cit.  p.  170. 
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greater  than  it  is  found  to  be  in  the  virgin  os  in  the  majority  of 


cases. 


The  patient  being  phiced  on  the  side  as  before  directed,  the 
hnger  is  then  introduced  into  the  vagina,  the  guide  to  the  orifice 
being  the  great  trochanter  ;  for  it  will  be  found  that  in  the  foregoing 
position  the  left  hand  being  laid  on  the  great  trochanter  the  orifice 


8. 


of  the  vagina  is  immediately  beneath  it.  A  knowledge  of  this  fact 
will  be  found  useful  in  facilitating  the  necessary  examination. 

It  will  be  borne  in  mind  that  under  ordinary  circumstances  the 
finger  passes  about  the  distance  of  an  inch  before  reaching  the 
position  of  the  hymen,  where  the  true  vaginal  canal  really  begins, 
and  the  whole  of  the  forefinger  must  be  introduced  before  the  os 
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uteri  is  reached.    Where  the  person  is  very  stout  the  difficulty  of 
j  reaching  the  os  uteri  by  the  forefinger  is  often  considerable, 
j  and  unless  the  knees  are  well  drawn  up  it  may  be  well-nigh  im- 
practicable. 

The  annexed  drawing,  life-size  (fig.  8),  exhibits  a  lateral  view 
of  the  interior  of  the  pelvis.  The  straight  line  graduated  in  inches 
shows  the  direction  and  extent  of  an  ordinary  examination  by  means 
of  the  finger. 

The  changes  produced  by  pregnancy  will  be  presently  described 
more  particularly.  The  above  remarks  apply  only  to  the  uterus 
in  the  non-gravid  condition. 

On  examination  it  may  be  found  that  the  uterus  is  alto- 
gether tuanting  (see  chapter  on  Uterine  Malformations).  The 
vaginal  part  of  the  cervix,  as  already  remarked,  is  generally 
shoi-tened  in  women  who  have  had  children  ;  in  some  cases  it 
almost  entirely  disappears.    It  occasionally  happens  that  in  such 
cases  the  os  uteri  becomes  occluded,  and  no  opening  can  be  found. 
Cases  have  been  recorded  of  women  who  were  pregnant,  and  in 
whom  this  occlusion  had  occurred  apparently  soon  after  concep- 
tion, an  incision  in  the  lower  part  of  the  uterus  having  been  ren- 
dered necessary  in  order  to  effect  delivery.    It  may  be,  then,  that 
the  OS  uteri  is  not  to  be  felt  because  it  has  become  occluded  in  the 
above  manner ;  but  the  signs  of  pregnancy  would  under  such  cir- 
cumstances be  observed  :  or  it  may  be  that  the  os  is  situated 
;  unusually  high,  and  is  not  readily  reached,  as  is  the  case  more  or 
less  in  the  last  month  or  two  of  pregnancy  :  there  the  presence  of 
:  pregnancy  should  suggest  the  explanation.    Or  the  vagina  may 
I  have  become  narroived  and  constricted  by  inflammatory  adhesions 
I  (after  a  difficult  labour),  and  the  vagina  may  appear  to  terminate 
lower  down  than  is  really  the  case.    Abnormities  of  the  hymen 
j  may  lead  to  a  like  erroneous  inference. 

In  retroversion  of  the  gravid  uterus  the  os  uteri  and  the 
cervix  uteri  are  often  dragged  up  so  high  behind  the  pubic  sym- 
physis that  no  OS  can  be  felt.  The  same  result  may  occur  when 
large  tumours,  fibroid,  ovarian,  &c.,  occupy  the  pelvis.  In  cases 
of  pregnancy,  tumour,  &c.,  dragging  the  os  out  of  its  place  and 
so  preventing  its  being  felt  by  the  finger,  the  pelvic  tumour  is 
so  large  that  the  explanation  of  the  apparent  absence  of  the  os 
would  be  obvious. 

j  ^  Softness  of  the  lips  of  the  os  uteri. — The  physical  con- 
'  ditions  of  the  os  uteri  described  as  '  hardness  '  or  '  softness '  are 
perhaps  the  most  important  to  which  attention  can  be  directed 
I  D 
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Normally,  the  textures  of  the  os,  under  which  term  we  may 
conveniently  include  the  parts  surrounding  the  aperture,  are,  in 
the  virgin,  firm  and  resistant,  and  a  peculiar  impression  is  con- 
veyed to  the  finger  hardly  to  be  described  in  words.  This  is  to 
be  considered  as  its  typical  physical  condition,  and  it  is  necessary 
to  be  familiar  with  it  in  order  to  be  able  to  detect  the  variations 
from  the  healthy  state. 

Pregnancy. — Unusual  softness  of  the  os  uteri  and  of  its  vaginal 
part  is  one  of  the  signs  of  pregnancy,  and,  as  such,  deserves 
special  and  particular  mention  in  this  place.  It  is  a  peculiar 
kind  of  softness,  giving  the  sensation  of  a  soft  texture  overlying 
a  harder  one,  and  imparting  a  cushiony  elastic  feel,  quite  charac- 
teristic. It  has  been  well  compared  to  the  sensation  given  to  the 
finger  when  pressed  into  the  glans  penis  in  a  state  of  erection. 

Fig.  9. 


The  surface  of  the  lips  of  the  os  are  at  the  same  time,  in  pri- 
mix)arfB,  smooth  and  uniform ;  in  multiparge  there  may  be  fissures 
giving  the  lips  a  slightly  lobulated  arrangement.  As  regards 
the  period  of  pregnancy  at  which  this  peculiar  softness  is  ob- 
served, it  is  present  during  the  second  month  pretty  distinctly, 
but  not  so  distinctly  at  this  early  period  in  primiparae  as  in 
women  who  have  already  born  children.  At  the  end  of  the  third 
or  the  fourth  month,  however,  the  softness  of  the  os  uteri  is  very 
distinctly  present  in  most  cases,  and,  what  is  very  important,  the 
softness  becomes  associated  at  about  the  fifth  month,  and  subse-  ^ 
quently,  with  a  peculiar  shotty  feel,  arising  from  the  muciparous 
glands  around  the  os  uteri  becoming  enlarged.  Moreover,  the 
softness  becomes  intensified  as  pregnancy  advances:  in  many 
cases  I  have  found  the  lips  in  an  almost  spongy  condition,  from 
extreme  softness,  near  the  end  of  pregnancy.    The  existence  of 


THE  UTERUS. 


So 


this  softness,  and  of  the  other  physical  changes,  in  the  vaginal 
l)ortion,  forms  a  very  strong  presumption  in  favour  of  the 
])resence  of  pregnancy.  This  is  well  shown  in  fig.  9  from  a 
drawing  by  Dr.  Farre.  The  softness  alone,  or  a  condition  which 
at  all  events  closely  simulates  it,  is  observed  under  other  circum- 
stances than  pregnancy.  The  menstrual  nisus  is  attended  with  a 
certain  degree  of  softness  of  the  part ;  but  this  could  hardly  mis- 
lead the  observer  if  care  were  taken  to  make  a  second  examina- 
tion after  the  interval  of  a  fortnight  from  the  date  of  the  first. 
Distension  of  the  uterus,  owing  to  the  presence  of  fluid,  a  large 
polypus,  hydatidiform  degeneration  of  the  ovum,  may,  each  or 
either  of  them,  give  rise  also  to  softening  and  fulness  of  the  os  in 
some  degree  simulating  that  due  to  pregnancy.  In  cancer  of 
the  cervix  uteri  there  may  be  softness  due  to  the  presence  of 
fungous  growths,  having  a  soft  consistence,  but  in  this  case  there 
is  also  irregularity  of  the  surface. 

As  Montgomery  observes,  this  softness  of  the  os  is  most  reliable 
from  a  negative  point  of  view ;  thus,  if  the  patient  were  supposed 
to  be  five  months  advanced  in  pregnancy,  the  absence  of  the  soft- 
ening would  be  strongly  against  such  a  supposition.  This  state- 
ment does  not  hold  good  in  cases  of  cancer  of  the  cervix  uteri ;  in 
STich  cases  there  might  be  an  absence  of  softness,  and  the  patient 
might  yet  be  pregnant.  In  ordinary  cases,  however,  the  presence 
or  absence  of  this  softening  of  the  os  and  vaginal  portion  is  e:x- 
tremely  valuable  from  a  diagnostic  point  of  view. 

Softness  of  the  os  is  observed  in  cases  of  cauliflower  excrescence 
of  the  OS  uteri.  The  softness  due  to  this  cause  is,  however,  asso- 
ciated with  a  lobular  enlarged  condition  of  the.  lips  and  margins 
of  the  OS  uteri,  eminently  characteristic  of  the  affection.  In  the 
very  early  stage  of  this  affection,  however,  when  the  lips  of  the  os 
are  not  much  enlarged,  this  softness  might,  by  a  beginner,  be 
possibly  mistaken  for  that  due  to  pregnancy. 

The  question  as  to  the  presence  of  undue  softness  of  the  os 
uteri  is  important  in  relation  to  the  condition  of  nutrition  of  the 
organ.  In  another  chapter  it  will  be  explained  that  one  of  the  more 
important  physical  changes  the  uterus  undergoes  in  cases  of  disease 
is  a  lessening  of  the  proper  hardness  of  the  tissues,  resulting  in  a 
condition  of  unusual  softness  of  the  tissues  of  the  cervix  appre- 
ciable to  the  touch  on  digital  examination. 

Hardness  cannot  be  said  to  be  diagnostic  jper  se  of  any  parti- 
cular disease  of  the  uterus.  Normally,  the  degree  of  hardness 
presented  to  the  touch  is  considerable,  and  if  the  shape  and  size 
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of  the  OS  and  of  the  vaginal  portion  be  not  altered,  the  hardness 
alone  is  not  significant.  It  would,  however,  enable  us  to  decide 
against  the  presence  of  pregnancy  in  a  case  supposed  on  other 
grounds  to  have  gone  as  far  as  the  fourth  or  fifth  month.  Con- 
joined with  other  physical  changes  in  the  vaginal  portion,  irregu- 
larity, hypertrophy,  &c.  (see  chapters  on  Cancer  of  the  Uterus, 
Fibroid  Tumour,  &c.),  it  may  become  positively  significative  of 
other  important  conditions. 

The  OS  uteri  is  occasionally  found  to  convey  to  the  touch  an  im- 
pression as  if  hard  rounded  masses  like  shot,  of  variable  size,  were 
embedded  in  it.  These  bodies  are  the  folhcular  glands  of  the 
part  distended  with  accumulated  secretion.  It  has  been  already 
mentioned  that  during  pregnancy  rounded  bodies  are  usually 
found  to  be  present  in  the  substance  of  the  os,  and  there  seems  to 
be  an  identity  between  the  bodies  in  question  and  those  occasion- 
ally met  with  in  this  portion  under  other  circumstances,  which 
may  attain  a  larger  size,  and  which  have  been  termed  by  several 
writers  Ovula  Nabotki.^  And  in  cases,  to  be  more  particularly 
referred  to  subsequently,  where  small  cysts  are  found  growing  from 
the  OS,  these  cysts  appear  to  have  a  like  origin. 

Size  of  the  os  uteri. — In  the  virgin,  the  uterus  being  healthy, 
the  aperture  is  large  enough  to  be  just  perceived  by  the  touch. 
In  the  pregnant  uterus  the  orifice  enlarges,  and  at  the  fifth  month 
is  nearly  large  enough  to  admit  the  point  of  the  finger.  In  the 
latter  case,  this  enlargement  of  the  orifice  is  associated  with  soft- 
ening of  the  lips  of  the  os,  with  the  presence  of  the  muciparous 
glands,  uterine  tumour,  &c.  When  the  orifice  is  so  large  as  to 
admit  the  finger,  softness  being  absent,  this  increase  in  size  may 
be  dependent  on  one  of  the  several  following  conditions : — In 
cases  of  large  fibrous  tumours  of  the  uterus  encroaching  on  the 
cavity,  the  lips  are  separated  to  a  considerable  extent,  but  they 
are  hard  and  firm.  Such  is  also  more  usually  the  case  where 
polypus  of  the  uterus  of  large  size  is  present.  The  separation  of 
the  lips  occurs  earlier  in  polypus  than  in  cases  of  fibrous  tumour. 

The  OS  is  also  widely  open  in  cases  of  enlargement  of  the  uterus 
due  to  deficient  involution  of  the  organ  after  delivery.  In  women 
who  have  been  recently  delivered  an  open  condition  of  the  os  is 
necessarily  present,  and  this  condition  of  the  os  is  a  very  valuable 
sign  in  cases  where  evidence  of  recent  delivery  is  required  for  me- 
dico-legal purposes.    Under  such  circumstances,  also,  the  condition 

'  Some  remarks  on  the  nature  of  these  bodies  will  be  found  in  Dr.  Tyler 
Smith's  work  r9M  Z6'?<t'orr/ta.'a,  p.  M3. 
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of  the  OS  uteri  is  in  other  respects  peculiar.  It  is  soft,  flabby,  and 
relaxed.  The  open  condition  of  the  os  gradually  diminishes  after 
labour,  so  that  after  two  or  three  weeks  the  sign  is  no  longer  use- 
ful :  in  cases  where  abortion  has  occurred,  the  open  state  of  the 
OS  after  delivery  is  less  marked,  and  it  is  a  less  decisive  test  than 
when  deHvery  has  taken  place  at  full  term.^  The  subsequent 
j>rogressive  closure  of  the  os  is  a  valuable  diagnostic  sign  in  these 
cases.    (See  also  '  Examination  by  the  Sound.') 

An  open  condition  of  the  os  is  found,  often  to  a  m^arked  extent, 
in  cases  where  the  uterus  is  enlarged  from  the  presence  of  chronic 
congestion.  In  cases  of  leucorrhoea  connected  with  an  increased 
action  of  the  numerous  glands  of  the  cervix  uteri,  the  os  is  open 
more  widely  than  usual.  In  cases  of  cancer  of  the  uterus,  the 
aperture  is  often  much  larger  than  it  should  be,  and  the  first  stage 
of  this  disease  has  in  this  respect  a  great  similarity  to  other  con- 
ditions of  less  serious  import.  But  in  cases  of  cancer  of  the  os 
uteri,  the  opening  has  lost  its  symmetrical  shape  :  there  is,  more- 
over, irregularity,  of  a  kind  to  be  particularly  described  presently. 

On  the  other  hand,  the  opening  oftheos  may  be  too  small,  or 
altogether  wanting.  If  there  be  any  reason  to  suspect  that  either 
of  these  conditions  be  present,  as  in  cases  of  sterility,  dysmenor- 
rhoea,  &c.  &c.,  it  will  be  necessarj'  to  resort  to  another  method  of 
examination,  and  to  use  the  uterine  sound  as  a  probe.  (See 
'  Examination  by  Sound.') 

Lacerations  of  the  cervix  owing  to  injury  during  parturition 
are  recognisable  by  the  touch. 

Length  of  the  vaginal  portion. — Variations  in  respect  to  the 
vaginal  portion  of  the  cervix  are  important  from  a  diagnostic 
point  of  view.  In  pregnancy  there  is  a  diminution  in  the  length 
of  the  vaginal  portion,  the  nature  and  degree  of  which  must 
be  now  explained.  In  the  first  place,  it  is  a  mistake  to  suppose 
that  there  is  a  perfect  regularity  in  the  degree  to  which  the 
abbreviation  of  the  vaginal  portion  proceeds  at  the  same  period  of 
pregnancy  in  all  instances ;  in  the  second  place,  it  must  be  recol- 
lected that  comparative,  not  positive,  measurements  only  are  to 
be  relied  on.  In  order  that  we  may  draw  correct  conclusions  in 
particular  cases,  it  is  necessary  to  be  aware  of  the  normal  length 
of  the  vaginal  portion  in  the  case  before  us ;  after  repeated  preg- 
nancies, the  portion  of  the  cervix  projecting  into  the  vagina 
becomes  shorter  and  shorter.     Normally,  the  vaginal  portion 

'  A  most  valuable  chapter  On  the  S^'fftis  of  Delivery  will  be  found  in  Mont- 
gomery's work,  jfaw  cit-,  p.  njS. 
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begins  to  be  reduced  in  length  about  the  fourth  month  of  preg- 
nancy, and  as  pregnancy  advances  the  shortening  also  progresses, 
until  at  full  term  the  whole,  or  very  nearly  the  whole,  of  the 
vaginal  portion  has  been  drawn  up  out  of  the  vagina.  The  length 
of  the  cervix  itself  is  very  little  altered  during  pregnancy  ;  the 
apparent  shortening  is  due  to  drawing  up  of  the  cervix  out  of  the 
vagina,  which  process  has  the  effect  of  reducing  the  length  of  the 
vaginal  portion.'  Fig.  10,  copied  from  Dr.  Farre's  drawing,  shows 
the  extent  to  which  the  abbreviation  of  the  vaginal  portion  pro- 
ceeds at  the  eighth  month  of  pregnancy. 

This  shortening  becomes  useful  as  diagnostic  of  pregnancy  when 
the  patient  is  under  observation  for  some  months,  and  it  can  be 

ascertained  from  time  to  time 
that  a  progressive  shortening 
is  actually  taking  place.  If 
the  other  signs  present  be  not 
against  pregnancy,  this  is  one 
of  the  strongest  proofs  in  its 
favour.  Enlargement  of  the 
D  uterus  and  softening  of  the 
OS  uteri  would,  under  such 
circumstances,  be  associated 
with  it.  The  vaginal  portion 
may  be  found  actually  shortened  from  several  other  causes — 
previous  pregnancies,  dislocation  of  uterus  upwards  by  ovarian 
tumours,  distension  of  uterus  by  large  polypus  or  by  fluid,  as  in 
cases  of  hydrometra,  also  from  dragging  of  the  uterus  upwards 
by  large  fibrous  tumours  of  the  uterus.  In  cases  of  extra-urine 
pregnancy  the  shortening  is  wanting.  (Kiwisch.) 

EXAMINATION  OF  THE  UTEKUS  BY  MEANS  OF  THE  SOUND. 

*  It  is  possible,'  says  Sir  J.  Simpson,  through  whom,  in  this 
country  at  least,  the  use  of  the  instrument  became  known,  '  by  the 
use  of  a  uterine  sound  or  bougie  introduced  into  the  uterine  cavity, 
to  ascertain  the  exact  position  and  direction  of  the  body  and 
fundus  of  that  organ  ;  to  bring  these  higher  parts  of  the  uterus,  in 
most  instances,  within  the  reach  of  tactile  examination  ;  and  to 
ascertain  various  important  circumstances  regarding  the  os,  cavity, 
lining  membrane,  and  walls  of  the  viscus.' 

»  Dr.  Matthews  Duncan  first  forcibly  drew  attention  to  tliis  important  fact. 


Fig.  10. 
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The  sound  itself  is  a  slender  rod  of  flexible  metal,  terminated 
by  a  slight  knob  at  one  end  and  by  a  flat  handle  at  the  other.  It 
is  graduated  in  inches,  and. at  2^  inches  from  the  bulbed  end  it  is 
I  customary  to  place  a  slight  projection.    The  instrument  is  very 
j   slightly  curved  at  this  point.    The  bulbed  extremity  has  a  dia- 
j  meter  of  one-eighth  of  an  inch.    A  second  instrument  provided 
with  a  much  smaller  bulbed  extremity  is  sometimes  useful. 

This  instrument  must  never  be  used  without  a  previous  digital 
examination,  and  there  are  circumstances  under  which  the  uterine 
I  sound  is  not  to  be  used  at  all — that  is  to  say,  where  there  is  the 
i  slightest  reason  for  suspecting  that  the  patient  is  pregnant.  The 
introduction  of  the  sound  into  the  uterus  under  these  circumstances 
would  almost  inevitably  occasion  miscarriage  or  abortion.    In  cases 
where  the  patient  is  the  subject  of  amenorrhoea,  this  caution  is 
particularly  appropriate  ;  for  during  the  early  months  of  pregnancy 
she  is  sometimes  unaware  of  her  condition,  or  desirous  of  conceal- . 
ing  the  fact  when  known  to  her.     Under  such  circumstances,  the 
i  sign  on  which  it  is  customary  to  place  most  reliance  in  deciding 
as  to  the  propriety  or  not  of  using  the  sound  is  the  presence  or 
absence  of  softness  of  the  vaginal  portion  of  the  cervix  and  of  the 
edges  of  the  os  uteri ;  and,  where  the  softness  in  question  is 
detected,  to  refrain  from  using,  or  at  all  events  to  postpone  the 
use  of,  the  instrument  until  the  nature  of  the  case  is  made  more 
•  evident  in  other  ways.    As  it  must  be  admitted,  however,  that  the 
;  presence  or  absence  of  this  sign  is  by  no  means  a  positively  sure 
criterion,  unless  perhaps  in  very  experienced  hands,  it  will  not  be 
I  safe  to  rely  exclusively  upon  it :  it  will  be  better  in  a  case  where 
1,  there  is  the  slightest  doubt  to  be  on  the  safe  side. 
I       Another  caution  is  required.    It  is  not  so  very  uncommon  for 
I  women  to  suffer  from  slight  losses  of  blood  at  the  beginning  of 
pregnancy  ;  such  losses  might  be  readily  taken  to  be  evidence  of 
\  menstruation,  and  the  sound  might  in  such  cases  be  injuriously 
j  used. 

It  has  occasionally  happened  that  the  sound  has  been  intro- 
duced into  the  pregnant  uterus,  and  no  evil  result  has  followed. 
It  is  thus  shown  that  the  instrument  may  pass  into  the  decidual 
cavity  between  the  decidua  uterina  and  decidua  reflexa  without 
'  necessarily  inducing  abortion. 

'  As  a  general  rule,  patients  experience  no  inconvenience  from 
the  use  of  the  sound,  if  it  be  carefully  introduced ;  but  in  a  few 
cases  the  passage  of  the  instrument  gives  great  pain,  and  its  use 
should  not  then  be  persevered  in. 
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Method  of  Introduction. — The  patient  is  conveniently  placed 
for  the  use  of  the  sound,  either  lying  on  the  left  side  close  to  the 
edge  of  a  high  couch  or  bed,  or  lying  on  the  back  ;  as  a  general 
rule,  the  former  position  is  preferable.  The  foreiinger  of  the 
right  hand  is  first  introduced  into  the  vagina,  and  the  tip  of 
the  finger  brought  into  contact  with  the  os  uteri.  The  uterine 
sound,  previously  warmed  and  oiled,  is  then  lightly  grasped  by  the 
left  hand,  and  the  point  of  the  instrument  carried  slowly  towards 


Fig.  11.' 


the  OS  uteri,  the  forefinger  of  the  right  hand  being  made  use 
of  as  a  director.  If  these  directions  be  well  attended  to,  the 
point  of  the  instrument  is  readily  made  to  hit  the  orifice  through 
which  it  is  desired  to  pass  the  instrument.  When  the  point  of  the 
instrument  is  engaged  in  the  os  uteri,  the  first  part  of  the  opera- 
tion is  completed. 

The  passage  of  the  sound  through  the  canal  of  the  cervix  and 
into  the  cavity  of  the  body  of  the  uterus  requires  very  careful 

'  Fig.  11  represents  tlie  sound  completely  introduced,  the  position  of  the 
uterus  normal. 
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management,  and  occasionally  is  only  to  be  accomplished  by  those 
possessed  of  considerable  dexterity.  It  is  imperatively  necessary 
to  bear  in  mind  that  the  introduction  of  the  sound  should  be  ac- 
complished without  using  the  smallest  degree  of  force ;  resistance 
encountered  is  not  to  be  overcome  in  this  manner.  Ordinarily,  if 
the  operator  has  introduced  the  sound  in  the  proper  direction, 
the  curvature  of  the  instrument  and  the  curvature  and  direction 
of  the  canal  being  identical,  the  instrument  is  easily  made  to  pass 
upwards  until  the  knobbed  extremity  reaches  the  fundus  uteri. 
Normally,  the  canal  of  the  uterus  passes  at  first  upwards  in  the 
direction  of  the  pelvic  axis,'  but  higher  up  there  is  a  slight  in- 
clination forwards.  As  a  matter  of  practice  I  find  it  best  to  use  a 
sound  which  is  really  almost  straight,  as  represented  in  the  figure. 
It  is  a  great  mistake  to  use  an  instrument  sharply  curved.  If 
the  uterus  be  of  the  average  size,  the  instrument  can  be  intro- 
duced 2^  inches  beyond  the  os  uteri,  and  the  projecting  elevation 
on  the  convex  side  of  the  curve  of  the  sound  is  felt  by  the  fore- 
finger to  coincide  with  the  os  uteri.  When  the  sound  has  been 
introduced  a  couple  of  inches,  greater  care  is  required  in  pushing 
it  onward.  It  occasionally  happens  that  the  tissue  of  the  uterus 
is  diseased,  and  so  soft  that  an  instrument  such  as  the  uterine 
sound  may  be  driven  through  the  fundus  by  the  exercise  of  force 
not  very  great  in  amount.  The  advisability  of  avoiding  all  risk 
of  such  an  accident  need  not  be  enlarged  upon. 

The  sound  is  sometimes  used  through  the  speculum.  It  is  far 
preferable,  however,  to  introduce  the  sound  in  the  manner  above 
described ;  I  believe  that  there  is  far  more  risk  of  doing  injury  to 
the  uterus  when  the  sound  is  used  in  conjunction  with  the 
speculum. 

Supposing  that  an  impediment  is  encountered  to  the  introduc- 
tion of  the  instrument,  this  may  proceed  from  one  of  the  following 


causes 


The  Point  of  the  Instrument  is  not  directed  in  the  Axis  of 
the  Canal.  This  is  the  most  common  cause  of  difficulty,  and  it  is 
one  which  is  only  to  be  got  over  by  practice.  It  is  often  necessary 
to  withdraw  the  instrument  and  bend  it  so  as  to  give  it  a  different 

'  The  question  as  to  what  is  the  normal  direction  of  the  uterine  canal  has 
excited  mucli  discussion.  I  believe  that,  as  stated  in  the  text,  it  is  gently  curved, 
the  direction  closelj'  approaching  that  of  a  line  passing  successively  through  the 
axes  of  the  brim  and  of  tlie  cavity  of  the  pelvis.  Dr.  Meadows,  who  has  written 
a  careful  criticism  on  the  siibject  {Lancet,  1868,  vol.  ii.  p.  71),  believes  that  tlie 
canal  is '  straight  tliroughoiit  its  course,  its  axis  being  identical  with  that  of  the 
pelvic  l)rim  or  inlet.'    See  further  remarks  in  chapters  on  «  Flexions.' 
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Fig.  12. 


curvjB.  If  the  actual  direction  of  the  vaginal  portion  of  the  cervix 
be  previously  ascertained  by  digital  examination,  this  difficulty  is 
less  likely  to  occur. 

The  Os  is  not  pervious  to  the  Instrument. — This  is  a  cause  of 
difficulty  which  is  generally  anticipated  by  digital  examination, 
for  the  practised  touch  easily  recognises  the  presence  or  absence 
of  the  depression  and  opening  of  the  os  uteri.  In  cases  where  the 
finger  fails  to  find  an  aperture,  it  is  necessary  to  have  recourse  to 
the  speculum,  in  order  to  ascertain  by  actual  inspection  of  the 
part  whether  a  minute  opening  can  be  detected.    The  absence  of 

an  opening  is  rare  ;  such  a  condition 
is,  in  most  instances,  a  congenital  one, 
and  the  patient  has  never  menstru- 
ated. In  a  few  cases,  however,  the 
OS  becomes  sealed  up,  no  trace  of  its 
existence  being  observed,  in  women 
who  have  had  children,  and  also, 
rarely,  in  women  who  have  been 
subjected  to  operations  the  nature 
of  which  is  such  as  to  lead  to  con- 
traction of  the  tissues  around  the 
OS  uteri. 

Contraction  of  the  Canal  of  the 
Cervix. — When  the  instrument  is 
engaged  in  the  canal,  its  further 
passage  may  be  prevented  by  con- 
traction of  the  canal  itself.  It  is 
not  very  common  to  meet  with  an 
obstruction  to  the  passage  of  the 
instrument,  from  this  cause  at  least, 
lower  down  than  1  inch  or  1^  inch  from  the  os  uteri,  although 
the  occasional  existence  of  contraction  at  this  point,  congenital 
or  acquired,  is  not  to  be  denied.  The  cavity  of  the  cervix  uteri 
is  tolerably  capacious,  but  at  its  superior  termination  —  the 
internal  os — the  canal  is  ordinarily  narrowed ;  and  in  the  nulli- 
parous  uterus  it  is  customary  to  find  that  when  the  instrument 
reaches  the  point  of  junction  of  the  cavity  of  the  cervix  and  the 
cavity  of  the  body  of  the  uterus,  there  is  a  slight  resistance. 
The  nature  and  kind  of  resistance  here  alluded  to  will  be  better 
understood  by  reference  to  fig.  12,  copied  from  an  exceedingly 
accurate  drawing  by  Dr.  A.  Farre.  It  represents  a  section  of  the 
uterine  cavity,  and  the  extent  and  direction  of  the  cervical  canal. 
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In  women  who  have  had  cliildren,  however,  this  kind  of  difficulty 
no  longer  exists.  Without  exercising  anything  like  forcible 
pressure,  this  ordinary  resistance,  as  it  may  be  termed,  is  readily 
got  over.  It  requires  care  to  discriminate  between  contraction 
and  those  other  conditions  which  may  impede  the  progress  of  the 
instrument,  next  to  be  alluded  to. 

The  Poivt  of  the  Instrument  may  become  engaged ^  tn  one  of 
the  Lacunce  or  Depressions  of  the  Cervix  Uteri  and  its  further 
progress  aiTested  thereby.     This  is  one  of  the  most  common 

Fig.  13.' 


causes  of  difficulty  in  introducing  the  uterine  sound.    By  gently 
withdrawing  the  instrument  and  again  introducing  it,  at  the  same 
time  slightly  altering  the  direction  in  which  it  is  pointed,  this 
I  kind  of  difficulty  will  be  readily  overcome. 

The  point  of  the  instrument  may  be  aiTested  by  the  existence 
i  of  curvature  or  distortion  of  the  canal  of  the  uterus.    When  the 
i  uterus  is  bent  backwards  (retroflexion)  or  forwards  (anteflexion), 
•  the  instrument  is  stopped  abruptly  at  the  seat  of  the  flexure. 
When  the  resistance  met  with  is  due  to  retroflexion,  a  tumour  may 

'  Fig.  13  represents  retroflexion  of  the  uterus. 
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be  felt  behind  the  upper  part  and  back  of  tlie  vagina — the  fundus 
uteri  ;  and  it  is  necessary,  before  introducing  the  sound,  to  turn  it 
so  that  the  concavity  is  directed  not  forwards,  but  backwards. 
With  a  little  management,  the  sound  then  passes  round  the  curved 
part  of  the  uterine  canal,  and  backwards  into  the  centre  of  the 
fundus  uteri.  In  like  manner,  in  the  case  of  anteflexion,  the  ob- 
stacle to  the  introduction  of  the  sound  is  to  be  removed  by  giving 
the  instrument  a  sharper  curve  forwards  than  usual,  the  concavity 
in  this  case  being  directed  anteriorly  or  by  pressing  the  handle 
backwards.  Further  remarks  on  the  subject  of  the  use  of  the 
sound  when  the  uterus  is  flexed  will  be  found  in  the  chapters  on 
'  Flexions  of  the  Uterus.' 

In  cases  when  the  sound  does  not  readily  pass,  it  is  a  good  plan 
to  use  the  speculum,  to  draw  the  anterior  lip  of  the  os  down  gently 
by  means  of  a  small  tenaculum  hook,  and  then  to  introduce  the 
sound.  The  canal  is  thus  drawn  more  nearly  straight  and  the 
entry  of  the  sound  facilitated  (see  fig.  15). 

In  the  use  of  the  sound  we  have,  of  course,  a  very  complete  and 
easy  method  of  measuring  the  length  of  the  cavity  of  the  uterus. 
These  variations  are  themselves  signs  of  great  value  in  the 
diagnosis  of  uterine  disease  ;  the  deductions  to  be  drawn  there- 
from are  now  to  be  pointed  out.  Professor  Simpson  has,  in  one 
of  his  original  memoirs  on  the  uterine  sound,  so  fully  considered 
this  branch  of  the  subject  as  to  leave  little  to  be  added.  In  the 
subsequent  remarks,  I  have  chiefly  followed  the  account  given  in 
the  memoir  in  question.  The  usual  length  of  the  uterine  canal 
from  the  os  to  the  fundus  is  2^  inches,  but  a  slight  increase  or  a 
slight  diminution  of  this  measurement  ^e.g.  to  the  extent  of 
\  inch)  is  very  frequently  observed,  and  quite  consistently  with 
the  uterus  being  in  a  healthy  state. 

THE  LENGTH  OF  THE  UTEBINE  CANAL  GREATER  THAN  USUAL. 

This  may  be  caused  by  any  one  of  the  following  conditions  :— 
Recent  Delivery. — If  the  woman  has  had  a  child,  the  increased 
length  may  be  due  to  a  persistence  of  the  hypertrophy  with  which 
the  uterus  is  affected  in  consequence  of  pregnancy.  After  delivery 
the  uterine  cavity  measures  from  six  to  eight  inches,  and  this 
measurement  is  found  gradually  to  diminish,  until  after  six  or 
eight  weeks  it  resumes,  under  ordinary  circumstances  at  least,  its 
previous  size. 

Longitudinal  Hypertrophy  of  the  Uterus  is  another  condition 
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of  the'  organ  in  which  the  sound  passes  inwards  for  a  greater 
distance  than  usual.  This  species  of  hypertrophy  occurs  quite 
independently  of  pregnancy.  For  the  most  part  the  cervix  of 
the  uterus  is  the  portion  affected  :  this  is  lengthened  out  and 
extended,  whereas  the  cavity  of  the  body  of  the  uterus  remains 
nearly  as  usual,  or,  at  all  events,  participates  but  little  in  the 
change. 

In  many  cases  where  the  uterus  is  apparently  prolapsed,  the  os 
uteri  being  very  low  down,  this  does  not  proceed  from  prolapsus 
of  the  whole  organ,  but  from  the  presence  of  hypertrophy  and 
elongation  of  the  cervix  alone,  of  that  part  of  the  cervix  which  is 
above  the  vagina.  The  sound,  when  used  under  these  circum- 
stances, is  a  most  valuable  means  of  diagnosis.  In  prolapsus  con- 
stituted by  hypertrophic  elongation  of  the  cervix,  the  sound  can 
be  made  to  pass  upwards  for  a  much  greater  distance  than  usual. 
Dr.  Simpson  mentions  cases  in  which  it  passed  inwards  to  a  depth 
of  four  or  five  inches  ;  and  Huguier,  whose  observations  are  more 
recent  and  extensive,  in  an  average  of  a  large  number  of  cases, 
found  the  length  of  the  uterine  canal  to  be  4|  inches  ;  in  extreme 
cases,  a  length  of  9  inches  was  attained.  In  cases  which  I  have 
examined,  with  the  object  of  testing  Huguier's  statements,  I  have 
found  the  length  of  the  uterine  canal  to  amount  to  as  much  as 
6^  and  7  inches.  There  is  a  fallacy  connected  with  the  use  of  the 
sound  in  these  cases,  with  which  it  is  well  to  be  acquainted,  in 
order  that  an  erroneous  inference  may  not  be  drawn.  The  sound 
is  sometimes  arrested  two  inches  or  so  from  the  os  uteri,  by  the 
curve  which  the  lengthened  cervix  uteri  makes  at  this  point,  and 
in  one  instance  I  found  it  necessary  to  pass  the  finger  into  the 
rectum,  when,  by  pressing  against  the  convexity  of  the  curve  in 
question,  the  sound  readily  passed  inwards  between  two  and  three 
inches  further.  We  have  two  categories  :  (a)  those  in  which  the 
cervical  cavity  is  lengthened  and  at  the  same  time  prolapsed ;  and 
(6)  those  in  which  the  uterine  and  the  cervical  cavity  are  both 
lengthened,  the  os  uteri  remaining  at  or  about  its  usual  place,  at 
the  summit  of  the  vaginal  canal,  or  not  remaining  in  this  position. 
I  have  seen  a  case  in  which  tumour  of  both  ovaries  was  present, 
the  upper  part  of  the  uterus  was  dragged  up,  and  at  the  same 
time  the  lower  part  was  pushed  downwards.  The  canal  of  the 
uterus  had  an  excessive  length.    (See  '  Prolapsus.') 

Fibroid  Tumour h  of  the  Uterus  frequently  occasion  a  con- 
siderable increase  in  the  size  of  the  cavity  of  the  organ  a  circum- 
stance rendered  evident  by  the  use  of  the  sound.    The  size  of  the 
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tumour  may,  however,  be  considerable,  and  the  size  of  the  uterine 
cavity  remain  unaffected.  The  increase  in  the  length  of  the 
uterine  cavity  due  to  the  presence  of  fibroid  tumour  may  reach 
to  such  an  extent  that  the  sound  passes  in  to  a  dejjth  of  6,  7,  or  8 
inches,  a  possible  fallacy  Sir  J.  Simpson  calls  attention  to  in  con- 
nection with  this  subject.  In  long-standing  cases  it  sometimes 
happens  that  the  pressure  jjroduced  by  large  fibroid  tumours 
occasions  the  opposite  sides  of  the  uterine  cavity  to  adhere,  and 
the  sound  is  arrested  some  distance  below  the  real  position  of  the 
fundus  uteri. 

The  diagnosis  between  lengthening  of  the  cavity  caused  by 
dragging  of  the  fundus  of  the  uterus  upwards,  and  that  caused  by 
the  presence  of  fibroid  tumour  in  the  walls  of  the  uterus,  turns 
on  the  relation  which  is  found  to  subsist  between  the  sound  while 
in  the  uterus,  and  the  tumour  occupying  the  pelvis  and  projecting 
upwards  in  the  hypogastric  region.  As  a  general  rule,  when  an 
ovarian  tumour  is  dragging  the  fundus  uteri  upwards,  and  thereby 
lengthening  its  cavity,  the  sound  is  found  to  be  anterior  to  the 
tumour.  To  this  rule  there  may  be  occasional  exceptions ;  and 
when  the  tumour  is  situated  laterally  in  reference  to  the  sound, 
this  means  of  distinguishing  between  the  two  is  not  available. 
When  the  tumour  dragging  up  the  uterus  is  extra-uterine,  one 
side  and  corner  of  the  uterus  is  generally  more  drawn  up  than 
the  other:  this  gives  the  course  of  the  sound  upwards  a  certain 
obliquity,  often  characteristic. 

Fibroid  Polypus  of  the  Uterus. — When  the  polypus  remains 
within  the  cavity  of  the  uterus,  the  length  to  which  the  sound  can 
be  introduced  is  increased  in  proportion  to  the  size  of  the  polypus. 
By  means  of  the  sound,  a  very  perfect  idea  can  sometimes  be 
obtained  of  the  relations  and  place  of  attachment  of  the  polypus, 
for  the  point  of  the  instrument  cau  be  made  to  travel  round  the 
included  mass  between  it  and  the  uterine  walls.  Care  must  be 
exercised  not  to  fall  into  the  error  of  taking  the  pedicle  of  the 
polypus  for  the  summit  of  the  uterus  ;  it  is  possible  for  the  point 
of  the  sound  to  be  arrested  at  this  point  when  first  introduced. 

Hypertrophy  of  the  Uterus.— -The  increased  length  of  the 
uterine  cavity  may' be  due  to  hypertrophy  of  the  organ,  a  condition 
which  is  now  and  then  found  to  be  present,  unassociated  with  any 
of  the  .  conditions  causing  lengthening  of  the  cavity  hitherto  de- 
scribed. The  lengthening  which  occurs  in  connection  with  this 
condition  is  never  very  considerable  in  amount,  the  measurement 
not  generally  exceeding  3^  to  3^  inches.    This  hypertrophy  of  the 
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uterus,  and  consequent  lengthening  of  the  canal,  may  be  due  to 
long-continued  congestive  hypertrophy  of  the  uterus,  repeated 
miscarriages,  or  to  defective  involution  of  the  uterus  persisting 
for  a  long  time  after  delivery. 

In  cancei^  of  the  fundus  of  the  uterus,  the  organ  might  be 
found  imduly  lengthened,  without  marked  evidence  of  disease  of 
the  same  kind  at  the  cervix.  In  the  very  rare  disease,  tubercle  of 
the  uterus,  elongation  and  increase  in  the  size  of  the  organ  have 
been  observed  to  be  present. 

Lastly,  in  cases  of  undue  patency  of  the  Fallopian  Tube,  the 
sound  may  pass  to  an  unusual  length.  It  is  always  necessary 
to  examine  carefully  into  the  previous  history  of  the  patient,  and 
to  compare  the  results  of  examination  by  the  sound  with  those 
derived  from  examination  of  the  hypogastric  region  of  the  abdomen, 
and  it  is  advisable  to  come  to  no  conclusion  until  a  combined 
examination  by  the  sound  internally,  and  by  the  hand  j)laced  over 
the  hypogastrium,  has  been  performed. 

THE  UTERINE  CANAL  IS  SHORTER  THAN  USUAL. 

When  the  depth  to  which  the  sound  can  be  introduced  is  less 
than  usual,  this  may  proceed,  following  Sir  J.  Simpson's  classifica- 
tion, from  one  of  the  following  causes  : — 

PreterTiatural  Shortness  of  the  Organ  generally,  a  congenital 
Condition. — This  congenital  shortness  of  the  canal  is  met  with 
where  the  uterus  is  imperfectly  developed,  the  whole  organ  being 
smaller  than  usual,  or  in  cases  in  which  the  organ  is  unequally 
developed  on  the  two  sides.  The  condition  of  the  external  gene- 
rative organs  may  be  apparently  quite  norma],  and  the  sexual 
instinct  present  to  the  usual  degree,  and  yet  there  may  be  im- 
perfect or  defective  development  of  the  uterus  itself.  The  uterus 
may  be  double,  or  one  side  only  may  be  developed,  or  one  side  may 
be  developed  to  a  certain  degree,  and  on  the  other  side  may  be 
found  a  less  fully  developed  cornu.  These  conditions  are  not 
frequently  met  with  in  practice,^  but  the  possibility  of  their  occur- 
rence must  be  kept  in  view,  or  the  results  of  examination  by  the 
sound  might  prove  embaiTassing. 

Stricture  of  the  Uterine  Canal  or  partial  Obliteration  due  to 
Pressure  of  Tumours,  t&c— The  apparent  shortening  of  the  canal 

'  For  further  information  on  this  subject  the  reader  is  referred  to  the  work  of 
Kussnnanl,  Vm  dem  Mangel,  der  VerMmmcrung  wid  Vcrdinrplung  der  Gchdrvmtter 
Wiirzburg,  1858. 
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due  to  stricture  has  been  already  alluded  to  in  si:)eaking  of  the 
difficulties  attending  the  introduction  of  the  sound.  In  old  peoj^le 
the  internal  os  uteri,  which  is  the  j)oint  at  which  the  stricture 
when  present,  usually  exists,  is  often  obliterated  (Mayer,  Matthews 
Duncan).  The  cavity  of  the  uterus  proper — that  is  to  say,  the 
portion  above  the  internal  os  uteri — may  also  be  obliterated,  and 
the  sound  is  then  arrested  at  the  same  point.  When  the  canal  is 
obliterated  hj  pressure,  as  by  large  hbroid  tumours  growing  in  the 
walls  of  the  uterus,  shortening  of  the  canal  may  be  a  consequence. 

Partial  Inversion  of  the  Uterus. — The  shortening  due  to  partial 
inversion  could  not  possibly  be  mistaken  for  that  due  either  to 
stricture  or  imperfect  development  of  the  uterus.  In  partial  in- 
version, there  is  a  tumour  projecting  from  the  os  uteri ;  the  sound 
passes  into  the  os  uteri  by  the  side  of  this  tumour,  but  cannot  be 
introduced  so  far  as  usual.  Practical  experience  has  shown  that, 
in  some  cases,  the  diagnosis  between  partial  inversion  and  polypus 
of  the  uterus  is  one  of  the  extremest  difficulty  ;  but  with  the  aid 
of  the  data  obtainable  by  a  careful  use  of  the  uterine  sound,  we 
may  hope  to  surmount  this  difficulty.  The  important  diagnostic 
fact  is,  that  the  sound  passes  inwards  to  a  less  depth  than  usual  on 
all  sides  of  the  projecting  mass.  If  the  case  be  one  of  polypus, 
the  sound  passes  inwards  to  the  usual  extent,  and  the  hand  over 
the  hypogastric  region  discovers  the  fundus  of  the  uterus  in  its 
usual  place.  When  polypus  is  combined  with  partial  inversion 
the  difficulty  is  greatly  increased,  and  in  such  a  case  careful 
measurement  of  the  depth  of  the  cavity,  examination  of  the 
tumour  itself,  examination  per  rectum,  and  of  the  hypogastric 
region,  must  all  be  brought  to  bear  in  forming  a  decision. 

Atrophy  of  the  Utei^us  is  in  rare  instances  observed  after  labom- ; 
here  also  the  cavity  of  the  uterus  is  found  to  be  shorter  than 
natural. 

Lastly,  the  caution  may  be  repeated,  that  flexion  of  the  canal, 
causing  arrestment  of  the  progress  of  the  instrument,  may  be  con- 
founded with  actual  shortening. 

EXAMINATION  OF  THE  OS  UTERI  BY  MEANS  OP  THE  SPECULUM. 

By  the  use  of  the  instrument  known  as  the  *  speculum,'  we  are 
able  to  obtain  ocular  evidence  of  the  condition  of  that  part  of  the 
uterus  which  projects  into  the  vagina,  and  of  the  orifice  or  os  uteri. 
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The  speculum  should  never  be  used  without  a  previous  digital 
examination.    The  digital  examination  will  be  the  means  of 
informing  us  whether  the  state  of  the  parts  be  such  as  to  render 
it  unadvisable  or  impossible  to  use  this  instrument.    Further,  a 
j  knowledge  of  the  size,  length,  &c.,  of  the  vagina,  ascertained  by 
I  means  of  a  digital  examination,  is  necessary  in  order  that  the 
1  instrument  selected  may  be  adapted  to  the  peculiarities  of  the 
I  case.    The  use  of  the  speculum  is  objectionable  in  the  case  of 
I  young  immarried  women,  and  more  especially  in  those  in  whom 
!  the  hymen  is  intact.    For  purposes  of  diagnosis  the  use  of  the 
J  instrument  can  but  rarely  be  considered  necessary  under  such 
circumstances.    In  cases  of  cancer  of  the  uterus  the  instrument 
should  be  used  with  great  care :  haemorrhage  of  a  serious  cha- 
racter may  be  set  up  by  careless  employment  of  the  speculum 
under  these  circumstances. 

The  cases  in  which  the  speculum  is  most  commonly  used  for 
pm-poses  of  diagnosis  are  the  following  :  Cases  of  obstinate  leu- 
coiThoea  in  which  there  is  reason  to  suspect  the  presence  of  an 
abnormal  condition  of  the  cervix  uteri  and  of  the  glands  there 
situate ;  cases  of  menorrhagia,  or  recurring  hgemorrhage,  for  the 
purpose  of  ascertaining  the  presence  or  absence  of  small  polypoid 
growths  within  the  os  uteri,  and  w^hich  may  be  so  small  as  not  to 
be  detected  by  digital  examination  ;  cases  in  which  it  is  considered 
I  advisable  to  examine  ocularly  the  condition  of  the  portio  vaginalis 
I  and  OS  uteri,  and  thus  of  obtaining  evidence  as  to  the  presence  and 
i   nature  of  ulcerations,  abrasions,  excoriations,  lacerations,  &c.,  of 
:  the  parts  in  question.    It  is  employed  in  cases  in  which  it  is  con- 
sidered advisable  to  explore  the  interior  of  the  uterus  itself,  to 
I  facilitate,  in  some  cases,  the  use  of  the  uterine  sound,  and  it  is 
j  essential  in  the  performance  of  some  operations  involving  the 
i  cervix  or  os  uteri. 

I  Method  of  using  the  Speculum. — The  mechanical  contrivances 
I  for  getting  a  view  of  the  os  uteri  are  very  numerous.  Simple 
i  tubes,  tubes  slit  up  into  two  or  three  segments,  and  lastly  the 

duckbill  univalve  instrument— known  as  Marion  Sims's — have  been 

successively  employed.    It  is  needless  to  describe  these  various 

instruments  in  detail. 

The  two  instruments  which  are,  in  my  opinion,  best  adapted 

for  the  purpose  are  a  short  bivalve  instrument  (a  modification  of 
!  Cusco's  speculum)  and  Sims's  speculum. 

The  modified  Cusco's  speculum  I  have  used  for  some  time,  but 
I  the  one  I  employ  is  large  at  the  mouth,  and  very  portable.  Messrs. 
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Weiss  have  improved  the  method  of  separating  the  blades,  and  it 
IS  now  a  very  complete  instrument  (figs.  14  and  16).  It  has  the 
advantage  of  bringing  the  os  uteri  near  to  the  ostium  vaginjc  a 
most  important  point,  and  the  aperture  or  mouth  being  large 
(11  m.  by  If  in.)  great  facilities  for  operations  are  offered.  Its 
length  is  only  four  inches.  It  is  kept  in  place  by  its  own  action 
and  requires  no  assistant. 

In  using  this  instrument,  the  patient  should  be  placed  on  the 
side  with  the  knees  drawn  up,  and  the  hips,  a  little  higher  than 
the  thorax,  should  be  quite  at  the  edge  of  the  examining  couch. 
The  speculum  previously  oiled  and  warmed,  is  introduced  in  the 

Fig.  14. 


collapsed  shape,  and  care  taken  to  direct  it  backwards.  The  chief 
difficulty  is  at  the  ostium  vaginae,  but  this  is  overcome  by 
drawing  the  fourchette  a  little  back  with  the  forefinger  of  the  left 
hand,  and  inserting  the  speculum  just  at  first  a  little  obliquely  as 
regards  the  plane  of  the  aperture.  It  should  be  passed  as  far  as 
possible  before  screwing  the  blades  open,  and  when  the  screw  has 
been  turned  about  three  times  it  should  be  ascertained  whether 
the  OS  uteri  is  in  view.  It  frequently  happens  that  the  speculum 
has  now  to  be  directed  a  little  more  backward,  in  order  that  the 
OS  may  be  brought  into  view.  The  further  separation  of  the 
blades  is  then  effected.  When  the  vjigina  is  very  long  and  narrow 
this  speculum  does  not  answer  quite  so  well,  but  if  the  vaginal 
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aperture  be  dilatable  it  is  of  great  service,  for  in  separating  the 
blades  the  os  is  brought  down  into  view  by  a  mechanism  which  will 
be  sufficiently  obvious.  In  cases  where  the  ostium  vaginae  is  very 
narrow,  a  smaller-sized  instrument  of  the  same  kind  would  be 
required ;  but  under  such  circumstances  the  use  of  the  specu- 
lum is  not  often  necessary.  In  withdrawing  the  instrument  it 
is  best  to  allow  the  blades  to  collapse  to  within  half  an  inch  of 
each  other,  so  as  to  prevent  the  vaginal  walls  being  caught  between 
them. 

The  drawing  (fig.  14)  shows  the  position  of  the  instrument 
when  introduced  and  the  blades  separated  to  an  average  extent 
(If  in.).  It  will  be  observed  that  a  good  deal  of  the  length  of 
the  instrument  is  expended  on  the  vulva.  A  great  merit  of  this 
instrument  is  that  it  expands  the  vulvar  part  of  the  canal. 

Dr.  Meadows's  speculum,  made  by  Mayer  and  Meltzer,  some- 
what resembles  Cusco's,  but  two  lateral  additional  blades  are  pro- 
vided so  as  to  separate  the  vaginal  walls  laterally.  Further,  the 
distal  end  is  smaller,  so  that  it  is  a  little  more  easy  of  introduc- 
tion than  the  one  above  described. 

Another  speculum  is  that  of  Dr.  Marion  Sims,  and  a  most 
valuable  one  it  is.  It  is  kept  in  two  sizes,  giving  thus  the  advan- 
tage of  four  blades,  each  of  different  width.  This  instrument 
requires  the  aid  of  an  assistant.  It  is  necessary  to  pay  particular 
attention  to  the  placing  the  patient  in  a  proper  position.  The 
patient  must  be  placed  as  follows :  Having  been  brought  quite  to 
the  edge  of  the  couch,  which  should  be  about  the  height  of  an  ordin- 
ary table,  she  is  laid  on  the  side,  and  the  knees  drawn  up  to  the 
abdomen.  The  left  arm  is  then  placed  at  full  length  behind  the 
back.  This  throws  the  chest  a  little  forwards.  I  have  found  it 
best  also  to  raise  the  hips  by  means  of  a  thin  hard  pillow  or  other- 
wise. The  speculum  is  then  introduced,  care  being  taken  to  keep 
the  point  of  the  blade  close  to  the  posterior  wall  or  floor  of  the 
vagina.  The  larger  or  smaller  blade  is  used  according  to  circum- 
stances. When  the  blade  is  in  situ,  the  whole  instrument  is  pulled 
backwards  in  such  a  manner  that  the  whole  of  the  floor  of  the  vagina 
is  pressed  against  the  rectum.  The  perinaeum  is  thus  stretched, 
and  at  one  and  the  same  moment  the  ostium  vaginfe  and  the 
vaginal  canal  are  dilated.  The  fundus  of  the  uterus  falls  a  little 
forwards  in  consequence  of  the  position  of  the  patient,  and  air  of 
course  enters  the  vagina.  It  is  found  that  in  some  cases  a  perfect 
view  is  now  given  of  the  os  uteri.    In  others  the  bladder  and 
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anterior  vaginal  wall  project  backwards  so  as  to  impede  the  view, 
and  when  this  happens  the  uterine  sound  or  the  finger  must  be 
used  to  push  the  projecting  part  aside,  or,  what  is  still  better,  a 
hook  may  be  fixed  into  the  anterior  lip  of  the  os  and  the  uterus 
gently  drawn  down.  Dr.  Sims  uses  a  small  delicate  tenaculum 
hook  for  this  purpose.  The  one  here  figured  (fig.  15),  and  which 
I  have  been  in  the  habit  of  using,  is  a  little  firmer  and  stronger, 
and  more  bent  back.  It  will  be  found  that  in  drawing  down  the 
uterus  it  is  necessary  simultaneously  to  draw  the  speculum  a  little 
in  the  same  direction. 

Fig.  15. 


A  self-retaining  Sims  speculum  has  been  a  good  deal  employed 
in  America.  By  the  use  of  this  instrument  the  aid  of  an  assis- 
tant can  be  dispensed  with.  Both  Mr.  Spencer  Wells  and  Dr. 
Savage  have  also  introduced  instruments  constructed  on  the  same 
principle. 

The  view  of  the  os  and  cervix  uteri  afforded  by  the  Sims  specu- 
lum is  exceedingly  good.  Manipulations  on  the  parts  in  question  are 
effected  with  extreme  facility.  The  use  of  the  hook  is  not  attended 
with  any  bad  result,  but  when  the  patient  is  straining,  as  not  uu- 
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frequently  happens  during  the  exhibition  of  anaesthetics,  care  is 
required  so  as  not  to  lacerate  the  parts. 

Fig.  15  represents  the  large  blade  in  situ,  as  when  first  intro- 
duced. The  hook  having  been  inserted  is  drawn  down  about  an 
inch  in  the  direction  of  the  vulvar  aperture,  bringing  the  os  uteri 
with  it. 

In  some  cases  the  bivalve  instrument  is  better  than  the  uni- 
valve ;  but  where  assistance  is  easily  procurable  the  latter  is  very 
much  to  be  preferred. 

The  bivalve  instrument  (fig.  1 6— Cusco  improved  by  Weiss),  as 
above  described,  is  so  superior  to  the  older  bivalve  instruments,  that 
I  do  not  describe  them.  The  tubular  glass  speculum— known  as 
Ferguson's  speculum — is  also  very  inferior  to  it.  Neugebauer's 


Fig.  16. 


is  a  bivalve  speculum,  the  two  blades  being  distinct  and  separate. 
Dr.  Barnes  ('Obstetrical  Transactions,'  vol.  xiv.  p.  309)  describes 
and  delineates  an  improved  form  of  this  instrument. 

In  a  few  instances,  as  when  the  speculum  is  used  to  explore 
the  condition  of  the  vesico-vaginal  septum  in  cases  of  fistulse,  it  is 
advisable  to  place  the  patient  on  her  hands  and  knees,  so  as  to 
give  the  observer  a  good  view  of  the  roof  of  the  vagina.  The 
univalve  speculum  is  the  best  to  use  in  this  class  of  cases. 

The  bivalve  speculum  may  be  used  with  the  patient  in  the 
lithotomy  position,  but  the  other  plan  is  far  preferable.  It  is 
generally  necessary,  by  means  of  a  dossil  of  lint  held  at  the 
extremity  of  a  pair  of  long  dressing  forceps,  to  remove  the 
secretions  with  which  the  surface  of  the  exposed  part  is  covered, 
in  order  that  the  mucous  membrane  itself  may  be. inspected. 
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APPEARANCES  AT  THE  OS  UTERI  OBSERVED  BY  THE  SPECULUM. 

The  '  OS  uteyi  '  is  the  lower  opening  of  the  canal  of  the  cervix. 
It  is  a  round  opening,  occasionally,  however,  transverse  in  shape, 
bounded  by  two  '  lips,'  an  anterior  and  a  posterior ;  the  lips  are 
smooth,  uniform,  and  regular,  when  the  woman  has  had  no 
children,  but  the  surface  is  more  or  less  fissured,  the  os  uteri 
being  bounded  by  less  regularly  formed  lips  in  women  who  have 
had  children.  The  virgin  os  uteri  is,  when  normal,  uniform, 
the  vaginal  portion  regular  and  conical  in  shape ;  that  of  multi- 
paras is  larger,  irregular,  and  usually  softer. 

The  appearances  presented  by  the  surface  of  the  os  uteri  it  is 
particularly  important  to  bear  in  mind.  The  lips  of  the  os  uteri 
— that  is  to  say,  the  surface  of  these  lips — present  an  appearance 
very  different  from  that  which  is  observed  in  the  interior  of  the 
OS  uteri,  and  under  ordinary  circumstances  the  view  obtained  by 
the  speculum  is  not  simply  that  of  the  labia  of  the  os,  but  of  a 
portion  of  the  interior  of  the  cervix  also,  which  has  a  tendency 
to  be  opened  out  by  the  action  of  the  speculum.  The  surface  of 
the  interior  of  the  cervix  differs  greatly  in  appearance  from  that 
presented  by  the  surface  of  the  labia,  both  in  regard  to  the  colour 
and  in  other  essential  particulars,  and  there  is  an  abrupt  line  of 
demarcation  always  evident,  and  generally  remarkably  so,  between 
the  surface  of  the  interior  of  the  cervix  and  that  of  the  labia  of  the 
OS  uteri. 

The  lining  of  the  cervix  uteri— the  minute  anatomy  of  which 
was  first  thoroughly  described  by  Dr.  Tyler  Smith— is  not  smooth, 
but  furrowed  and  plicated  so  as  to  present  numerous  depressions 
and  elevations  (see  fig.  17),  by  which  the  amount  of  surface  is 
very  largely  increased.    The  arrangement  of  fhe  folds  or  plicae 
varies  in  different  cases.    There  are  usually  four  prominent  eleva- 
tions longitudinally  placed,  and  four  columns  of  rugae  or  folds  of 
mucous  membrane  ;  and  lateral  transverse  branches  are  given  off 
from  these,  the  whole  thus  acquiring  a  palmated  aspect ;  and  be- 
tween these  different  elevations  are  seen  others  more  minute. 
The  whole  surface  thus  presents  a  cribriform  aspect.    The  ob- 
server, under  ordinary  circumstances,  sees  the  lower  and  a  small 
portion  only  of  the  surface  of  the  interior  of  the  cervix. 

Contrasting  with  the  cribriform  irregular  surface  just  de- 
scribed, the  labia  of  the  os  uteri  present  a  smooth  uniform 
mucous  surface.    The  labia  may  themselves  be  lobulated,  and 
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lluis  irregular,  but  the  surface  itself  is  smooth  and  uniform.  The 
epithelium  covering  the  labia  is  of  the  squamous  variety,  identical 
with  that  lining  of  the  vagina,  but  within  the  cervix  the  epithelium 
changes,  and  the  surfece  is  covered  by  cylindrical  epithelium. 
Higher  up  within  the  cervix,  and  therefore  usually  beyond  ob- 
servation by  means  of  the  speculum,  the  epithelium  becomes 
ciliated. 

The  surface  of  the  labia  of  the  os  uteri  is  covered  by  a  some- 
what thick  layer  of  squamous  epithelium,  as  already  remarked. 
Beneath  this  epithelium  is  a  fine  basement  membrane,  and 
these  two  cover  certain  important  structures — the  villi  or 
papilloi.    These  are  long,  single,  or  bifurcated,  vascular  bodies. 


Fig.  17.' 


sometimes  so  large  as  to  be  visible  to  the  naked  eye.    They  are 
rendered  evident  by  mascerating  the  cervix  uteri  in  water,  when, 
the  epithelial  covering  becoming  detached,  the  villi  are  seen 
forming  an  irregular  fringe  over  the  whole  surface.    Within  the 
j  cervix  there  are  also  villi  of  a  somewhat  analogous  character,  but 
:  not  bound  down  and  hidden  by  epithelium  as  in  the  other 
position,  and  the  villi  are  three  or  four  times  larger :  they  contain 
I  in  both  situations  looped  blood-vessels.    The  interior  of  the 
cervix  further  differs  from  the  labia  of  the  os  uteri  in  being  pro- 
vided with  an  enormous  number  of  mucous  crypts  capable  of 
jX)uring  out  secretion  in  large  quantity,  whereas  there  appears  to 

t'  Fig.  17  is  a  magnified  representation  of  the  interior  of  the  cervix  uteri. 
(From  Tyler  Smitli.) 
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be  an  almost  entire  absence  of  these  glandular  organs  in  the 
mucous  membrane  covering  the  labia.' 

Thus,  if  the  whole  of  the  epithelial  covering  were  removed 
from  the  surface  of  the  labia  of  the  os  uteri  there  would  be 
presented  to  the  eye  a  bright  red,  somewhat  irregular,  surface 
constituted  by  the  free  extremities  of  the  villi  in  question.  An 
appearance  somewhat  similar  to  this  is  normally  presented  in  the 
cavity  of  the  cervix  by  the  villi  there  situate,  but  in  the  latter 
position  the  cervix  is  more  irregular,  due  to  the  large  size  of  the 
villi,  and  of  a  deeper  red,  owing  to  their  greater  vascularity. 

EXAMINATION  OF  TEE  OVARIES. 

In  a  state  of  health  it  is  not  easy  to  determine  the  outline  and 
position  of  the  ovaries  by  means  of  the  touch,  in  consequence  of 
their  position.  Ordinarily  there  is  sufficient  space  between  the 
upper  part  of  the  vagina  and  the  ovary  to  prevent  the  finger 
easily  touching  the  ovary.  In  order  to  practise  digital  examina- 
tion of  the  ovary,  the  patient  should  be  placed  on  the  side  with 
the  knees  well  drawn  up,  and  the  finger  passed  as  high  as  possible 
in  the  vagina.  The  -pomt  of  the  finger  may  then  be  pushed  in  the 
direction  the  ovary  is  known  to  lie  in  until  its  presence  is  made 
evident.  The  resistance  of  the  tissues  is  in  a  state  of  health  con- 
siderable, and  much  pressure  may  be  required  to  reach  the  surface 
of  the  ovary  and  define  its  outline.  The  ovoid  shape  of  the 
ovary  and  its  size,  together  with  a  certain  degree  of  mobility,  are 
the  characteristics  to  be  sought  for.  When  the  ovary  is  displaced 
from  its  proper  position,  or  when  it  is  enlarged,  it  is  much  more 
readily  felt.  On  the  other  hand,  when  it  is  bound  down  by  ad- 
hesions it  may  be  diflficult  to  recognise  it. 

In  some  cases  a  double  examination  is  practicable,  the  fingers 
of  the  other  hand  being  pressed  downwards  from  above  through 
the  brim  of  the  pelvis.  The  success  of  this  manoeuvre  depends  on 
the  abdominal  muscles  being  lax  and  thin,  and  on  the  absence  of  a 
layer  of  fat  in  the  parietes  of  the  abdomen.  In  a  few  cases,  by 
means  of  the  double  touch,  as  above  described,  the  outline  and  size 
of  the  ovaries  can  be  very  accurately  determined. 

There  are  other  objects  liable  to  be  met  with  on  exercising  a 
digital  examination.  In  cases  when  the  Fallopian  tube  is  enlarged 
or  dropsical  the  enlargement  might  be  confounded  with  the  ovary, 
or  portions  of  the  intestine  descending  into  the  Douglas  pouch 
might  possibly  simulate  the  outline  of  the  ovary. 
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CHAPTER  IV. 

SYMPTOMATOLOGY  OF  DISEASES  OP  THE  UTERUS. 

List  of  Symptoms  Observed— Uterine  Dyskinesia,  its  Importance  and  Fre- 
quency— Hysterical  Symptoms — Cerebral  Symptoms. 

The  method  ordinarily  pursued  in  describing  the  diseases  of  the 
female  sexual  organs  is  to  arrange  the  subjects  under  various  heads 
— some  of  these  heads  representing  the  diseases  regarded  from  a 
pathological  point  of  view,  others  being  merely  names  of  symptoms. 
'  Inflammation  of  the  uterus  '  and  '  LeucorrhcBa  '  may  be  given  as 
specimens  of  this  nosology — the  first  implying  a  pathological  notion, 
the  second  being  only  a  symptomatic  expression. 

The  method  of  clinical  observation  I  have  pursued  has  made 
me  acquainted  with  certain  important  omissions  in  regard  to  the 
symptomatology  of  uterine  diseases.  I  have  always  adopted  the 
practice  of  questioning  patients  particularly  as  to  the  sensations 
or  pains  or  discomforts  which  they  experience.  These  are  found 
to  constitute  some  of  the  more  important  of  the  symptoms  pre- 
sented by  patients,  and  when  due  care  is  taken  to  put  no 
leading  questions,  but  to  allow  the  patient  to  give  her  own  reasons 
for  obtaining  medical  advice,  and  in  her  own  words,  very  valuable 
data  can  be  obtained — data  which  when  properly  arranged  are 
highly  instructive  and  often  capable  of  throwing  great  light  on  the 
diagnosis  of  the  case.  The  following  is  a  list  of  symptoms  of  all 
kinds  which  may  be  observed  in  connection  with  the  diseases  or 
affections  of  the  female  sexual  organs,  these  symptoms  being 
placed  as  nearly  as  possible  in  their  order  of  frequency.  This  list 
of  symptoms  I  have  on  another  occasion  made  the  basis  of  a  clinical 
discussion  of  the  subject,'  and  I  here  reproduce  it : — 

Pain  (in  the  region  of  the  uterus,  or  near  it) — 

1.  Spontaneous. 

2.  Produced  by  motion  (uterine  dyskinesia). 

3.  Undue  sensitiveness  to  the  touch. 

'  Harveian  Lectures,  The  Mechanical  System  of  UteHne  Pathology.  Long- 
mans, 1878. 
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Leucorrhoea. 
Dysmenorrhoea. 
Menorrhagia. 
Amenorrhoea. 

If  married — Sterility,  abortions. 

Various  reflex  phenomena : — 

1.  Sickness  or  nausea. 

2.  Hysteria. 

3.  Convulsions. 

4.  Cephalalgia. 

5.  Melancholia. 

Disturbance  of  functions  of  the  bladder. 
Disturbance  of  functions  of  the  rectum. 
Disturbance  of  sexual  functions  (dyspareunia). 

A  noticeable  fact  in  connection  with  the  symptomatology 
of  uterine  diseases  with  which  ■  my  observations  have  made  me 
acquainted  is  the  remarkable  frequency  of  a  symptom  which  has 
attracted  very  little  attention  at  the  hands  of  writers  on  uterine 
diseases,  but  which  is  so  very  frequently  present  that  I  have  come 
to  regard  it  as  very  important.  I  refer  to  the  symptoms  standing 
second  in  the  list  of  symptoms  just  enumerated — viz.  pain 
in  the  neighbourhood  of  the  uterus  produced  by  motion.  I 
have  termed  it  uterine  dyskinesia.  By  this  is  meant  a  painful 
sensation,  or  actual  pain,  or  discomfort  of  any  kind,  and  felt  either 
at  the  back  of  the  pelvis,  or  in  front,  or  at  the  side,  but  always.pro- 
duced,  or  originated,  or  aggravated  by  some  movement  of  the  body 
by  standing,  or  walking,  or  stooping,  sometimes  even  by  sitting. 
This  uterine  dyskinesia  is  really  more  commonly  observed  than 
almost  any  other  symptom.  I  think  it  desirable  to  draw  attention 
thus  prominently  to  it,  not  only  on  account  of  its  great  frequency, 
but  on  account  of  the  fact  that  it  aj)pears  to  be  so  important  a 
symptom.  Important  for  two  reasons :  firstly,  because  patients 
themselves  so  constantly  allude  to  it,  and  desire  to  be  relieved  of 
it;  and  secondly,  because  it  suggests  at  once  the  importance  and 
preponderance,  as  causes  of  suffering  and  discomfort,  of  distortions, 
flexions,  and  changes  of  position  of  the  uterus.  The  frequency  of 
the  symptom  has  led  me  to  carefully  investigate  its  source  and 
origin,  and  with  the  result  that  I  have  been  led  to  regard  these  dis- 
tortions of  the  uterus  as  playing  a  part  in  the  female  economy  second 
to  no  other  in  causing  suffering,  pain,  discomfort,  and  chronic 
incapacity  for  work  and  various  kinds  of  exertion.    Although  in  a 
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few  cases  the  dyskinesia  is  traceable  to  disease  of  the  ovary,  in 
the  very  large  proportion  of  cases  it  is  the  uterus  which  gives 
rise  to  the  occurrence  of  the  symptom  in  question. 

Another  symptom  in  the  above  list  is  undue  sensitiveness  of 
the  uterus  or  parts  adjacent  to  the  touch.  One  class  of  cases  is 
that  in  which  the  condition  present  is  that  termed  by  Dr.  Gooch 
the '  irritable  uterus.'  These  cases,  as  will  be  found  fully  set  forth 
in  later  chapters,  can  be  now  satisfactorily  explained  and  shown 
to  be  cases  of  acute  flexion  of  the  uterus  accompanied  with 
congestion,  the  extreme  sensitiveness  and  tenderness  being  due 
to  this  congestion  and  distortion  of  the  organ. 

A  series  of  symptoms  often  observed  in  women  are  the  '  hys- 
terical symptoms '  so  called.  In  truth  the  relation  of  the  nervous 
system  to  the  sexual  organs  in  women  is  one  requiring  a  quite 
separate  and  full  consideration  if  there  were  time  and  opportunity 
for  it.  These  so-called  hysterical  symptoms  are  deserving  of  a 
very  attentive  inquiry  in  view  of  the  recent  additions  to  our 
knowledge  of  the  diseases  of  the  sexual  organs.  The  more  rational 
and  simple  explanations  which  can  now  be  given  of  various 
hitherto  obscure  symptoms  liable  to  be  observed  in  women  will  be 
found  to  extend  themselves  to  the  peculiar  nervous  manifestations 
hitherto  described  as  '  hysterical ; '  and  for  my  own  part  I  am  quite 
convinced  by  the  numerous  carefully  observed  facts  which  have 
come  under  my  notice,  that  many  of  these  hysterical  symptoms 
can  no  longer  with  any  degree  of  exactness  be  regarded  as  '  fanci- 
ful' and  intangible  and  unexplainable,  but  that  they  will  be  found 
susceptible  of  a  simple  interpretation. 

We  may  even  go  further  than  this.  There  appear  to  be  very 
good  grounds  for  the  belief  that  some  few  at  all  events  of  the  cases 
of  '  mental '  disease,  long  regarded  as  calling  only  for  the  attention 
of  the  alienist  physician,  are  really  insanities  produced  by  diseases 
of  the  sexual  organs,  susceptible  of  treatment  and  relief  at  the 
hands  of  the  gynaecologist.  This  is  a  subject  which  has  attracted 
some  attention  in  the  United  States  at  the  hands  of  Dr.  Storer, 
Dr.  Fallen,  and  others.  An  eminent  physician  in  New  York — 
Dr.  Peaslee— recently  stated  in  a  discussion  at  a  medical  meeting 
in  New  York  that  he  had  met  with,  in  asylums  for  the  insane, 
several  cases  of  women  where  the  cause  proved  to  be  curable 
ovarian  or  uterine  disease.^  In  my  own  practice  I  have  en- 
countered cases  of  a  like  character. 


'  Amer.  Journ.  Ohstet.,  vol.  x.  pp.  206,  284. 
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CHAPTEK  V. 

GENERAL  PATHOLOGY  OF  THE  UTERUS. 

Historical  Summary.— The  Mechanical  System  of  Uterine  Pathology— Defini- 
tion—Laceration  of  Cervix  Uteri. 

Many  important  points  in  relation  to  the  pathology  of  the  uterus, 
and  which  have  been  the  subjects  of  much  dispute,  if  they  are  not 
yet  positively  settled,  are  in  process  of  settlement.  Or  at  least 
it  may  be  said  that  some  things  may  now  be  taken  for  granted 
which  would  have  been  contested,  and  which  in  fact  were  violently 
contested,  some  seven  years  ago.  The  force  of  opinion  is  now 
undeniably  on  the  side  of  what  may  be  termed  the  new  views  on 
the  subject  of  uterine  j^athology,  although  there  are  not  wanting 
authorities  who  are  still  content  to  travel  on  the  old  lines. 

It  may  be  necessary  to  recapitulate  a  little,  but  in  setting  forth 
what  appears  to  the  writer  to  be  a  just  and  proper  representation 
of  uterine  j^athology  as  it  stands  to-day,  the  main  object  will  be 
rather  to  rej^resent  the  present,  and  to  endeavonr  to  connect  it 
with  the  future,  than  to  go  at  any  great  length  into  historical 
reminiscences. 

It  appears  probable,  judging  from  hints  and  statements 
scattered  through  the  writings  of  the  older  physicians,  that  the  ex- 
istence of  displacements  of  the  uterus  have  long  been  known — not 
merely  the  severe  external  displacements  which  could  not  of  course 
have  escaped  recognition,  but  those  less  severe  internal  displace- 
ments only  to  be  recognised  by  a  more  or  less  skilled  observer. 
But  the  fact  remains,  undoubtedly,  that  if  the  existence  of  these 
internal  displacements  has  been  known,  they  were  not  properly 
and  sufficiently  described  until  comparatively  recent  times. 

It  is  probable  that  knowledge  in  regard  to  the  importance  of 
these  displacements  would  have  made  greater  progress  some  years 
ago  but  for  the  fact  that  attention  was  drawn  off  from  them  by 
the  advent  of  other  pathological  novelties.  In  the  first  place,  the 
'  inflammatory '  theory  was  applied  to  the  subject  of  uterine  diseases, 
and  little  else  was  then  thought  of  than  accounting  for  the  various 
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discomforts  and  effects  which  they  produce  by  recourse  to  this 
theory.  In  the  next  place,  the  discovery,  or  rediscovery,  of  the 
speculum  played  an  important  part  in  diverting  attention  from  the 
subject  of  displacements,  or,  to  speak  more  exactly,  from  the  subject 
of  dist  ortions  and  displacements  of  the  uterus.  Immediately  atten- 
tion was  concentrated  on  the  appearances  presented  to  the  eye  on 
inspection  of  the  os  and  that  part  of  the  cervix  uteri  which  could 
be  exposed  to  view  by  its  means.  It  is  probable  that  in  regard  to 
advancement  of  the  pathology  of  the  uterus  the  speculum  was  as 
much  a  loss  as  a  gain.  The  novelty  of  inspecting  the  os  uteri  and 
the  work  of  classifying  the  various  appearances  there  met  Avith 
forthwith  occupied  almost  the  sole  attention  of  the  gynaecologist. 
Everything  wrong  in  the  feelings  of  the  patient,  every  discomfort 
and  incapacity,  were  set  down  to  ulceration  or  inflammation  of  the 
OS  and  adjacent  portions  of  the  cervix  uteri.  The  use  of  the  sight 
was  thought  all  that  was  necessary,  and  the  position,  the  shape, 
and  almost  the  very  existence  of  the  body  of  the  uterus  was  ignored, 
or  at  all  events  disregarded.  The  excessive  and  too  exclusive 
use  of  the  speculum  after  a  time  excited  a  reaction,  but  its 
influence  is  still  apparent,  and  the  evil  effects  of  an  exclusive 
employment  of  this  method  of  observation  are  even  now  to  be 
witnessed. 

The  too  exclusive  attention  which  the  os  and  cervix  uteri  had 
1    arrogated  to  themselves,  simply  because  it  was  so  easy  to  inspect 
them  by  the  eye  aided  by  the  speculum,  was  after  a  time  shown  to 
be  erroneous  by  the  influence  of  the  writings  of  Scanzoni,  who  first 
insisted  on  the  great  importance  of  the  body  of  the  uterus,  and 
who  directed  inquiry  to  this  neglected  part  of  the  organ.    At  the 
same  time  the  condition  of  the  interior  of  the  canal  of  the  cervix 
uteri  was  made  the  object  of  attention  by  Tyler  Smith.  While, 
however,  '  inflammation '  of  the  various  parts  of  the  uterus  was 
occupying  the  attention  of  many  observers,  the  displacements  of 
the  organ  began  to  attract  notice.    At  the  very  time  when  in 
i    France  the  ulceration  and  inflammation  of  the  os  uteri  were  by 
1    many  regarded  as  of  first-rate  importance,  Velpeau,  in  1854,  ex-  • 
I    pressed  himself  to  the  effect  that,  according  to  his  experience,  the 
I    majority  of  women  treated  for  other  affections  of  the  uterus 
I    have  only  displacements,  and  that  nine  out  of  ten  such  patients 
in  whom  the  affection  is  diagnosticated  as  inflammations  are 
affected  by  displacements. 

The  late  distinguished  professor  at  Edinburgh,  Sir  J.  Y.  Simpson, 
contributed  greatly  to  the  increase  of  knowledge  on  the  subject  of 
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displacements  of  the  uterus.  The  invention  of  the  uterine  sound 
rendered  the  diagnosis  of  these  displacements  easy,  and  he  was 
well  acquainted  with  the  grave  importance  of  these  lesions.  His 
beneficial  influence  in  extending  knowledge  on  this  subject  would 
possibly  have  been  greater  but  for  the  fact  that  an  instrument 
he  had  invented  for  the  treatment  of  one  variety  of  displacement 
proved  to  be  dangerous  to  life  in  some  cases  where  it  was 
employed. 

It  is  difficult  to  assign  accurately  to  different  workers  in  the 
field  their  proper  share  in  the  more  modem  advances  which 
have  been  made  in  regard  to  the  knowledge  of  displacements. 
Much  has  been  done  in  the  United  States,  much,  particularly  of 
late,  in  Germany,  but  most  of  all  in  England.  It  is  strictly 
accurate  to  say  that  England  and  America  share  between  them 
the  chief  merit :  in  America  there  has  been  a  wider  reception 
of  some  of  the  doctrines  originated  on  this  side  of  the  water 
than  in  England  itself. 

In  the  last  edition  of  this  work,  published  in  1872,  I  endea- 
voured to  bring  more  precisely  to  a  focus  the  conclusions  which 
my  own  reading  and  careful  observation  had  induced  me  to  arrive 
at,  and  the  exposition  of  the  '  Mechanical  System  of  Uterine 
Pathology '  therein  contained  was  the  result  of  this  attempt. 

The  conclusion  to  which  I  had  arrived  in  substance  amounted 
to  this,  that  the  large  majority  of  the  discomforts,  pains,  and  in- 
conveniences complained  of  by  patients  and  referred  to  the  genera- 
tive organs,  can  be  traced  to,  and  shown  to  be  dependent  upon,  the 
presence  of  mechanical  changes  in  the  uterus,  and  to  the  effects  of 
such  mechanical  changes.  The  distortions  of  the  uterus,  together 
with  the  displacements  of  the  organ,  more  or  less  associated, 
are  thus  made  responsible  for  such  pains  and  discomforts  and 
various  other  symptoms  as  make  up,  when  put  together,  the 
greater  part  of  the  affections  known  as  diseases  of  the  generative 
organs  in  women. 

The  conclusions  seemed  at  first  of  so  sweeping  and  general  a 
character  that  I  hesitated  for  some  time  to  believe  that  such 
simplicity  belonged  to  a  subject  which  had  always  appeared  so 
difficult ;  but  as  time  went  on,  it  was  plain  that  there  could  be 
no  mistake  about  it,  and  the  more  cases  I  saw,  the  more  exactly 
and  truly  did  the  principles  in  question  seem  to  apply  themselves 
naturally  to  the  observed  fresh  facts. 

These  conclusions  were  embodied  in  the  three  following  pro- 
positions:— 
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'  1 .  Patients  suffering  from  symptoms  [of  uterine  inflammation] 
(or,  more  properly,  from  symptoms  referable  to  the  uterus) 
are'  almost  universally  found  to  be  affected  with  flexion  or  alter- 
ation in  the  shape  of  the  uterus  of  easily  recognised  character,  but 

varying  in  degree. 

'  2.  The  change  in  the  form  and  shape  of  the  uterus  is  fre- 
quently brought  about  in  consequence  of  the  tissues  of  the  uterus 
being  previously  in  a  state  of  unusual  softness  [or  what  may  be 
often  correctly  designated  as  chronic  inflammation]. 

'  3.  The  flexion  once  produced  is  not  only  liable  to  perpetuate 
itself,  so  to  speak,  but  continues  to  act  incessantly  as  the  cause  of 
the  chronic  inflammation  present.'  ^ 

Since  that  time  nothing  has  occurred  to  shake  my  confidence 
in  the  substantial  truth  of  the  conclusions  just  stated  ;  I  have  had, 
on  the  contrary,  more  reason  than  ever  to  be  satisfied  of  their 
accuracy.  The  parts  enclosed  in  brackets,  and  which  refer  to 
'  inflammation '  alone,  require  to  be  altered,  as  I  have  now  a  more 
complete  and  satisfactory  explanation  to  give  of  that  condition 
alluded  to  as  '  softness.' 

There  has  been  much  misconception  in  reference  to  the  word 
*  mechanical,'  as  used  in  the  phrase  '  mechanical  system  of  uterine 
pathology' — a  misconception  which  it  is  necessary  that  I  should 
at  once  deal  with.  The  word  mechanical  is  here  employed  to 
convey  an  idea  as  to  the  origin  and  nature  of  the  disorder.  By  it 
is  intended  to  be  conveyed  the  importance  of  the  share  which 
acquired  distortions  and  alterations  of  position  of  the  uterus 
— in  a  word,  mechanical  changes— have  in  the  production  of 
uterine  suffering.  The  word  mechanical  has,  however,  apparently 
led  some  who  have  criticised  the  doctrines  which  I  have  upheld, 
to  imagine,  quite  unjustifiably,  as  I  shall  by-and-by  show,  that  it 
has  been  my  intention  and  desire  to  inaugurate  the  universal  and 
indiscriminate  employment  of  instmments  and  mechanical  ap- 
pliances in  the  treatment  of  uterine  disease.  Nothing  can  be 
farther  from  my  object. 

The  principal  argument  employed  by  those  who  still  resist  the 
idea  of  accepting  the  mechanical  system  of  uterine  pathology  is 
that,  admitting  the  frequency  with  which  alterations  of  the  shape 
of  the  uterus  occur,  these  alterations  are  never  of  any  consequence 
unless  associated  with  '  chronic  inflammation,'  or,  as  some  prefer  to 
term  it,  '  congestion,'  of  the  uterus.  They  affirm  that  the  patient 
suffers  not  from  the  flexion,  but  from  certain  accompanying  con- 
'  See  Third  Edition  of  this  work,  p.  2.    Longmans,  1872. 
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ditions,  and  go  even  so  far  as  to  say  that  flexion  by  itself  produces 
no  symptoms. 

The  whole  question  will  be  discussed  later  on ;  here,  however, 
it  may  be  mentioned  that  the  point  really  in  dispute  is  the  con- 
nection which  subsists  between  the  flexion  and  the  other  condi- 
tion (termed  variously  chronic  inflammation,  congestion,  etc.). 
There  is  no  dispute  as  to  the  importance  of  this 'other  condition.' 
(In  the  three  propositions  above  quoted,  reference  is  specially  made 
to  it.)  It  is  incumbent  on  those  who  controvert  the  mechanical 
theory  to  explain  how  and  why  it  is  that  the  uterus  becomes 
affected  with  this  '  other  condition,'  which  they  consider,  and,  from 
one  point  of  view  justly  so,  as  so  potent  in  producing  suffering. 
No  attempt  has  been  made,  so  far  as  I  am  aware,  to  give  this  ex- 
planation. The  only  substantial  criticism  which  has  been  made 
is  to  the  effect  that  patients  are  relieved  by  treating  the  congestion 
alone,  the  distortion  of  the  uterus  being  allowed  to  take  its  course. 
That  relief  to  a  certain  extent  is  thus  obtained  is  no  doubt 
true.  But  this  is  no  answer  to  the  statement,  demonstrable  by 
clinical  facts  unlimited  in  number,  that  flexions  are  indubitably 
the  principal  cause  of  the  congestion.  Indeed,  the  congestion 
may  often  be  at  once  removed  by  restoring  the  uterus  to  its  proper 
shape.    These  subjects  will  of  course  be  fully  discussed  later  on. 

The  question  as  to  the  nature  of  this  '  other  condition '  so  liable 
to  be  associated  with  flexions  is  of  the  greatest  interest.  It  is 
one  which  has  occupied  my  attention  very  particularly,  and  an 
intelligible  account  of  it  can,  I  think,  be  now  given.  In  substance 
the  explanation  is  : — 

1.  The  uterus  is  very  liable  to  fall  into  a  state  of  passive  con- 
gestion when  it  has  become  distorted  and  bent  upon  itself,  though 
it  may  become  congested  from  other  causes. 

2.  The  uterus  is  very  much  more  liable  to  become  distorted 
when  its  tissues  are  in  a  soft,  flaccid  condition. 

3.  Softness  and  flaccidity  of  the  uterus  generally  indicate 
malnutrition  of  the  organ. 

4.  The  so-called  chronic  '  inflammation  '  is  generally  chronic 
congestion,  the  result  of  flexion  of  the  uterus. 

Attention  has  been  lately  attracted  in  the  United  States  to  the 
effects  of  laceration  of  the  cervix  uteri  during  labour  as  a  fertile 
source  of  various  discomforts  and  serious  changes  in  the  uterus. 
Dr.  Emmet,  it  appears,  first  practised  an  operation  for  the  relief 
of  this  condition  in  1862,  and  he  published  a  paper  on  the  subject 
in  1874.    Dr.  Emmet  gives  a  full  account  of  his  researches  and 
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numerous  operations  for  its  relief  in  his  lately  published  large  treatise. 
He  states  that  Eoser  first  described  an  ectropium  of  the  cervix  re- 
sulting from  laceration.  Dr.  Emmet  attaches  very  great  import- 
ance to  this  lesion,  and  is  of  opinion  that  many  of  the  recorded 
so-called  cases  of  '  ulceration '  of  the  os  uteri  were  really  cases  of 
this  kind.  There  is  no  doubt  that  the  subject  is  one  deserving 
of  careful  and  close  attention.  This  lesion  has  been  curiously 
overlooked,  and  much  benefit  will  accrue  from  a  fuller  acquaint- 
ance with  its  nature  and  treatment.  A  more  particular  account 
of  this  subject  will  be  found  in  a  later  chapter  of  this  work. 
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CHAPTER  VI. 

.\BNORMAL    CONDITIONS    OF    THE    TISSUES    OF   THE  UTERUS. 
MALNUTRITION  OF  THE  UTERUS — ABNORMAL  SOFTNESS. 

Malnutrition  op  the  Uterus  or  Abnormal  Softness.— Its  true  Patholo- 
gical Nature — Evidence  of  Existence  of  General  Malnutrition  in  such  Cases — 
Effects  in  Predisposing  to,  or  Causing  Distortions  of,  the  Uterus — Symptoms 
observed — Typical  Cases. 

Under  the  older  nomenclature  the  terms  '  congestion '  and  '  in- 
flammation of  the  uterus '  were  those  mostly  employed  in  describing 
changes  in  the  uteras  of  a  pathological  character.  These  terms 
are  no  longer  equally  appropriate.  '  Congestion  '  of  the  uterus 
is  a  term  which  can  still  be  employed,  but  '  inflammation  of  the 
uterus '  cannot  be  longer  considered  as  an  appropriate  designa- 
tion. 

There  are  two  conditions  which  appear  to  stand  out  pro- 
minently as  subjects  for  particular  discussion:  (1)  A  condition 
of  '  undue  softness  '  of  the  uterine  tissues.  (2)  That  condition  of 
the  tissues  for  which  the  term  '  congestion '  seems  still  appropriate. 
It  seems  practicable  to  describe  under  these  two  heads  the 
principal  pathological  changes  in  the  uterine  tissues. 

ABNORMAL  SOFTNESS  OF  THE  UTERUS. 

One  of  the  results  of  long-continued  observation  of  diseases  of 
the  uterus  has  been  to  make  me  acquainted  with  the  fact  that  the 
uterus  is  clinically  frequently  found  in  a  condition  of  abnormal 
softness.  This  softness  affects  the  tissues  of  the  uterus  univer- 
sally. It  is  met  with  in  various  degrees  of  intensity  in  different 
cases.  It  is  to  be  recognised  by  the  touch.  On  digital  examina- 
tion in  the  ordinary  manner  it  is  found  that  the  tissues  of  the  os 
and  cervix  uteri  have  lost  the  natural  healthy  firm  feel,  and  this 
alteration  is  usually  traceable  upwards  as  far  as  the  finger  extends. 
The  softness  is  sometimes  so  intense  that  the  outline  of  the  os 
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uteri  is  difficult  to  recognise.  The  tissues  of  the  cervix  when  so 
softened  readily  allow  the  finger  to  sink  inwards,  having  lost  the 
normal  firm  resistant  condition. 

It  is  well  known  that  during  pregnancy  the  tissues  of  the  os 
uteri  become  softened,  and  the  softening,  which  can  be  readily  re- 
cognised in  women  two  or  three  months  pregnant,  becomes  pro- 
gressively intensified  as  pregnancy  advances. 

The  softness  of  the  os  uteri  now  under  discussion  is  not 
dependent  on  the  presence  of  pregnancy,  though  physically 
there  may  be  little  to  distinguish  between  the  softness  due  to 
pregnancy  and  that  observed  in  other  cases.  It  is  my  object  to 
point  out  that  extreme  degrees  of  softness  may  be  observed  in 
cases  where  no  pregnancy  exists. 

Abnormal  softness  of  the  nulliparous  uterus, — Typically,  the 
unusual  softness  now  alluded  to  is  met  with  in  young  women  w^ho 
are  the  subjects  of  great  constitutional  weakness  or  who  have 
been  subjected  to  the  influence  of  long-continued  insufficiency  of 
food.  It  may  be  encountered  also  in  women  who  are  married,  or 
indeed  in  women  who  have  had  children,  but  for  the  purposes  of 
analysis  it  is  convenient  to  limit  the  consideration  for  the 
moment  to  softening  of  the  uterus  observed  in  young  women, 
and  apart  from  the  influence  or  consequences  of  pregnancy. 

In  the  typical  uncomplicated  cases  there  is  no  considerable 
increase  in  the  bulk  of  the  uterus  ;  the  organ  is  not  necessarily 
enlarged  thereby.  The  soft  uterus  is  very  liable  to  become  swollen 
and  therefore  increased  in  size,  but  it  is  necessary  carefully  to 
separate  the  two  conditions  ;  (1)  Simple  softness  ;  (2)  Softness^Zus 
congestion. 

The  softness  has  long  been  familiar  to  me  as  a  fact,  and  I  was 
for  a  long  time  unable  to  account  for  it  or  to  give  a  satisfactory 
explanation  of  it.  In  the  valuable  work  by  Scanzoni,  '  Die  Chron-r 
ische  Metritis,'  this  author  forcibly  dilates  upon  the  circumstance 
that  the  so-called  chronic  inflammatory  changes  in  the  uterus 
should  be  more  correctly  looked  upon  as  chronic  nutrition-dis^. 
turbances.  This  remark  was  the  hint  to  which  I  am  indebted,  I 
believe,  for  the  explanation  I  have  been  since  led  to  give  of  this 
■  abnormal  softness  of  the  uterus  ;  for  an  extended  observation 
of  cases  soon  led  me  to  the  conclusion  that  this  softness  was  so 
frequently  associated  with  deficient  nutritional  activity  of  the 
body  generally,  that  there  could  be  little  doubt  that  it  was  really 
an  effect  of  such  deficient  nutrition ;  and  the  conclusion  I  was  thus 
led  to  form  was  to  the  effect  that  this  abnormal  softness  of  the 
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uterus  observed  in  young  women  suffering  from  uterine  symptoms 
was  an  evidence  of  the  presence  of  malnutrition  of  the  uterus. 

This  abnormal  softness  appears  to  be  the  result  of  what 
may  be  termed  '  chronic  starvation,'  and  the  essence  of  it 
to  be  malnutrition  of  the  uterus.  The  age  of  puberty  is  one  of 
great  growth  and  development.  Much  nutritive  material,  food,  is 
required  to  build  up  the  frame  and  to  provide  for  the  great  in- 
crease in  bulk  and  in  weight  which  the  transition  from  the  con- 
dition of  the  girl  to  that  of  the  woman  involves.  The  patients 
who  present  this  softness  and  atonic  condition  of  the  uterus  are 
almost  invariably,  according  to  my  experience,  to  be  convicted  of 
non-observance  of  the  laws  of  supply  and  demand.  They  are 
found  to  have  either  taken  too  little  nourishing  food,  or  to  have 
largely  and  profusely  expended  their  vital  forces  at  this  critical 
age,  or  to  have  erred  in  both  particulars.  From  fourteen  to 
seventeen  years  of  age  seems  to  be  the  time  during  which,  for 
the  most  part,  mischief  is  done  in  this  way,  and  it  is  fortunate  if 
errors  of  this  kind  do  not  leave  their  mark  on  the  individual  for 
the  remainder  of  life. 

The  above  are  generalisations  on  the  subject  which  have  taken 
long  to  mature,  and  which  are  based  on  very  numerous  observations, 
including  careful  inquiry  into  the  previous  history,  the  mode  of 
bringing  up,  and  the  various  possible  predisposing  circumsta.nces, 
of  many  patients  who  have  been  found  to  be  affected  with  this 
nutritional  disorder  of  the  uterus. 

This  softness  of  the  cervix  of  the  uterus  is  recognisable  by  the 
touch.  But  the  tissues  of  the  body  of  the  uterus  are  not  open  to 
investigation  in  the  same  way  as  those  of  the  os  and  cervix.  Yet 
the  clinical  evidence  adducible  shows  that  the  softness  in  such 
cases  extends  to  the  body  of  the  uterus.  This  evidence  consists 
in  the  fact  that  in  these  cases  the  uterus  is  found  to  possess  a 
very  abnormal  degree  of  pliability.  The  softness  is  associated  in 
fact  with  evidence  of  this  abnormal  pliability  in  the  presence  of 
flexions,  or  it  is  found  by  actual  experiment  that  the  organ  does 
possess  a  very  undue  degree  of  pliability.  This  has  a  most  im- 
portant relation  to  the  etiology  of  flexions,  as  will  be  pointed  out 
later  on. 

In  the  worst  cases  that  have  come  under  my  notice,  the 
general  health  was  almost  invariably  in  a  very  weakened  state.  The 
patient  had  for  a  lengthened  period  eaten  very  little.  The  con- 
dition of  the  muscles  generally, the  absence  of  fiit,the  great  languor, 
general  debility,  want  of  appetite,  and  other  not  less  significant 
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symptoms,  showed  that  these  patients  were  suffering  from  chronic 
starvation  and  that  the  tissues  of  the  uterus  were  thereby  weak- 
ened in  common  with  those  of  the  other  organs  of  the  body. 

The  weakening  influences  of  an  insufficient  dietary  show  them- 
selves in  different  ways  in  different  cases.  The  resulting  atrophy 
and  weakness  usually,  however,  effect  more  decidedly  one  organ  in 
particular— in  one  case  the  lungs,  in  another  the  brain,  and  some- 
times, as  in  the  cases  above  described,  the  uterus. 

The  imperfectly  nourished  uterus  is,  I  believe,  always  unduly  soft. 
The  softness  is  probably  in  gTeat  part  due  to  actual  deficiency  of 
the  muscular  element  in  the  tissues,  but  it  may  be  partly  due  to 
defective  nerve  action,  to  impairment  of  the  vaso-motor  apparatus. 
There  is  a  condition  of  the  uterus  to  which  it  may  be  desirable  to 
call  attention  in  this  place  a§  bearing  on  the  question  as  to  the 
cause  of  the  softness.  When  the  uterus  is  gravid  the  tissues  of 
the  OS  and  cervix  during  the  early  months  of  pregnancy  possess  ^ 
certain  firmness  and  resistance,  but  if  abortion  occurs,  as  the  j)ro- 
cess  of  evacuation  of  the  contents  of  the  uterus  goes  on,  the  lips 
of  the  OS  are  observed  to  become  very  soft  and  lax  to  the  touch. 
In  fact  the  process  of  dilatation  of  the  cervix — apart  of  the  process 
of  abortion — appears  to  be  connected  with  a  loosening  and  soften- 
ing of  the  tissues  of  the  cervix.  There  is  of  course  no  analogy 
between  the  two  conditions :  there  is  only  a  resemblance  so  far  at 
least  as  the  physical  properties  appreciable  to  the  touch  are  con- 
cerned. 

I  am  gratified  to  find  that  so  experienced  an  observer  as  Dr. 
T.  Gaillard  Thomas  indorses  very  completely  the  statements  I 
have  made  as  to  the  effect  of  chronic  starvation  in  producing  a 
soft  condition  of  the  uterus.  In  the  fifth  edition  of  his  work  (1 880), 
Dr.  Thomas  says,  '  The  form  of  the  uterus — that  is,  its  muscular 
strength  and  power  of  resistance — is  decidedly  affected  by  want  of 
sufficient  nutritional  material,  and  flexions  are  a  frequent  con- 
sequence; as  Dr.  Graily  Hewitt  has  ably  pointed  out  (p.  51).  .  .  . 
It  is  no  exaggeration  to  maintain  that  the  American  woman,  except 
in  our  cities,  is  at  least  half-starved  '  (p.  51). 

As  a  matter  of  clinical  experience,  undue  softness  of  the  uterus 
is  very  frequently  found  associated  with  true  congestion  of  the 
tissues  of  the  uterus,  but  it  is  a  quite  distinct  condition  from  the 
latter.  It  is  very  frequently  also  found  associated  with  flexions  of 
the  uterus  ;  one  very  remarkable  class  of  cases  are  those  in  which 
the  uterus  readily,  in  consequence  of  its  great  softness,  changes 
from  one  form  of  flexion  to  another.    These  latter  are  rare  cases 
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and  will  be  fonrid  described  in  a  later  chapter  as  'alternating 
flexions.' 

Undue  softness  of  the  uterus  would  perhaps  hardly  be  con- 
sidered a  disease  in  the  ordinary  sense  of  the  word.  And  yet 
clinical  experience  would  indicate  that  it  is  a  powerful  factor  in 
the  production  of  disease.  As  such  it  deserves  careful  considera- 
tion and  adequate  recognition. 

The  importance  of  the  condition  lies  chiefly  in  this,  that  the 
uterus  being  thereby  more  pliable  than  usual  is  apt  to  become  altered 
in  regard  to  its  shape,  and  this  alteration  of  shape  may  become 
permanent  after  the  condition  of  undue  softness  has  disappeared. 

Abnormal  softness  following  pregnancy. — The  foregoing 
remarks  apply  for  the  most  part  to  the  nuUiparous  uterus.  Preg- 
nancy is  a  condition  which  may  leave  behind  it  a  degree  of  softness 
of  a  peculiar  character.    After  the  uterus  has  expelled  its  con- 
tents, it  remains  softer  than  usual  for  a  variable  time.    During  the 
process  of  involution  it  is  probable  that  its  tissues  are  softer  than 
at  other  times.    When  the  process  of  involution  is  a  protracted 
one,  the  uterus  may  be  found  larger  and  unduly  soft  some  time 
after  the  end  of  the  pregnancy.    Clinically  this  is  a  circum- 
stance which  is  now  and  then  observed.    And  a  complex  con- 
dition, made  up  partly  of  imperfection  of  contraction  of  the  uterus 
and  partly  of  undue  congestion  of  the  organ,  is  liable  to  be  wit- 
nessed under  such  circumstances.    Thus  the  uterus  may  be  found 
to  be  unduly  large  and  unduly  soft  also.    The  facts  observed  in 
cases  of  this  kind  seem  to  leave  very  little  doubt  that  we  have 
before  us  a  nutritional  weakness  as  in  the  former  cla«s  of  cases. 
Here  the  disintegration  of  the  uterus  is  slow  ;  its  reparation  is  slow 
also,  and  apparently  from  the  same  cause,  viz.  a  deficient  activity 
of  the  nutrition  processes  in  the  uterine  tissues.    This  deficiency 
of  action  can  be  traced  very  frequently  indeed  to  insufiiciency  of 
diet  and  to  want  of  proper  food. 

The  symptoms  observable  in  cases  of  undue  softness  of  the 
uterus  may  next  be  considered.  These  symptoms  present  an  in- 
teresting field  for  study.  One  of  the  most  constant  of  these 
symptoms  is  presence  of  pain  during  locomotion,  or  a  pain  produced 
by  movement  of  the  body.  There  may  be  simply  discomfort  pro- 
duced by  movement.  This  symptom  is  one  which  I  have  par- 
ticularly observed  in  its  most  intense  degree  when  the  softness  is 
associated,  as  it  very  frequently  is,  with  flexion  of  the  uterus. 
This  uterine  dyskinesia  appears  in  these  cases  to  depend  upon  the 
unnatural  flexibility  of  the  organ ;  a  slight  motion  of  the  body  gives 
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rise  to  a  temporary  flexion  of  the  uterus,  and  this  produces  the  pain. 
Another  symptom  very  frequently  present  in  cases  of  undue  soft- 
ness of  the  uterus  is  sickness  or  nausea.  This  symptom  is  one 
productive  of  great  misery  to  the  patient,  and  by  its  continuance 
is  liable  to  lead  to  very  great  weakening  of  the  system.  It  exists 
in  all  degrees.  It  is  worst  in  cases  where  there  is  flexion  also. 
The  very  worst  cases  I  have  seen  were  cases  where  the  uterus 
'was  exceedingly  soft  and  the  flexion  had  been  overlooked  because 
it  was  of  a  temporary  character.  Sickness  does  not  necessarily 
prove  the  presence  of  softness  of  the  uterus,  because  sickness  may 
be  produced  by  flexion  without  concomitant  softness.  The 
most  insidious  form  of  this  symptom  is  that  where  the  nausea 
is  slight  in  degree  but  very  constantly  present.  There  is  a  con- 
stant disinclination  for  food,  though  there  may  be  no  actual 
vomiting.  The  patient  falls  into  the  habit  consequently  of  taking 
less  food  than  is  required :  chronic  starvation  is  the  result. 

At  the  meeting  of  the  British  Medical  Association  held  at 
Manchester,  1877,  I  read  a  paper  on  'abnormal  softness  of  the 
.uterus  as  a.  factor  in  the  etiology  of  uterine  distortions,  and  as  a 
cause  of  impairment  of  locomotion.'  ^  In  that  paper  I  gave  par- 
ticulars of  twelve  typical  cases  (nulliparous),  and  I  here  subjoin  a 
few  of  them  as  illustrative  of  the  history  of  such  cases  and  of 
the  nature  and  com'se  of  the  symptoms  observed. 

Case  I. — A  governess,  aged  20,  had,  when  she  first  consulted  me, 
been  ill  for  over  two  years.  The  difficulty  in  walking,  which  had 
existed  for  longer  than  this,  had  finally  become  so  great  that  she  was 
almost  paraplegic.  There  was  great  general  feebleness.  The  amount 
of  food  taken  daily  was  exceedingly  small,  on  account  of  the  nausea 
the  idea  of  food  produced.  She  had,  after  struggling  to  continue  her 
avocation  as  a  teacher,  been  obliged  to  give  up  entirely.  Menstrua- 
tion was,  I  believe  (though  my  notes  are  deficient  on  this  point)  painful 
and  scanty  in  amount.  Great  prostration  invariably  followed  any 
effort.  There  were  great  emaciation,  sleeplessness,  and  much  mental 
depression.  The  uterus  was  soft  to  the  touch,  entirely  wanting  in  that 
firmness  the  healthy  uterus  possesses;  it  was  remarkably  anteflexed. 
The  treatment  adopted  was,  firstly,  very  careful  administration  of 
soup,  beef-tea,  and  small  quantities  of  meat  at  very  frequent  intervals ; 
secondly,  maintenance  absolutely  in  the  recumbent  position;  and, 
thirdly,  reposition  of  the  uterus  by  the  aid  of  the  sound  and  continuous 
wearing  of  a  rather  small-sized  cradle-pessary.  In  a  month,  she  re- 
moved to  the  country.    Five  months  later,  her  condition  was  very 
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markedly  improved  for  the  better.  The  pessary  was  continued,  and 
the  *  rest '  treatment,  together  with  the  careful  feeding,  persevered  in. 
Iron  in  the  shape  of  phosphate  was  ordered  from  the  first.  This 
piitient  was  able  to  resume  her  occupation  to  a  great  degree  when  I 
next  heard  of  her  some  months  later,  and  has  been  steadily  and  cer- 
tainly gaining  gi'ound,  her  ultimate  complete  cure  being  apparently 
certain.  In  this  case,  the  initial  element  was,  in  my  opinion,  imperfect 
nutrition,  whereby  the  tissues  of  the  uterus  were  rendered  soft,  pliable, 
and  atonic.  The  next  important  element  was  over-exertion,  whereby 
the  uterus  was  pushed  downwards  and  its  shape  altered.  The  ante- 
flexion became  more  and  more  decided ;  the  nausea  prevented  ade- 
quate consumption  of  food;  and  a  third  most  important  element  was 
added,  namely,  starvation  in  a  chronic  form. 

Case  II. — The  patient,  a  lady  aged  19,  had  been  very  ill  for 
two  years  when  I  first  saw  her.    A  constant  liability  to  vomiting  was 
the  principal  symptom,  this  tendency  being  most  marked  on  lying 
down.    Four  yeai's  ago  she  had  an  attack  of  fever,  and  has  never 
been  well  since.    She  is  extremely  feeble,  and  any  exertion  is  distress- 
ing.   Formerly,  she  could  walk  three  miles  a  day  easily.    The  sick- 
ness set  in  rather  suddenly  ;  it  is  now  present  two  or  three  days  in  the 
week,  nausea  or  vomiting  occurring  the  whole  day  long,  but  most  in- 
tensely— and  this  is  a  curious  feature  in  the  case — on  lying  down  in 
bed  at  night.    Her  appetite  is  pretty  good.    The  uterus  is  found  to  be 
very  sensitive  to  the  touch  and  softer  than  usual ;  the  body  of  the 
organ  is  enlarged.    There  did  not  appear  at  this  time  to  be  much 
anteversion  present.    The  further  observation  of  the  case  showed  that 
the  uterus  was  very  unnatui-ally  mobile,  and  that  the  organ  was  sub- 
ject entii-ely  to  the  action  of  gravity,  the  body  of  the  uterus  mo"\dng 
to  an  abnormal  degree  forwards  or  backwards,  according  to  the  posi- 
tion in  which  the  patient  lay.    It  was  found  most  difficult  to  deal  with 
this  element  in  the  case;  for,  while  it  was  evident  that  steadying  the 
uterus  produced  an  amelioration  in  the  symptoms,  this  steadying  of  the 
organ  was  most  difficult  to  maintain,  owing  to  the  great  laxity  and  size 
of  the  vaoinal  canal.    The  uterus  was  too  irritable  to  allow  of  a  stem- 
pessary.    The  treatment  was  discontinued  after  a  time,  removal  to  the 
counti-y  for  the  benefit  of  a  change  of  air  being  necessary ;  and  the 
farther  history  is  not  known  to  me.    This  patient  was  treated  at  the 
All  Saints  Institution,  and  Dr.  John  Williams  also  saw  the  patient 
several  times.    The  attack  of  fever  was  the  primary  element  in  this 
case ;  the  uterus  was  weakened  thereby,  in  common  with  the  body 
generally.    The  tonicity  of  the  uterus  was  destroyed,  and  the  nausea 
and  vomiting  were  occasioned  by  the  incessant  bending  of  the  uterus 
backwards  and  forwards  which  the  motions  of  the  body  produced. 

Case  III. — The  subject  of  this  case  was  an  American,  about 
20  years  of  age,  who  had  been,  to  use  her  OM'-n  expi-ession,  '  ill  all 
her  life.'    For  some  years,  at  all  events,  her  health  had  been  such 
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that  she  could  not  enter  into  society  or  visit,  or  walk  more  than 
a  few  yards  without  extreme  inconvenience.  The  first  occasion  of 
the  illness  appears  to  have  been  dancing  during  a  catamenial  period. 
Menstruation  is  now  veiy  ii-regular,  the  interval  being  sometimes  as 
much  as  three  months.  Nausea  is  very  commonly  present.  There  is 
a  veiy  ti-oublesome  leucorrhoea.  Of  late,  menstruation  has  become 
])ainfal.  There  is  a  high  degi-ee  of  '  nervousness,'  and  this  has  much 
increased  of  late.  There  is  a  constant  j)ain  in  the  back,  and  frequently 
pain  in  the  groins.  The  uterus  is  congested,  softened,  anteverted, 
and  so  low  down  in  the  pelvis  that  the  fundus  of  the  organ  is  felt 
through  the  vaginal  roof  almost  immediately  on  introducing  the  finger. 
The  sound  does  not  enter  easily.  The  treatment  consisted  in  rest ;  use 
of  the  sound,  by  which  the  uterus  was  gradually  elevated ;  and  constant 
w&aring  of  a  cradle-pessary.  After  two  months'  treatment,  the  patient 
left,  and  was  foimd,  at  the  end  of  six  months,  so  much  better  that  she 
was  considered  to  be  practically  cured.  The  use  of  the  pessary  was 
continued  in  all  about  eight  months.  Locomotion  was  easy  and  natural, 
and  the  result  extremely  satisfactory.  In  this  case,  over-exertion  in 
dancing  at  the  menstrual  period  gave  rise  to  anteversion  and  descent  of 
the  uterus.  The  symptoms  were  produced  by  this  unnatural  position  of 
the  organ;  and  the  congestion,  also  a  very  important  element  in  the 
case,  appeared  to  be  kept  up  by  this  position.  Very  little  was  done 
except  to  replace  the  uterus  and  to  maintain  it  in  its  place  ;  but  the 
symptoms,  so  long  continued  and  intractable,  were  by  these  measures 
subdued,  and  the  natural  activity  of  body  restored. 

Case  IV. — The  patient  was  single,  aged  23.  The  illness,  in  its  present 
form,  has  lasted  six  months.  Menstruation  was  irregular  from  the  first, 
the  interval  being  occasionally  six  months.  Latterly,  the  periods  have 
been  regular  ;  but  since  four  yeai's  ago,  at  which  time  she  injured  herself 
by  a  leap,  the  periods  have  been  painful.  ^  The  patient  is  now  unable  to 
sit  upright,  and  she  can  only  walk  a  few  minutes  without  sufiering. 
She  had  previously  been  active.  There  is  a  constant  pain  in  the  back. 
The  uterus  was  found  to  be  soft,  congested,  and  anteflexed ;  introduction 
of  sound  painful.  The  treatment  at  first  consisted  in  dorsal  decumbency 
and  occasional  use  of  the  sound.  Later  on,  a  cradle-pessary  was  used, 
and  the  patient  went  to  the  country.  Complete  restoration  to  health 
was  the  result,  the  power  of  walking  gradually  returning.  In  this  case, 
the  general  health  was  not  much  impaired.  The  case  was  a  well-marked 
instance  of  displacement  of  the  uterus  occurring  suddenly  and  rendered 
chronic.  The  morbid  condition  had  latterly  become  aggi-avated,  and  the 
power  of  locomotion  destroyed. 

Case  V. — In  this  case,  the  patient,  who  had  formerly  been  able  to 
walk  for  as  much  as  two  hours  at  a  time,  was  single,  aged  27.  Catamenia 
formerly  veiy  iiregidar.  Walking  is  productive  of  great  uneasiness 
and  pain ;  a  beai-ing-down  sensation  always  follows.  There  is  frequent 
nausea  on  sitting  up  the  first  thing  in  the  morning.    It  is  evident  that 
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the  chief  illness  dates  from  a  period  of  three  years  ago,  when  the  patient 
injured  herself  in  drawing  a  cork  from  a  bottle.  This  gave  great  pain  at 
the  time,  and  pain  continued  to  be  felt  in  the  side  for  some  weeks  after- 
wards. There  is  leucorrhoea,  occurring  in  the  form  of  occasional  gushes 
of  fluid,  evidently  from  the  cavity  of  the  uterus.  The  uterus  is  half  an 
inch  too  long,  anteverted ;  bvit  the  sound  passes  in  easily,  and  reduction 
is  easy.  The  organ  is  soft  and  pliable.  The  general  health  is  bad  ;  there 
is  great  feebleness.  The  general  treatment  oidered  was  restorative  ;  rest 
was  enjoined,  and  the  uterus  supported  anteriorly  by  means  of  the 
cradle-pessary.  In  satisfactorily  effecting  this  latter  object,  great  diffi- 
culty was  experienced,  owing  to  the  abnormal  length  of  the  uterus.  A 
certain  degree  of  improvement  for  a  time  followed  such  treatment  as  I 
was  able  to  carry  out,  only  seeing  the  patient  once  at  intervals  of  a  few 
months.  The  general  nutrition  of  the  body  had  i-eceived  a  shock,  which 
it  was,  however,  difficult  to  withstand ;  and  the  patient  has  not  yet  re- 
covered from  the  extremely  feeble  condition  to  which  she  had  been  reduced. 
This  case  is  a  most  important  one,  as  exemplifying  the  occasional  severe 
form  which  uterine  disease  may  assume.  The  general  health  had 
l3ecome  so  much  affected  that  little  or  no  restorative  power  was  at 
command,  while  the  peculiar  mechanical  difficulties  of  the  case  also  con- 
spired to  interfere  with  the  efficiency  of  the  treatment.  [The  final  result  of 
this  case  was  restoration  of  locomotion  and  to  fairly  perfect  general 
health.] 

The  subject  of  the  treatment  will  be  discussed  in  connection 
with  the  treatment  of  congestion  of  the  uterus. 


CHAPTER  VII. 


COXGESTION  OF  THE  UTERUS  AND  CONGESTIVE  HYPERTROPHY. 

Peculiaritiks  of  the  Circulation  in  the  Uterus. — Effect  of  Compression 
at  the  Centre  of  the  Uterus  in  Producing  Congestion  at  its  Two  Extremities — 
Genera]  Congestion  :  Causes — Acute  and  Chronic  Varieties — Relation  of  Acute 
form  to  Gooch's  '  Irritable  Uterus  ' — Effect  of  Flexions  in  Causing  Acute  Con- 
gestion— Chi'onic  Congestion  :  Causes  and  Effects — Increase  in  Size  of  Uterus — 
Association  of  Chronic  Congestion  with  Flexions. 

Congestion  of  the  uterus  implies  a  fulness  and  distension  of  the 
blood-vessels  of  the  organ,  which  may  be  slight  in  degree  or  con- 
siderable. The  congestion  may  be  partial,  affecting  some  portions 
of  the  organ  more  than  others,  or  it  may  affect  the  whole  organ. 
The  congestion  may  be  temporary  and  evanescent,  or  it  may  be 
continuous  and  persistent. 

Congestion  of  the  uterus  may  also  be  simple  or  complicated. 
When  it  has  assumed  a  chronic  form  it  is  almost  always  com- 
plicated, the  tissues  of  the  uterus  becoming  altered  in  other  ways 
also. 

In  discussing  this  important  question  it  is  necessary  to  direct 
attention  to  the  peculiarities  of  the  circulation  of  the  uterus  ; 
these  j)eculiarities  having  a  direct  bearing  on  the  nature  and 
etiology  of  uterine  congestion. 

The  vessels  of  the  uterus  enter  for  the  most  part  along  the  sides 
of  the  organ.  The  arteries  are  derived  from  the  uterine  artery, 
which  passes  upwards  from  below,  along  the  sides  of  the  uterus, 
■giving  off  very  numerous  branches  which  pass  inwards  to  the  uterus, 
and  the  greater  number  of  them  about  the  situation  of  the  internal 
OS  uteri.  These  branches  of  the  uterine  artery  are  mainly  concerned 
in  giving  arterial  blood  to  the  uterus,  but  not  entirely  so,  for 
there  is  a  free  inosculation  at  the  junction  of  the  Fallopian  tube 
and  the  fundus  uteri,  between  the  extremity  of  the  uterine  artery 
and  that  branch  of  the  spermatic  artery  which  supplies  the  Fal- 
lopian tube  itself.  Were  it  not  for  this  inosculation,  which  is 
effected,  however,  through  a  vessel  small  in  calibre,  the  cutting 
off  of  the  circulation  in  the  uterine  arteries  would  deprive  the 
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body  of  the  uterus  of  blood.^  The  veins  issue  from  the  sides  of 
the  uterus,  forming  large  plexuses  around  the  organ.  It  follows 
from  these  considerations  that  compression  of  the  uterus  about  its 
middle,  such  as  would  be  produced  for  instance  by  applying  a 
ligature  round  it  at  that  situation,  would  be,  according  to  the 
degree  of  tightness  of  the  ligature,  to  obstruct  the  circulation  in 
the  part  of  the  uterus  near  the  middle,  viz.  the  body  of  the  uterus. 

It,  is  evident  also  that  if  the  con- 
stricting ligature  were  widened  so  as 
to  compress  also  the  vessels  a  little 
above  and  a  little  below  the  middle 
of  the  organ,  there  would  arise  an 
obstruction  to  the  circulation,  both 
in  the  body  and  in  the  cervix  of 
the  uterus.  The  uterus  is  liable  to 
a  form  of  compression  which  acts 
more  or  less  exactly  as  an  artificial 
compress  might  be  made  to  act  when 
it  is  bent  upon  itself  and  thrown  into 
a  state  of  flexion.  It  is  true  that  the 
vessels  are  outside  of  the  uterus,  and 
it  may  be  conceded  that  the  bending 
of  the  uterus  itself  may  leave  the 
main  trunks  still  patent  as  ever,  but 
the  moment  they  enter  the  tissues  of 
the  organ  they  inevitably  fall  under 
the  effect  of  compression.  A  dis- 
turbance in  the  circulation  in  the 
body  of  the  uterus  thus  results — a  disturbance  which  the  small 
anastomotic  branch  connecting  the  spermatic  and  uterine  arteries 
cannot  adequately  rectify. 

Dr.  Meadows  (Harveian  Lectures  1881)  appears  to  have  arrived 
at  a  different  conclusion  to  that  expressed  above.  The  foregoing 
remarks,  written  ten  years  ago,  still  seem  to  me  to  represent  the 
truth.  Clinical  observation  has  many  times  convinced  me  of  its 
accuracy.  The  veins  going  from  the  fundus  uteri  to  the  ovarian 
bulb  appear  to  be  entirely  insufficient  to  relieve  congestion  of  the 
body  of  the  uterus  produced  by  impediment  to  the  circulation 
existing  at  the  centre  of  the  uterus.  Indeed  if  the  outlet  towards 
the  ovaries  were  sufficient  congestion  of  the  body  of  the  uterus 

'  The  arteries  of  the  uterus  are  well  delineated  in  Plate  6  of  Dr.  Savage's  work, 
2nd  ed. 
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Fig.  19. 


would  not  occur.  That  it  does  occur  shows  the  insufficiency  of 
the  ovarian  outlet  as  a  means  of  emptying  the  veins  of  the  body 
of  the  uterus. 

The  accompanying  drawing  (fig.  18,  from  Dr.  A.  Farre)  repre- 
sents a  section  of  the  uterus,  and  exhibits  the  thickness  of  the 
uterine  walls. 

A  second  figure  (fig.  19,  also  from  Dr.  Farre)  exhibits  a  trans- 
verse section  of  the  uterus  at 
the  situation  of  the  internal  os, 
and  the  section  of  the  uterine 
vessels  as  they  lie  at  the  sides  of 
the  uterus  is  very  well  shown. 

With  these  two  figures  be- 
fore us  it  is  easy  to  understand 
what  happens  when  the  uterus 
comes  to  be  acutely  bent.  The 
next  drawing  (fig.  20)  represents  the  condition  present  in  ante- 
flexion of  the  uterus,  and  the  effects  of  the  flexion  in  compressing 
the  uterine  tissues  at  the  concave  side  of  the  bend.  The  walls 
of  the  uterus  are  also  drawn  thicker,  and  the  dark  shading  is  in- 
tended to  show  the  congestion  which  results  in  the  whole  of  the 

Fig.  20. 


upper  jmrt  of  the  uterus  from  the  compression  of  the  vessels 
and  also  at  the  os  uteri  and  cervix  below  the  part  w^here  the 
compression  is  exercised. 

General  congestion  of  the  uterus  will  be  first  described. 

Here  the  whole  organ  is  too  full  of  blood,  and  as  one  result  it 
becomes  larger  and  heavier  than  usual.  It  seems  certain  that  a 
condition  which  may  be  termed  u  normal  general  congestion  exists 
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at  the  time  of  menstruation,  an  I  that,  as  Rouget  first  pointed  out, 
there  is  as  a  result  a  quasi-erection  of  the  whole  organ  at  this 
period.  It  would  be  proper  to  use  the  term  '  menstrual  conges- 
tion '  to  designate  this  condition,  which  simply  implies  that  at  the 
time  of  menstruation  there  is  a  certain  amount  of  congestion  and 
fulness  of  the  vessels  of  the  uterus.  In  health  this  degree  of 
congestion  is  probably  slight,  but  doubtless  in  disease  it  is  capable 
of  easily  extending  itself,  so  to  speak,  and  thus  the  congestion 
may  be  extensive  both  in  degree  and  in  duration. 

Greneral  congestion  of  the  uterus  may  arise  from  general  im- 
pairment of  the  circulation,  especially  such  as  produces  interference 
with  the  abdominal  viscera.  One  of  the  commonest  varieties  of 
it,  for  instance,  is  that  met  with  in  European  women  living  in 
India.  General  diseases,  of  whatever  kind,  capable  of  lowering  the 
force  of  the  heart's  action  may  lead  to  general  congestion  of  the 
uterus  :  a  loaded  condition  of  the  bowels ;  mechanical  pressure  of 
abdominal  tumours  ;  excessive  sexual  indulgence, — are  some  of  the 
other  more  important  determining  causes. 

General  congestion  of  the  uterus  may  be  acute  or  chronic.  In 
the  acute  form  it  is  rare  unless  associated  with  an  actual  me- 
chanical disturbance  in  the  organ  itself,  as,  for  instance,  in  cases  of 
acute  retroflexion  ;  but  there  is  one  class  of  cases  in  which  prob- 
ably what  may  be  termed  acute  general  congestion  of  the  uterus 
occurs,  viz.  those  cases  in  which  the  patient,  while  menstruating, 
or  just  before,  or  just  after  the  period,  receives  a  violent  chill  fi-om 
sitting  in  a  cold  bath,  bathing  in  the  sea,  standing  on  a  wet  floor, 
&c.,  and  there  results  a  severe  and  general  congestion  of  the  whole 
uterus.  It  is  true  that  in  some  of  these  cases  of  sudden  chill  or 
shock  the  mischief  produced  thereby  may  not  be  always  precisely 
the  one  here  indicated.  Acute  general  congestion  of  the  uterus, 
however,  produced  in  this  way,  is  a  very  serious  affair,  and  though 
not  perhaps  always  immediately  productive  of  grave  results  it  may 
leave  behind  it  a  permanent  and  troublesome  disease.  It  does  not 
appear  that  such  acute  attacks  are  common  except  at  or  near 
menstrual  periods. 

The  most  important  class  of  cases  of  acute  congestion  of  the 
uterus  are  those  in  which  the  uterus  is  distorted  and  its  shape 
altered,  and  there  arises  in  connection  with  this  an  acute  con- 
gestion of  the  uterus  which  affects,  according  to  circumstances, 
some  parts  of  the  organ  more  than  others.  It  is  met  with  in 
association  with  retroflexion  of  the  uterus  in  its  most  severe  form, 
but  anteflexion  is  sometimes  conjoined  with  very  acute  congestion. 
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The  class  of  cases  now  alluded  to  are  those  which  were  formerly 
described  by  Dr.  Grooch  under  the  term  '  irritable  uterus.'  It  is 
now  some  years  since  I  published  a  paper  on  this  subject,  the  object 
of  which  was  to  point  out  what  I  considered  to  be  the  true  jDathology 
of  these  cases.  The  subject  will  have  to  be  alluded  to  in  the 
chapter  on  Flexions.  Here  it  may  be  sufficient  to  say  that  acute 
flexions  are  liable  to  be  attended  with  very  acute  congestion  of  the 
uterus.  The  organ  becomes  swollen,  hard,  excessively  tender  to 
the  touch — so  much  so  that  the  patient  cannot  bear  even  the  idea 


Fig.  21. • 


of  an  examination  being  made.  The  body  of  the  uterus,  which  can 
be  felt  by  the  finger  either  in  front  or  behind  the  cervix,  according 
to  the  kind  of  flexion  present,  is  felt  to  be  most  abnormally  sen- 
sitive. The  OS  uteri  and  cervix  participate  more  or  less  in  the 
congestion  present,  and  they  may  be  found  swollen  and  enlarged 
also.  The  whole  uterus  is  of  course  in  a  state  of  the  greatest 
irritation  under  such  circumstances.  The  irritation  persists  along 
with  the  congestion.  The  congestion  may  be  very  protracted  if 
the  condition  is  unrelieved  by  treatment,  but  it  may  rapidly  pass 
away  if  judiciously  managed.  The  phenomena  observed  under 
these  circumstances  convey  the  most  valuable  information  in 
regard  to  the  potency  of  flexions  in  causing  congestion  of  the 
uterus,  and  in  maintaining  it.  The  contrast  offered  by  the  former 
complete  want  of  success  in  remedying  these  troublesome  cases, 
'  Fig.  21  represents  acute  'traumatic  '  congestion  in  a  case  of  retroflexion. 
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and  the  present  rapidly  successful  treatment  is  the  best  proof  that 
could  be  offered  of  the  accuracy  of  the  above  pathology.  The 
congestion  appears  to  be  acute  in  proportion  to  the  degree  of 
bending  which  the  uterus  undergoes.  Here  we  have  the  applica- 
tion to  make  of  our  knowledge  of  the  peculiarity  of  the  circulation 
in  the  uterus  spoken  of  at  p.  76.  The  intense  swelling  of  the  body 
of  the  uterus  produced  by  the  compression  of  the  flexion  is  some- 
times so  severe  as  to  justify  the  use  of  the  term  '  strangulation  of 
the  uterus,'  which  is  one  under  which  I  called  attention  to  it  some 
years  ago.'  It  is  quite  analogous  to  the  congestion  of  the  hand 
and  forearm  which  are  produced  when  the  fillet  is  tied  round  the 
arm  for  the  operation  of  venesection.  The  blood  is  detained  in 
the  vessels,  particularly  the  capillaries  and  veins,  and  congestion 
thus  arises.  And  it  is  the  fact  that  the  removal  of  the  compres- 
sion, which  can  be  effected  more  or  less  quickly  by  straightening 
the  uterus,  has  the  effect  of  relieving  the  congestion  in  a  manner 
strikingly  speedy  and  satisfactory.  The  fact  that  flexions  are  thus 
capable  of  determining  and  causing  severe  congestion  of  the 
uterus  is  a  radical  one  in  regard  to  its  importance  :  it  is  one  which 
has  been  noticed  by  Klob :  Thomas  fully  indorses  it  in  his 
edition  of  1873.  It  will  be  found  to  have  a  wide  application  in 
gynsecological  practice.  Probably  the  best  term  to  use  to  desig- 
nate congestion  of  the  uterus  produced  in  this  way  is  'trau- 
matic congestion.'  Dr.  John  Williams,'^  in  an  interesting  paper 
on  '  The  Relation  between  Congestion  of  the  Uterus  and  Flexion  of 
the  Organ,'  points  out  that  when  the  uterus  is  retroflexed,  the 
fundus  is  liable  to  be  caught  and  constricted  by  the  utero-sacral 
ligaments,  and  that  under  such  circumstances  there  would  arise  a 
further  mechanical  cause  of  congestion. 

Acute  congestion  of  the  uterus  may  produce  a  very  enormous 
increase  in  its  size.  Thus  in  some  cases  of  flexion  I  have  found 
the  uterus  almost  as  large  as  the  fist,  and  it  may  attain  this  size 
in  a  comparatively  short  space  of  time.  The  following  is  a  case 
of  this  kind  which  came  under  my  notice  quite  recently  :— 

]y[igs  ^  get.  19,  has  always  been  weak  and  delicate.    Of  late 

she  has  been  incapable  of  walking,  and  during  the  last  few  weeks  has 
suffered  from  severe  pains  in  the  hypogastric  regions,  with  difficulty  and 
frequency  of  micturition.  On  examination  it  was  found  that  there  was 
apparently  a  large  tumour,  smooth  and  hard,  occupying  the  pelvis,  pushing 
down  the  vaginal  roof  in  front  of  the  uterus,  of  which  it  seemed  a  part. 

'  Jlrit.  Mcid.  Assoc.  Meeting  at  Ne\vcastle-on-Tyne. 
Obstet.  Trans,  vol.  xvi.  p.  203. 
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The  size  of  this  was  so  gi-eat  that  I  thought  it  was  really  a  tumour, 
and  a  more  complete  examination  nuclei'  anaesthesia  was  evidently 
necessary.  Meanwhile  the  patient  was  ordered  to  lie  down,  and  keep 
quite  quiet.  After  the  lapse  of  a  week  the  further  examination  was 
made.  It  was  then  found  that  the  supposed  tumour  had  almost  disap- 
pejired  ;  it  had  resolved  itself  into  a  moderately  large  anteflexed  uterus. 
The  rest  and  recumbent  position  had  produced  this  effect.  Any  one 
making  an  examination  on  the  first  occasion  would  have  been  entirely  un- 
prepared to  find  in  a  few  days  such  a  change  in  the  size  of  the  uterus  as 
undoubtedly  occurred  in  this  case. 

Fig.  22.' 


—  ■  ■  '  '  r  in  ■  ■  — — 

Chronic  congestion  of  the  uterus  must  next  be  considered. 

In  its  first  stage  chronic  congestion  is  little  more  than  a  slight 
engorgement  of  the  uterine  vessels,  with  increase  in  its  weight. 
There  is  at  first  nothing  beyond  increase  in  the  size  and  fulness  of 
these  vessels,  without  any  particular  molecular  change  in  the  tissues 
of  the  uterus. 

When  present  in  a  slight  degree,  general  congestion  of  the 
uterus  at  first  may  produce  a  certain  degree  of  softness  of  the  tissues 
of  the  uterus,  the  organ  becoming  enlarged  and  looser  than  usual 
in  texture.    In  other  cases,  on  the  other  hand,  it  becomes  firmer 

18  f congestion  and  enlargement,  with  anteversion,  in  apatieut, 

i»,  alfccted  for  nearly  one  year  with  severe  vomiting. 
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than  ordinary.  The  difference  seems  to  be  explainaljle  by  atten- 
tion to  the  condition  of  the  uterus  which  existed  before  the  con- 
gestion set  in.  Thus,  in  cases  of  undue  softness  arising  from  mal- 
nutrition of  the  uterus  (see  previous  chapter)  nothing  is  more 
common  than  to  find  that  congestion  is  added  on  to  or  affects  the 
abeady  soft  uterus.    A  large,  flabby,  unresisting  condition  of  the 

Fig.  23.' 


uterine  tissues  will  then  result.  But  in  the  case  of  a  uterus  in  a 
state  of  health  previously,  the  addition  of  congestion  will  produc< 
a  different  effect:  the  tissues  of  the  organ  will  then  by  continual 
congestion  be  made  harder  and  firmer  than  they  were  before. 
There  are  certainly  these  two  types  of  cases  observable  in  practice. 
Another  precedent  or  concomitant  condition  which  may  have  to 
be  taken  into  account  is  defective  involution  of  the  uterus  after 

•  Fig.  23  shows  chronic  congestive  hypertrophy,  with  anteflexion  of  the 
uterus  of  many  years  standing. 
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delivery  or  after  an  abortion.  Here  the  organ  is  large  and  heavy, 
and  the  condition  is  one  of  continuous  general  congestion,  because 
the  vessels  are  large  and  the  uterine  solid  constituents  of  undue 
bulk.  Defective  involution  of  the  uterus  is  thus  one  of  the  causes 
of  chronic  general  congestion  of  the  organ,  and  there  are  good 
reasons  for  the  belief  that  the  sluggish  manner  in  which  the" 
uterus  involutes  itself  is  due  to  general  impairment  of  the  nutri- 
tive processes  in  the  body  generally,  and  in  the  uterus  in  parti- 
cular. 
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A  common  effect  of  general  chronic  congestion  of  the  uterus 
is  an  increase  of  the  solid  constituents  of  the  uterus.  At  first 
there  is  simply  undue  fulness  of  the  blood-vessels,  but  after  a 
time  there  is  addition  to  the  solid  parts.  The  addition  consists 
in  increased  growth.  The  result  is,  that  the  organ  as  a  whole  is 
larger,  heavier,  and  thicker  than  before.  The  tissues  of  the  uterus 
consist  of  unstriped  muscular  fibres  and  fibre  cells,  and  an  inter- 
vening cellular  tissue.  These,  together  with  the  vessels,  nerves,  and 
lymphatics,  compose  the  uterus.  In  chronic  general  congestion  the 
connective  tissue  appears  to  undergo  after  a  time  decided  increase 
in  quantity.  The  increase  in  bulk  is  in  all  probability  due  in  part 
also  to  the  fmlher  growth  of  the  muscular  element,  but  the 
general  impression  is  that  the  cellular  tissue  is  most  affected. 
The  uterus  becomes  after  a  time  harder  than  the  normal  uterus. 
It  is  thus  both  larger  and  harder  than  before  attacked  by  the 
chronic  congestion.  And  when  a  section  of  it  is  made,  the  tissues 
are  seen  to  be  decidedly  hard  and  to  resist  the  knife.  This  con- 
dition of  the  uterus  has  been  described  as  '  chronic  inflammation,' 
'  chronic  metritis,'  &c.  Professor  Thomas  of  New  York  terms  it 
*  areolar  hyperplasia.'  Klob  describes  it  as  « continual  hyi)er£emia.' 
The  term  which  appears  to  me  most  correctly  to  define  the  condi- 
tion in  question  is  '  congestive  hypertrophy.' 

The  increase  in  bulk  and  the  consequent  hardness  resulting 
in  the  production  of  the  condition  now  described  as  congestive 
hypertrophy,  is  a  further  stage  of  general  congestion  of  the 
uterus. 

Chronic  congestive  hypertrophy  of  the  uterus  is  a  very  common 
affection.  It  is  not,  however,  very  common  unassociated  with 
alteration  of  shape  of  the  organ.    It  is  liable  to  be  partial,  m- 
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volving  one  part  of  the  uterus  more  than  another.  A  common 
variety  of  it  is  the  uterus  distorted  by  a  flexion  of  long  standing, 
the  fundus  in  a  state,  of  congestive  hypertrophy,  the  lips  of  the  os 
uteri  swollen  and  also  in  a  state  of  congestive  hypertrophy,  but 
generally  one  lip  more  decidedly  swollen  than  the  other.  Such  a 
uterus  is  liable  to  take  on  at  any  time  a  further  congestive  action 
— there  occur,  in  fact,  repeated  attacks  of  congestion,  as  it  is 
termed,  the  repetition  of  which  attacks  has  the  effect  of  increasing 
gradually  the  size  of  the  organ.  The  uterus  becomes  moulded 
and  swells  in  the  direction  of  least  resistance,  and  becomes  liter- 
ally hardened  in  its  evil  ways.    This  is  a  common  type. 

A  really  general  congestive  hypertrophy  of  the  uterus,  the 
uterus  still  retaining  its  normal  shape,  is  not  common  ;  but  such 
a  condition  sometimes  results  from  defective  involution  of  the 
uterus. 

Chronic  congestive  hypertrophy  of  the  uterus  is  not  easy  to 
distinguish  from  defective  involution  of  the  uterus  after  delivery. 
Microscopically,  however,  there  would  probably  be  a  difference, 
the  muscular  element  predominating  in  the  latter  case,  and  the 
connective  tissue  element  in  the  former. 

The  hypertrophic  condition  of  the  uterus,  as  already  remarked, 
is  very  frequently  noted  in  cases  of  flexion  or  distortion  of  the 
uterus  ;  and  by  some  authorities  (Dr.  Thomas  of  New  York,  e.g.) 
the  hypertrophy  is  looked  upon  as  the  cause  of  the  displacement. 
Undoubtedly  this  explanation  applies  to  that  variety  of  hyper- 
trophy, the  result  of  defective  involution  after  delivery,  but  it  is 
probably  not  generally  the  case  in  other  instances. 

The  size  which  the  uterus  attains  in  cases  of  chronic  conges- 
tive hypertrophy  is  sometimes  very  great.  Thus,  I  have  met 
with  cases  of  anteflexion  in  which  the  uterus  was  so  wide  from 
side  to  side  that  it  seemed  almost  to  fill  the  anterior  half  of  the 
pelvis,  having  the  size  of  a  cricket-ball,  or  even  larger.  Fig.  23 
represents  a  case  of  long-standing  general  hypertrophy  of  the  uterus, 
associated  with  anteflexion.  Hjrpertrophy,  to  an  equal  extent,  is 
not  seldom  witnessed  with  retroflexion. 

Chronic  hypertrophy  often  affects  the  lips  of  the  cervix  uteri ; 
the  OS  uteri  is  then  surrounded  with  tissues  sometimes  enormously 
thickened.  This  hypertrophy  of  the  vaginal  portion  of  the  cervix 
may  be  associated  with  flexion  of  the  uterus  or  may  be  the  result 
of  a  former  flexion.  It  may  also  be  produced  by  laceration  of  the 
cervix.    It  seems  to  me  very  probable  that  many  of  those  cases 
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in  whicli  the  os  uteri  presents  rounded  projecting  lips  of  consider- 
able size  have  their  origin  in  such  laceration.  At  all  events  it  is 
certain  that  such  rounded  hypertrophy  of  the  lips  of  the  os  uteri  is 
observed  in  cases  of  lacerated  cervix.  The  congestive  hypertrophy 
in  these  cases  appears  to  depend  on  the  interference  with  the  cir- 
culation in  the  tissues  produced  by  the  laceration,  for  I  have  seen 
it  rapidly  disappear  when  the  laceration  has  been  repaired  and  the 
normal  circulation  restored. 


8(5 


SUB-INVOLUTION  OF  THE  UTERUS,  AND 


CHAPTER  VIII. 

SUB-INVOLUTION  OF  THE  UTERUS.     ATROPHY  AND 
HYPERTROPHY  OP  THE  UTERUS. 

SuB-lNVOLUTlON  OF  THE  UTERUS— Nature  and  Treatment. 

Atkophy  op  the  Uterus  ;  the  result  of  Sexual  Involution— Premature  Senile 

Atrophy  or  '  Super-involution  '  of  the  Uterus— Mechanical  Atrophy, 
Hypertrophy  op  the  Uterus— Result  often  of  Defective  Involution  after 

Delivery — Hypertrophy,  with  Elongation  of  the  Cervix. 

SUB-lNVOLUTION  OF  THE  UTERUS — NATURE  AND  TREATMENT. 

The  condition  of  the  uterus  described  under  the  term  sub-involu- 
tion of  the  uterus  has  been  abeady  incidentally  alluded  to.  But 
it  is  convenient  to  give  it  a  distinct  and  separate  consideration,  in- 
asmuch as  it  is  a  factor  of  considerable  importance  in  many  cases 
of  uterine  diseases. 

Sub-involution  of  the  uterus  may  be  observed  after  parturition 
at  full  term  or  following  an  abortion.  The  uterus  does  not  return 
to  its  proper  size,  but  remains  larger  than  it  should  be.  That 
is  to  say,  that  process  of  diminution  in  bulk  which  is  natural  under 
such  circumstances  is  delayed  beyond  the  proper  time.  The  uterus 
may  be  found,  for  instance,  as  large  at  the  end  of  a  month  after 
parturition  as  it  should  be  at  the  end  of  a  week  from  the  time  of 
labour.  The  persistence  of  a  bulky  condition  of  the  uterus  under 
these  circumstances  means  either  that  the  metamorphosis  of  the 
large  uterine  muscular  fibres  into  fatty  material,  and  absorption 
thereof,  is  delayed,  or  it  means  that  there  is  a  delay  in  the  meta- 
morphosis together  luith  congestion  of  the  uterus.  It  is  probable 
when  a  few  weeks  have  elapsed  and  the  uterine  bulk  is  still  con- 
siderable, that  the  case  is  one  of  arrested  metamorphosis  plv^^ 
considerable  congestion,  rather  than  arrested  metamorphosis 
alone. 

At  first  the  uterus,  in  a  state  of  sub-involution,  may  be  soft  and 
spongy  to  the  touch,  but  later  on  it  is  not  so,  and  the  condition  is 
one  rather  of  hardness  than  softness.  After  a  time,  in  fact,  the 
condition  becomes  merged  into  one  of  congestive  hypertrophy,  or, 
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as  it  would  be  termed  by  Dr.  Thomas,  '  areolar  hyperplasia '  of 
the  uterus. 

The  microscopic  condition  of  the  uterus  will  be  found  to  vary 
according  to  the  time  which  has  elapsed  since  the  parturition  or 
abortion ;  for  if  the  examination  be  made  early  muscular  fibres  in 
excess  will  be  found,  whereas  later  on  there  will  be  a  superabun- 
dance of  cellular  connective  tissue  material. 

Displacements,  especially  flexions  of  the  uterus,  are  causes  of 
sub-involution  of  the  uterus.  Thus,  I  saw  a  case  of  acute  dis- 
placement of  the  uterus  backwards,  occurring  very  soon  after  labour, 
where  the  uterine  fundus  must  have  retained  its  abnormal  size,  in 
this  retroverted  condition,  for  many  days  after  the  displacement 
occurred.  The  sub-involution  in  this  case  was  thus  caused  by 
the  displacement ;  probably  in  consequence  of  the  arrest  of  the 
circulation  in  the  uterus  thereby  produced.  1  have  seen  several 
other  cases  of  somewhat  similar  character.  It  is  not,  however, 
necessary  that  the  uterus  should  be  displaced  in  order  that  sub- 
involution may  occur,  for  cases  are  encountered  where  there  has 
been  no  such  dislocation.  Of  the  other  causes  of  sub-involution 
of  the  uterus  probably  mal-nutrition  and  lueakness  are  most 
common.  The  weakness  may  be  of  long  standing  or  it  may  be 
the  result  of  excessive  loss  of  blood  at  the  time  of  the  labour  or  of 
the  miscarriage.  The  feebleness  of  the  patient  is  the  cause  of  the 
want  of  vigour  in  the  uterus,  the  contractions  of  which  do  not  occur 
in  due  force.    Hence  protraction  of  the  process  of  involution. 

Sub  -involution  readily  passes  into  a  condition  of  chronic  con- 
gestive hypertrophy  ;  the  shape  of  the  uterus,  the  thickness  of  its 
walls,  may  remain  the  same,  but  it  then  becomes  harder  and  firmer. 
But  in  some  cases  this  change  into  a  condition  of  hardness  does 
not  occur,  the  uterus  remaining  abnormally  soft,  spongy,  and  flaccid 
for  a  considerable  time.  Cases  in  which  this  latter  occurrence  is 
observed  are  those  in  which  the  nutritive  force  is  at  a  very  low 
ebb ;  reparation  is  slow,  and  a  passive  congestion  results. 

Sub-involution  is  observed  sometimes  in  conjunction  with  in- 
flammatory conditions  of  the  parts  around  the  uterus.  Thus,  in 
pelvic  cellulitis,  following  labour  or  abortion,  the  uterus  remains 
large  and  heavy ;  and  although  in  some  cases  the  bulk  of  the  uterus 
may  be  partly  due  to  efi'usion  of  lymph  in  its  tissues,  yet  the  greater 
part  of  it  is  evidently  simply  sub-involution.  The  disturbance 
going  on  in  the  immediate  vicinity  of  the  uterus,  compression 
and  swelling  of  lymphatics,  &c.  arrest  the  process  of  involution 
m  these  cases  of  peri-uterine  cellulitic  inflammation. 
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Treatment. — There  are  two  principal  indications.  1 .  To  remove 
any  impediment  which  may  exist  to  the  easy  and  free  circulation  of 
the  uterus.  2.  To  quicken  and  invigora,te  the  nutritive  process 
in  the  body  generally.  There  are  also  subsidiary  measures  to  be 
taken. 

1.  If  there  be  a  displacement  it  must  be  rectiiied.  If  the 
bowels  are  in  a  chronically  loaded  state  they  must  be  relieved  by 
daily  gentle  aperients  or  injections.  The  horizontal  position  may 
be  required. 

2.  The  food  must  be  plentiful  and  of  a  highly  nutritious  character. 
In  short,  a  liberal  diet  is  necessary,  and  when  the  appetite  is  bad 
food  must  be  given  frequently  and  in  small  quantities  at  a  time. 

3.  Subsidiary  Measures. — Warm  injections  or  the  douche  of 
warm  water  once  or  twice  daily.  Ergot,  either  alone  in  small  doses 
once  or  twice  a  day,  or  together  with  iron,  frequently  proves  very 
useful.  Warm  sponge  baths,  warm  sea-water  baths,  friction  of  the 
skin,  fresh  air,  and  such  general  hygienic  measm'es  as  may  be  spe- 
cially required,  should  not  be  forgotten.  If  the  case  be  seen  some 
weeks  after  labour  or  miscarriage,  the  general  treatment  required 
is  much  the  same  as  for  chronic  congestion  of  the  uterus.  Bromine 
and  iodine  are  valuable  medicines  in  the  later  phases  of  the  dis- 
order. Quinine  and  iron  are  of  great  service  in  many  cases.  It 
is  probable  that  electricity  would  prove  serviceable  in  some 
instances. 

ATROPHY  OF  THE  UTERUS. 

Atrophy  of  the  uterus,  in  the  true  sense  of  the  word,  implies  not 
a  congenital  defect  as  regards  size,  but  an  acquired  smallness. 

Atrophy  of  the  uterus  occurs  at  the  period  of  sexual  involution  ; 
the  organ  ceases  then  to  exercise  the  ordinary  function,  menstrua- 
tion and  the  capability  of  impregnation  coming  to  an  end.  The 
walls  of  the  uterus  become  under  these  circumstances  thin,  and 
the  whole  organ  smaller  than  before.  These  changes  are  attended 
with  the  further  consequence  that  the  uterus  is  less  vascular  and 
less  sensitive  than  before.  The  organ  has  ceased  to  play  its  part, 
and  its  condition  functionally  very  much  resembles  that  present 
antecedently  to  the  arrival  of  puberty.  Morbid  processes  affecting 
the  tissues  of  the  uterus  are  not  unfrequently  arrested  by  the 
occurrence  of  this,  which  may  be  termed  its  natural  atrophy,  l^iit 
it  appears  that  the  uterus  may  undergo  this  senile  change  at  an 
unnaturally  early  age,  thus  constituting  a  condition  which  Chiari ' 

'  KlimJt  der  Oebitrtsk.   1855,  p.  371. 
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described  as  '  premature  senile  atrophy.'  Sir  J.  Y.  Simpson  ' 
ascribed  this  to  '  super-involution  '  after  delivery— a  questionable 
theory. 

Premature  atrophy  of  the  uterus  might  be  expected  to  be  found 
in  women  who  have  prematurely  ceased  to  menstruate,  but  its 
occurrence  in  association  with  still  persisting  ovarian  activity  is, 
as  would  be  expected,  extremely  rare. 

The  uterus  affected  with  atrophy  of  the  character  alluded  to  is 
universally  small,  the  cervix  participates  in  the  change,  the  vaginal 
portion  becomes  shorter,  and  the  os  uteri  smaller.  The  tissues  of 
the  organ  become  somewhat  harder. 

Atrophy  of  the  uterus  of  another  kind  may  be  produced  by  the 
operation  of  external  influences.  Thus,  when  the  organ  is  pressed 
upon  by  tumours  in  the  neighbourhood,  the  walls  may  become 
very  thin.  1  have  found  the  organ  excessively  small  from  this 
reason  in  some  cases  of  ovarian  tumour  and  of  fibroid  tumour. 

Local  atrophy  occurs  in  •  cases  of  flexions  of  the  uterus,  the 
walls  becoming  in  many  cases  very  much  diminished  in  thickness 
at  the  part,  which  is  the  seat  of  the  flexion.  (See  chapters  on 
'  Flexions.') 

Another  kind  of  atrophy  is  that  accompanied  with  excessive 
dilatation  of  the  uterine  cavity,  such  as  now  and  then  occurs  from 
fluid  or  gaseous  distension  of  the  organ.  The  uterine  walls  may 
be  found  in  such  cases  excessively  thin.  The  form  of  atrophy 
here  alluded  to  has  been  described  as  '  excentric  atrophy '  of  the 
uterus. 

HYPERTROPHY  OF  THE  UTERUS. 

Congestive  hypertrophy  has  already  been  described  (see  p.  75). 
Hypertrophy  may,  however,  exist  without  congestion. 

Like  many  other  organs  of  the  body,  the  uterus  is  liable  to 
variations  in  size.  This  variation  is,  however — in  individuals  in 
a  state  of  health — limited.  During  the  catamenial  period,  the 
organ  becomes  enlarged,  but  this  enlargement  is  normally  only 
temporary,  and  a  general  and  persistent  addition  to  its  bulk  only 
occurs  under  abnormal  circumstances.  The  very  considerable 
growth  which  the  uterus  undergoes  during  the  period  of  gestation 
is  of  course  an  exception  to  this  statement. 

The  simplest  form  of  hypertrophy  of  the  uterus  is  that  witnessed 
in  cases  where  the  uterus  is,  and  has  been,  influenced  by  pregnancy 
or  by  the  presence  of  a  tumour  or  tumours  within  its  walls.  This 
'  '  Clinical  Lecture  qn  Araenorrhoea.'    Med.  Times  and  Gaz.  1861. 
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subject  ]uis  been  more  fully  considered  elsewhere  (p.  88)  in  con- 
nection with  the  subject  of  chronic  congestion  of  the  uterus,  with 
which  condition  this  simple  hypertrophy  is  generally  associated. 
Here  the  enlargement  affects  the  body  and  the  cervix  of  the  uterus 
pretty  equally. 

The  most  common,  and  indeed  the  most  marked  form  of  hyper- 
trophy of  the  uterus  is  witnessed  in  women  who  have  been  preg- 
nant, and  just  described  (p.  86)  under  the  term  '  Sub-involution.' 
When  this  '  involution  '  does  not  occur  regularly  and  promptly,  the 

Fig.  24.' 


organ  is  liable  to  become  affected  with  hypertrophy  of  a  persistent 
character.  Even  in  these  cases,  however,  the  degree  of  hyper- 
trophy witnessed,  if  there  be  no  other  cause  in  operation,  is  not 
very  great.  In  hypertrophy  of  the  uterus  due  simj^ly  to  '  defective 
involution '  after  deliveries,  abortions,  &c.,  the  increased  length  of 
the  organ  does  not,  I  believe,  ever  exceed  one  inch.  (It  is 
necessary  to  observe  that  this  does  not  apply  to  any  measurement 
taken  within  the  first  two  or  three  weeks  after  the  labour  or  mis- 

'  Fig.  24  represents  a  case  of  general  hypertroiDby  of  the  uterus,  and  of  Ihe 
cervix  uteri,  in  a  patient  affected  with  mcnorrliagia.  Amputation  of  the  vaginal 
portion  of  the  cervix  was  performed  in  this  case. 
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carriage.)  One  inch  increased  length  usually  implies,  however, 
considerable  addition  to  the  general  bulk  of  the  organ,  and  entails 
various  inconveniences,,  which  have  been  already  particularly 
described.  Hypertrophy,  the  result  of  chronic  congestion  and 
defective  involution,  one  or  both,  is  most  palpably  evident  in  the 
cervical  region,  as  this  can  be  easily  reached  and  inspected,  but  it 
is  rarely  limited  to  this  portion. 

Hypertrophy  of  the  uterus  is  especially  Hable  to  occur  in  associ- 
ation with  growth  of  fibroid  tumours  within  the  walls  of  the  organ. 
A  fibroid  tumour  of  the  uterus,  growing  in  the  middle  of  the 
thickness  of  the  wall,  not  unfrequently  produces  great  hypertrophy 

Fig.  25.' 


of  the  uterus,  for  the  uterus  may  expand  and  grow  not  merely 
around  the  tumour,  but  in  every  other  part  also.  The  bulk  of  the 
uterus  may,  under  such  circumstances,  equal  that  of  a  child's  head 
but  the  greater  part  of  the  bulk  would  then  be  made  up  of  the 
tumour.  In  cases  of  fibrous  polypus  of  the  uterus,  the  organ 
grows  sometimes  to  a  very  large  size,  but  in  such  cases  the  uterine 
walls  have  less  thickness.  Hypertrophy  of  the  uterus  to  a  slighter 
degree  is  witnessed  when  fibroid  tumours  grow  from  its  outer 
surface.  Again,  it  is  not  rare  to  meet  with  enormous  fibroid 
tumours  growing  from  the  external  surface  of  a  uterus,  itself  even 
smaller  than  usual. 

markcl  dfmn^ctr  J^;"^^^^^ ^^^^^^  longitudinal  hypertrophy  of  the  cervix,  of  a 
chaiactci.  Other  illustrations  will  bcfoundinthe  Chapter  on  •  Prolapsus.' 
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rnitial  hypertrophy  of  the  vaginal  portion  is  sometimes  ob- 
served. 

Hypertrophy  with  elongation. — Th§  uterus  not  unfrequently 
undergoes,  in  consequence  of  pressure,  or  in  consequence  of  trac- 
tion in  a  particular  direction,  an  elongation  to  which  the  term 
hypertrophy  has  not  always  been  very  correctly  applied.  This 

elongation  more  particularly  affects  the 
cervical  portion  of  the  organ,  not  simply 
that  part  which  projects  into  the  vagina, 
but  the  cervix  properly  so  called.  Hy- 
pertrophic elongation  of  the  cervix  con- 
stitutes one  of  the  forms  of  prolapsus  of 
the  uterus  (see  '  Prolapsus  '),  but  it  is  also 
sometimes  witnessed  when  an  ovarian 
tumour  pushes  the  body  of  the  uterus 
upwards,  and  thus  elongates  the  cervix. 
In  such  cases  the  walls  of  the  canal  do 
not  usually  grow,  and  the  effect  of  the 
traction  is  thus  to  render  them  actually 
thinner.  The  cervix  of  the  uterus  may, 
under  such  circumstances,  become  three, 
four,  or  five  inches  in  length.  The  lower 
portion  of  the  cervix — i.e.  the  vaginal 
portion— sometimes,  however,  undergoes  a  true  hypertrophy,  the 
result  of  which  is  that  a  conical  or  snout-like  substance  of  con- 
siderable size  is  then  found  occupying  the  vagina,  nay,  even  pro- 
jecting beyond  the  ostium  vagina3.  A  more  limited  hypertrojihy 
is  depicted  in  fig.  26. 

'  Fig.  26  repi-Rsents  hypertroxjhy  of  the  posterior  lip  of  the  os,  of  non  malig- 
jiant  character. 
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CHAPTER  IX. 

TREATMEx\T  OF  THE  VARIOUS  TEXTURAL  DISORDERS  OF  THE 

UTERUS  MAL-NUTRITION  OF  THE  UTERUS,  CONGESTION, 

CONGESTIVE  HYPERTROPHY,  ETC. 

General  Preventive  Treatment— Dietary  necessary— Importance  of  deficient 
Dietary  as  a  Cause  of  Uterine  Disease—Defects  Qualitative  and  Quantita- 
tive—'  Chronic  Starvation,'  a  Real  Disease— Its  Importance —Method  of  dealing 
with  it— Preventive  Treatment  as  regards  Menstruation — Preventive  Treatment 
in  Child-bed— Congestion  of  the  Uterus  and  Congestive  Hypertrophy— General 
Treatment— By  Altering  Position  and  Shape  of  Uterus— By  Leeching, 
Scarifications, &c.— Use  of  Hot-water  Injections— Baths  and  Watering- Places-- 
Astringent  and  Caustic  Applications  to  the  Os  Uteri — Internal  Remedies. 

The  first  and  most  important  question  to  be  dealt  with  is  the 
preventive  treatment. 

Observation  has  led  me  to  the  conclusion  that  it  is  rare  to 
meet  with  congestion  of  the  uterus  together  with  its  various  com- 
plications, in  cases  where  the  uterus  was  previously  in  a  state  of 
health.  An  attempt  has  been  made  to  indicate  this  '  previous 
state '  of  the  uterus  under  the  head  of  '  mal-nutrition  '  (undue 
softness)  of  the  uterus.  That  subject  here  finds  its  practical 
application. 

TREATMENT  OF  MAL-NUTRITION  OF  THE  UTERUS. 

Whatever  tends  to  maintain  the  body  generally  in  a  state  of 
health  tends  also  to  maintain  the  integrity  of  the  uterus.  General 
treatment  good  for  the  body  at  large  is  good  for  a  part  of  it 
also. 

It  will  not  be  credited  by  anyone  who  has  not  taken  the  trouble 
to  inquire  carefully  into  the  previous  habits  and  history  of  patients 
suffering  from  the  ordinary  diseases  of  the  uterus,  how  common  it 
is  in  these  cases  to  meet  with  evidence  of  the  strongest  character 
of  a  long-continued  insufficiency  of  dietary,  this  insufficiency  being 
in  operation  up  to  the  time  of  the  patient  coming  under  observa- 
tion, or  having  been  in  operation  for  a  very  considerable  period  at 
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;i  former  time.  It  is  thus  quite  easy  to  track  the  process  of  com- 
mencing ill-health  to  its  source,  and  the  facts  elicited  by  cross- 
examinations  will  almost  invariably  enable  the  inquirer  to  say  not 
only  that  the  disease  began  at  such  and  such  a  time,  but  to  state 
why  it  was  so. 

It  does  not  appear  that  what  may  be  termed  elementary 
nutritional  deficiency  has  been  assigned,  as  yet,  its  due  place  in 
the  etiology  of  uterine  diseases.  I  am  more  and  more  convinced 
that  the  part  it  plays  is  a  most  important  one. 

The  dietary  must  then  be  the  first  object  of  attention.  In  a 
growing  girl  the  dietary  should  be  a  generous  one.  Two  mistakes 
are  liable  to  be  made  in  the  matter  of  the  dietary  :  one  relates  to 
the  quality  of  the  food  given  ;  the  other  to  the  quantity. 

1.  As  regards  the.  quality  of  the  food. — -It  is  not  uncom- 
mon to  meet  with  cases  where  for  one  reason  or  another 
the  food  given  is  defective  in  quality  during  what  may  be 
termed  the  developmental  period  of  growth  of  the  uterus,  viz. 
between  the  ages  of  twelve  and  sixteen  or  seventeen.  This 
defect  is  more  likely  to  consist,  so  far  as  my  experience  shows,  in 
an  insufficiency  of  meat  food.  The  ordinary  bread  and  butter 
which  constitutes  the  principal  food  in  many  boarding-schools  is 
not  adapted  for  the  production  of  healthy  tissues.  Meat  is  the 
article  of  diet  which  I  have  generally  found  to  have  been  deficient 
in  the  dietary  of  young  women  who  have  presented  evidences  of 
mal-nutrition  of  the  uterus  later  on.  It  may  be  that,  if  the  bread 
given  were  more  pure,  the  absence  of  a  liberal  allowance  of  meat 
would  be  less  felt,  but  I  now  only  give  results  of  observations  in 
cases  when  there  certainly  was  deficiency  of  meat. 

Motives  of  economy  sometimes  operate  to  the  exclusion  of  a 
liberal  meat  dietary,  but  in  the  middle  and  higher  classes  of 
society  these  motives  are  non-operative,  and  it  is  not  rare  to  meet 
with  cases  of  young  women  brought  up  in  what  is  termed  a  luxu- 
rious manner,  who  have  never  been  permitted  during  the  growing 
age  to  have  more  than  one  meal  containing  meat  in  the  day.  This 
practice  appears  to  me,  judging  from  numerous  cases  whose  details 
could  be  mentioned,  to  have  inflicted  in  those  instances  the  gi-eatest 
injury  on  the  constitution,  and  to  have  predisposed  to  the  grave 
evils  for  the  relief  of  which  advice  was  sought  years  later. 

2.  The  Quantity. — It  is  well  known  and  generally  ad- 
mitted that  robust  health  is  associated  with  the  presence 
of  a'  good  appetite.  The  presence  of  a  good  appetite  ensures 
the   taking   of    sufficient   food— when,   at  least,    it    can  be 
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procured.  The  appetite  is,  however,  too  often  taken  as  the 
guide  in  the  opposite  case,  where  it  is  deficient,  absent,  or 
capricious,  and  it  is  too  generally  supposed  that  if  there  is  no 
appetite  for  food  there  is  no  necessity  for  it.  This  mistake — for  a 
grievous  one  it  certainly  is— is  common  amongst  the  public  at 
large,  but  it  does  not  appear  that  it  is  sufficiently  recognised  as 
a  mistake  even  in  professional  circles.  The  human  machine  is 
kept  going  by  a  process  of  repair.  There  is  an  incessant  waste, 
and  there  must  be  an  incessant  repair  to  make  good  the  waste,  or 
evil  necessarily  follows.  It  is  true  that  the  quantity  of  food  taken  is 
often  reduced  for  a  considerable  time  without  the  individual  appa- 
rently suffering  materially — the  human  frame  is  so  full  of  resom-ces 
that  it  resists  for  a  long  time  the  deteriorating  influences  of  a  les- 
sened dietary ;  the  waste  affects  some  non-vital  part  and  life  goes  on 
But  there  is  a  limit  to  this  endurance.  When  the  diminished 
dietary  has  been  in  operation  for  a  long  time — some  months  for 
instance — it  is  almost  certain  that  in  case  of  an  individual  of  only 
average  stamina  mischief  will  result.  Of  necessity,  the  actual 
quantity  of  food  required  |?er  diem  is  larger  at  the  time  the  growth  is 
most  rapid,  and  consequently  deficiency  in  quantity  is  most  felt  at 
this  period.  In  the  case  of  boys  and  young  men  there  is  not  generally 
any  reluctance  to  indulge  an  appetite  which  should  be  a  large  one, 
but  in  the  case  of  girls  it  is  not  uncommon  to  find  that  there  is  a  sort 
of  feeling  that  the  possession  of  a  good  appetite,  or  at  all  events 
the  innocent  gratification  of  it,  is  a  thing  to  be  deprecated.  And 
it  is  the  fact  that  many  young  women  do  themselves  mischief  by 
deliberately  taking  less  than  is  required  to  maintain  the  body  in  a 
state  of  healthy  growth. 

It  has  been  already  stated  that  the  appetite  is  often  misleading. 
This  appears  to  be  a  point  whicli  requires  to  be  emphasized.  If  the 
appetite  is  wanting  or  defective,  there  is  probably  something 
wrong,  and  steps  should  be  taken  to  ascertain  what  it  is  which  has 
destroyed  or  lessened  the  appetite.  There  are  many  possible 
causes  for  a  want  of  appetite— defective  hygienic  conditions  of 
various  kinds,  actual  disease  of  some  part  of  the  body,  &c.  But 
what  should  be  recognised  is  that  neither  patient  nor  doctor 
should  sit  down  and  simply  allow  things  to  go  on  in  this 
unsatisfiictory  manner.  Such  neglect  will  lead  eventually  to 
disaster.  The  want  of  appetite  is  perhaps  the  first  in  a  chain  of 
symptoms  which  become  graver  and  more  serious  as  the  body 
becomes  month  after  month  debilitated  by  the  slow  starvation 
^hich  it  causes. 
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There  is  much  reason  for  the  belief  that  the  most  important 
of  the  diseases  which  prove  fatal  to  young  persons — the  tubercului- 
affections — have  their  origin  in  deficient  feeding.  It  is,  at  all 
events,  certain  that  this  is  one  of  the  most  important  of  the 
factors  concerned  in  the  production  of  these  diseases.  If  we 
take  the  case  of  a  young  woman  growing  up  under  such  defective 
alimentary  conditions  as  have  been  above  described,  it  is  uncertain 
what  precise  effect  the  chronic  starvation  of  which  she  is  the  sub- 
ject will  have  upon  her — or,  in  other  words,  what  organ  of  the 
body  will  first  feel  the  attack.  It  may  be  the  lungs  or  it  may  be 
the  uterus.  In  the  one  case  the  pulmonary  consumption  occurs, 
in  the  other  softening  and  further  disease  of  the  uterus.  My  own 
experience  has  brought  very  numerous  instances  of  the  latter  result 
under  my  notice,  and  from  some  well-marked  cases  of  the  other 
kind  which  I  have  seen  I  have  been  led  to  attribute  the  first  step 
downwards  to  the  same  cause  in  each  class  of  cases,  viz.  defective 
alimentation.  It  is  rational  to  conclude  that  deficient  alimenta- 
tion will  have  a  tendency  to  affect  all  parts  of  the  body  ;  but  it  is 
in  accordance  with  experience  that  it  affects  some  organs  more 
than  others,  various  accidental  circumstances  influencing  the  body 
— habits,  temperament,  surroundings  of  various  kinds,  determining 
which  particular  organ  shall  feel  the  impetus  of  the  blow,  in  the 
first  instance. 

Judging  from  experience  it  seems  to  me  very  desirable  that 
'  chronic  starvation  '  should  be  admitted  into  the  list  of  recognised 
diseases.  When  alimentation  is  always  deficient  the  condition  of 
the  body  is  one  of  chronic  starvation,*  and  this  is  the  preliminary 
— in  the  majority  of  cases  perhaps  a  necessary  preliminary — to 
the  advent  of  the  various  serious  disorders  recognised  in  medical 
classifications  of  disease. 

There  are,  of  course,  hygienic  laws  to  be  complied  with.  Fresh 
air,  sufficient  clothing,  exercise  well  adjusted  to  the  capabilities 
and  requirements  of  the  body — all  these  are  very  necessary,  but 
the  maintenance  of  the  proper  degree  of  nutritional  activity  is  of 
the  first  importance.  Change  of  air,  change  of  scene,  visits  to 
watering-places,  baths,  &c.,  change  of  occupation — these  are  often 
beneficial ;  but  why  ?  Because  they  restore  the  lost  appetite  ;  and 
if  they  fail  in  this,  comparatively  little  benefit  is  derived. 

Having  treated  many  cases  of  commencing  uterine  disease, 
characterised  as"  above  described  by  softening  and  weakness  of  the 

>  See  Annual  Address  to  the  Harveian  Society,  On  Chronic  Starvation.  Lancet^ 
Jan. 1879. 


OF  CONGESTION,  AND  CONGESTIVE  HYPERTROPHY 


97 


uterus,  I  have  seen  tlie  great  benefits  of  careful  and  assiduous 
feeding  in  the  class  of  cases  requiring  it,  and  have  found  this 
method  of  treatment  so  universally  successful  that  it  can  with  the 
greatest  confidence  be  recommended.  The  principles  which  apj^ly 
in  cases  when  the  malady  has  to  be  cured  are,  of  course,  available 
in  the  preventive  treatment. 

The  foregoing  remarks  indicate  the  importance  which  I  have 
attributed  to  food  and  feeding  in  the  treatment  of  chronic  uterine 
maladies.  In  a  paper  read  before  the  Obstetrical  Society  of 
London  in  1880, 1  stated  that  at  the  All  Saints'  Institution  during 
seven  years  I  had  treated  sixty-seven  cases,  the  majority  of  which 
were  cases  of  uterine  chronic  disease  associated  with  great  general 
weakness  and  a  condition  of  '  chronic  starvation.'  '  The  first  prin- 
ciple of  the  treatment  was  rest.''  The  next  principle  of  treatment 
was  to  improve  the  general  nutrition  of  the  body.  Most  of  the 
cases  afforded  marked  instances  of  chronic  starvation,  sometimes 
of  several  years'  standing.^ 

I  give  the  above  quotation  to  show  the  lines  which  my  practice 
of  late  years  has  followed. 

In  connection  mth  this  subject  it  is  next  to  be  stated  that  Dr. 
"VVeir  Mitchell  ^  of  Philadelphia  has  for  some  years  carried  out  a 
method  of  treatment  in  cases  somewhat  resembling  those  treated 
by  me  in  All  Saints'  Institution,  consisting  in  rest,  massage,  elec- 
tricity, and  food,  all  very  systematically  and  persistently  used,  and 
with  results  the  success  of  which  I  can  quite  understand  from 
what  I  have  observed  in  my  own  cases.  Dr.  Playfair  has  recently  ^ 
made  the  profession  in  this  country  better  acquainted  with  Dr. 
Weir  Mitchell's  very  practical  and  successful  method,  and  has 
published  cases  showing  the  great  success  which  has  followed  his 
adoption  of  Dr.  Mitchell's  treatment. 

Dr.  Playfair  heads  his  paper  on  the  subject  '  Nerve  Prostration 
and  Hysteria  connected  with  Uterine  Disease.'  The  cases  are  those 
in  which  the  patient  has  become  a  confinned  invalid,  and  in  which 
there  is  or  has  been  uterine  mischief:  'the  pain,  the  backache, 
the  leucorrhoea,  the  difficulty  in  progression,  the  disordered  men- 
struation, which  are  attendants  on  the  local  troubles,  have  ended 
in  producing  a  state  of  general  disturbance  in  which  all  the  bodily 
functions  become  implicated.    The  nervous  system  is  profoundly 

'  See  Report  of  Sixty-seven  Ciises  of  Uterine  Distortion,  etc.    Ohst.  Trans 
vol.  xxii. 

^  I'ut  mid  lilood :  and  how  to  mails  them.    London  edition,  Lippincott  1878 
"  LaiLcet,  1881. 
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affected,  the  blood  impoverished,  and  the  general  nutrition  at  the 
lowest  ebb.'  There  is  wasting  of  the  fatty  tissues,  the  appetite  is 
gone,  there  is  dyspepsia,  and  all  exercise  is  abandoned.  The 
patient  becomes  emotional  and  hysterical,  and  all  efforts  at  cure 
have  proved  unavailing. 

An  outline  of  Dr.  Weir  Mitchell's  treatment  is  as  follows  :  

1.  Absolute  repose  and  seclusion  from  home  or  other  accus- 
tomed influence  for  from  six  to  eight  weeks,  the  patient  being 
only  allowed  to  sit  up  gradually. 

2.  Employment  of  massage  of  all  the  muscles  twice  a  day  for 
half  an  hour  at  a  time  at  first,  and  later  on  for  an  hour  and  a 
half. 

3.  Electricity  by  the  interrupted  current  twice  daily,  the 
sponges  being  so  employed  as  to  work  all  the  muscles  succes- 
sively. 

4.  Diet.  At  first  milk  is  given  every  three  hours — in  small 
quantities  at  first,  later  increased.  Then  more  ordinary  food  of 
all  kinds  is  given,  the  quantity  being  gradually  increased,  and  soon 
very  large  quantities  are  capable  of  being  taken,  the  massage  and 
electricity,  as  it  is  considered,  enabling  the  patient  to  take  food  in 
gradually  increasing  quantities  until,  as  in  cases  related  by  Dr. 
Playfair,  a  very  enormous  amount  is  taken  daily. 

The  system  of  treatment  as  above  described  has  the  effect  of 
quickly  improving  the  strength,  in  restoring  the  lost  adipose  tissue, 
and  enabling  the  patient  to  move  about,  and  restoring,  in  fact,  the 
lost  vitality  and  locomotive  power. 

The  massage  and  electricity  are  two  elements  in  the  treatment: 
of  which  I  have  had  but  limited  experience.  I  have  employed; 
baths  and  friction  of  the  skin  as  a  regular  part  of  the  treatmenti 
in  cases  of  great  nutritional  impoverishment,  in  addition  to  thJ 
rest  and  feeding,  and  have  thus  obtained  extremely  good  results! 
but  it  seems  to  be  proved  by  Dr.  Mitchell's  cases  that  the  additioil 
of  systematic  massage  and  electricity  are  extremely  important 
additional  means,  and  there  is  no  doubt  that  they  are  likely  tJ 
help  materially  in  promoting  healthy  nutritional  changes.  I 

It  is  to  be  remarked  that  the  incajDacity  for  locomotion  observed 
in  the  class  of  cases  described  by  Dr.  Mitchell  is,  to  my  mindl 
evidence  that  the  condition  of  the  uterus  in  his  cases  was,  as  J 
rule,  that  which  I  have  described  as  abnormal  softness  of  thJ 
uterus.  The  so-called  '  hysterical '  element  in  these  cases  is  on  J 
which  will  be  discussed  more  properly  in  the  chapter  on  thJ 
'  Neuroses  of  the  Uterus.' 
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TREATMENT  OF  CONGESTION  OF  THE  UTERUS. 

Congestion  is  frequently  associated  with  other  conditions  from 
which  it  is  impossible  to  dissociate  them  in  practice.  Flexions  of 
the  uterus,  softening  of  the  organ,  or  hardening  and  a  certain 
degree  of  hypertrophy  are  the  principal  other  conditions  likely  to 
be  met  with. 

The  congestion  has  to  be  treated  with  due  regard  to  the  proper 
relation  subsisting  between  it  and  the  other  conditions  possibly, 
and  generally,  present. 

According  to  my  experience,  the  cases  are  few  in  which  real 
good  can  be  effected  without  a  careful  attention  to  the  general 
treatment,  by  the  restoration  of  the  nutritional  activity  to  its 
proper  healthy  state  as  an  integral  part  of  the  treatment.  There 
is  frequently  present  a  condition  of  great  general  debility  out  of 
which  the  patient  has  often  to  be  slowly  dragged,  as  it  were,  by 
persevering  efforts  in  this  direction.  A  patient  who  has  been 
persistently  underfed  for  three  or  four  years  will  not  be  capable  of 
restoration  to  strength  in  a  short  time  ;  and  when  the  uterine 
congestion  is  associated  with  such  long-standing  debility,  much 
time  may  have  to  be  spent  in  feeding  the  patient  before  the  local 
ailment  is  satisfactorily  relieved. 

The  method  of  feeding  a  patient  so  reduced,  which  I  have  long 
practised,  is  to  give  food  very  often,  of  such  a  kind  that  it  can  be 
easily  digested,  and  in  very  small  quantities  at  a  time,  sometimes 
every  two  hours.  Liquid  food,  soups,  milk,  eggs  beaten  up,  &c., 
are  best  at  first ;  solid  food,  also  in  very  small  quantities,  to  be 
given  later  on.  The  digestive  power  is  then  improved  and  the 
appetite  often  returns  with  unexpected  rapidity.  The  addition  of 
massage  and  electricity,  according  to  Dr.  Weir  Mitchell's  plan  (see 
p.  98),  promises  to  be  very  serviceable  in  expediting  this  nutritional 
improvement.  The  important  principle  of  endeavom'ing  to  make 
up  for  past  deficiencies  by  careful  diet  cannot  be  neglected  if  success 
is  to  attend  our  efforts  to  cure  the  patient. 

My  experience  has  taught  me  much  as  to  the  power  of  food  in 
curing  disease,  particularly  of  course  in  the  cases  coming  before 
me  which  have  been  mostly  cases  of  uterine  diseases.  And  in  fact 
I  may  say  that  I  have  been  thus  taught  some  very  important 
lessons  in  regard  to  the  pathology  of  uterine  diseases.  The  effects 
of  careful  dieting  in  chronic  cases  of  uterine  disease  I  have  found  to 
be  so  marked  that  it  became  evident  the  uterine  disease  was  largely 
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due  to  the  deficiencies  which  I  had  been  induced  to  set  about 
correcting,  and  the  condition  described  as  softness  of  the  uterus 
became  from  that  time  intelligible  to  me. 

The  efficacy  of  general  treatment  in  cases  of  uterine  disease 
— the  '  constitutional '  treatment  as  it  has  been  termed — has  been 
insisted  on  by  the  late  Dr.  Eigby,  Dr.  Henry  G.  Wright  and  other 
gynaecologists.  So  far  as  I  have  been  able  to  determine,  the 
'  constitutional '  treatment  is  beneficial  in  direct  proportion  as 
it  helps  to  more  vigorously  nourish  the  body  and  every  part 
of  it,  including  the  uterus.  Whatever  conduces  to  this  end  is 
likely  to  be  of  service.  Food  is  in  fact  the  great  constitutional 
remedy. 

PREVENTIVE  TREATMENT  DURING  MENSTRUATION. 

The  promotion  of  regularity  as  regards  quantity  and  time  of 
appearance  of  menstruation  is  very  important  in  order  to  prevent 
congestion  of  the  uterus.  Care  during  menstruation  is  incumbent 
on  all'vomen,  and  even  those  in  apparently  good  health  cannot  dis- 
regard themselves  in  this  respect  without  danger.  It  is  highly 
important  that  the  natural  congestion,  as  it  may  be  termed,  of 
menstruation  should  not  be  protracted.  If  there  is  the  slightest 
tendency  to  disease  of  the  uterus  rest  should  be  taken  at  the 
period,  and  violent  exercise  avoided,  especially  in  conjunction  with 
outward  application  of  cold.  Sitting  in  wet  clothes  or  wet  shoes, 
standing  on  damp  or  wet  floors,  these  are  all  sources  of  danger. 
In  the  work  of  Mary  Putnam  Jacobi  '  will  be  found  the  results  of 
extensive  inquiries  as  to  the  necessity  for  rest  from  mental  and 
other  work  during  the  period  of  menstruation.  The  general  con- 
clusion is  that  work  cannot  be  advantageously  continued  during 
the  menstrual  period  in  the  majority  of  cases.  Such  is  the  neces- 
sary conclusion  so  far  as  those  particular  observations  go;  whether 
it  is  the  case  that  in  all  countries  the  disqualification  for  work 
during  menstruation  is  so  wide-spread  as  it  appears  to  be  in  the 
United  States  is  another  question.  On  the  whole,  my  own  personal 
observations  would  lead  me  to  the  inference  that  the  disqualifica- 
tion is  hardly  so  frequently  observed  in  England  as  it  appears  to  be 
in  America. 

^  The  QuexUon  of  Rest  for  Women  during  Metistrxiation.  By  ]\fary  Futuaui 
Jacobi.    New  York,  1 877. 
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PREVENTIVE  TREATMENT  IN  CHILD-BED. 

Congestion  of  the  uterus  has  so  frequently  its  stai'ting-point 
in  a  '  bad  getting-up,'  as  it  is  termed,  after  parturition,  that  some 
special  remarks  are  required  on  the  subject  of  the  preventive 
treatment. 

Above  all  it  is  necessary  to  seciu-e  healthy  and  rapid  involution 
of  the  uterus,  whereby  its  bulk  is  reduced,  the  nutritive  changes 
hastened,  and  the  restoration  to  its  normal  size  and  bulk  effected. 
The  patient  should  maintain  the  horizontal  posture  for  some  days, 
and  should  not  be  allowed  to  perform  movements  calculated  to 
strain  the  abdominal  muscles.  And  as  soon  as  possible  after  the 
lochia  have  ceased,  the  use  of  the  hip-bath,  or  of  the  vaginal 
douche  (see  chapter  on  '  Leucorrhoea '),  should  be  commenced. 
G-reat  care  should  be  taken  to  prevent  constipation  of  the  bowels. 
The  diet  should  be  very  carefully  supervised.  In  women  who  have 
been  in  a  good  state  of  health  previously  it  is  simply  necessary  to 
give  ordinary  food  and  in  ordinary  quantities,  not  omitting  to  do  so 
even  on  the  day  following  the  delivery. 

In  those  patients  who  are  weakly  food  must  be  given  very  often  ; 
and  liquid  nourishment,  as  soups,  eggs,  beef-tea,  etc.,  are  to  be 
given  frequently  and  between  the  ordinary  meals.  Night  feeding 
is  very  necessary  in  weakly  women  during  child-bed,  great  ex- 
haustion often  setting  in  about  four  or  five  in  the  morning :  exercise 
should  be  taken  in  moderation,  at  first ;  walking  should  not  be 
commenced  until  two  or  three  weeks  have  elapsed.  It  is  usually 
advisable  to  apply  a  moderate  support  to  the  abdomen  by  means 
of  an  elastic  bandage.  Very  great  benefit  will  be  derived  from 
attending  to  these  simple  rules,  and  it  is  very  certain  that  a 
neglect  of  them  has  frequently  the  result  of  originating  a  trou- 
blesome and  painful  disease.  It  is  important,  as  a  further  means 
of  securing  perfect  contraction  of  the  uterus  after  delivery,  to 
induce  the  patient  to  suckle  her  child,  although  this  course  cannot 
from  the  debility  of  the  patient  always  be  recommended.  In 
women  who  are  liable  to  abortions,  the  majority  of  whom  are 
affected  with  uterine  flexion,  it  is  necessary  to  take  double  pre- 
cautions ;  we  frequently  find  that  the  uterus  becomes  diseased 
from  the  fact  that  the  pregnancies  rapidly  succeed  each  other,  the 
uterus  not  having  recovered  its  natural  size  when  it  becomes 
again  occupied  by  an  ovum.  In  such  cases,  unless  care  be 
exercised,  the  liability  to  abortion  is  perpetuated,  and  the  local 
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evil  intensified.  We  must  insist  on  the  necessity  for  allowing 
the  uterus  a  period  of  rest ;  this  is  equally  necessary  after  an 
abortion,  and  after  an  ordinary  labour;  in  many  cases,  the  habit 
of  abortion  is  only  to  be  broken  through  by  enforcing  a  separation 
of  the  husband  and  wife  for  some  months,  during  which  time 
efforts  are  to  be  made  to  reduce  the  uterus  to  its  normal  size  and 
to  its  natural  condition.  There  can  be  no  doubt  that  by  judi- 
ciously watching  over  and  supervising  the  function  of  parturition, 
and  regulating  the  conduct  of  the  patient  afterwards,  we  can  effect 
much  good  in  cases  where  the  uterus  is  liable  to  fall  into  a  state  of 
chronic  enlargement  and  congestion. 

The  congestion  which  is  apt  to  occur  after  labour  is  of  a  passive 
kind ;  the  large  size  of  the  uterus  enables  it  to  hold  much  blood. 
It  is  also  softer  than  usual,  and  the  great  danger  of  this  undue 
softness  and  weight  of  the  organ  is  that  there  thus  arises  a  strong 
predisposition  to  severe  displacement  of  the  organ.  The  order  of 
events  is  frequently:  1.  Defective  involution;  2.  Congestion; 
3.  Displacement,  including  flexion ;  4.  Congestion  created  and 
kept  up  by  the  flexion  ;  5.  Hindrance  to  further  perfection  of  the 
involution  by  the  other  already-mentioned  conditions. 


GENERAL  TREATMENT  OF  CONGESTION  AND  CONGESTIVE 
HYPERTROPHY  OF  THE  UTERUS. 

In  other  chapters  (see  pp.  75  etseq.)  the  question  of  the  mecha- 
nical production  of  congestion  has  been  discussed.  It  is  un- 
doubtedly the  fact  that  distortions  of  the  uterus  are  in  great  part 
the  cause  of  congestion  of  the  uterus  as  we  meet  with  it  in  prac- 
tice. When  the  congestion  is  a  mechanical  congestion  it  can  be 
quickly  and  materially  relieved  by  removing  the  cause — that  is  to 
say,  by  taking  steps  to  restore  the  uterus  to  its  normal  shape  and 
position,  thus  allowing  the  blood  in  the  uterine  vessels  more  freely 
to  circulate.  The  uterus  is  in  many  cases  extremely  amenable  to 
mechanical  influences  acting  from  without.  Thus  in  a  case  of 
anteflexion  the  placing  of  the  patient  on  the  back  will  help  to 
remove  congestion  associated  with  the  dislocation,  whereas  in  eases 
of  congestion  due  to  retroflexion  the  reverse  treatment  will  be 
necessary.  So,  again,  the  knee  and  elbow  position,  by  raising  the 
fundus  uteri,  often  so  assists  the  uterine  circulation  that  conges- 
tion is  thereby  relieved.  These  points  will  be  more  fully  enlarged 
upon  in  the  chapter  on  the  '  Treatment  of  Flexions.'  This  method 
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of  treating  congestion  of  the  uterus  is  of  primary  importance,  and 
it  can  frequently  be  carried  out  without  resort  to  instruments  at 
all.  The  effects  producible  are  sometimes  extremely  rapid  in 
their  development,  and  the  principle  of  the  treatment  is  so  simple 
that  it  is  readily  to  be  understood  and  applied  in  practice. 

The  practice  of  leeching  the  uterus  in  order  to  remove  conges- 
tion is  in  its  way  a  mechanical  method  of  treatment.  It  is  one 
which  was  very  much  practised  a  few  years  ago,  and  it  is  still  largely 
employed  by  practitioners  who  are  not  practically  aware  of  the 
intimate  connection  as  cause  and  effect  subsisting  between  flexions 
and  chronic  congestion  of  the  uterus,  and  who  have  not  had  oppor- 
tunities for  observing  the  extreme  rapidity  with  which  the  conges- 
tion as  a  rule  subsides  when  the  uterus  is  so  treated  that  its 

t 

circulation  is  no  longer  obstructed.  The  withdrawal  of  blood 
from  the  congested  os  uteri  by  leeches  removes  for  the  moment 
the  congestion  of  that  part  (though  it  has  less  effect  on  the  con- 
gestion of  the  body  of  the  uterus),  and  when  the  process  is 
repeated  for  some  weeks  two  or  three  times  a  week,  has,  no  doubt, 
an  appreciable  effect  of  a  beneficial  character.  But  if  the  same 
result  can  be  obtained  by  other  and  more  simple  means,  and 
without  taking  away  blood,  and  therewith  strength,  the  simpler 
method  will  in  the  end  come  to  be  preferred.  On  the  view  which 
supposes  the  congestion  to  be  a  sort  of  disease  of  itself,  the  leech- 
ing would  undoubtedly  commend  itself  as  rational;  but  if  the 
congestion  be  a  mere  mechanical  result  of  some  other  condition  of 
the  uterus,  obviously  the  rational  course  to  pursue  will  be  to  deal 
with  that  other  condition,  in  the  first  place  at  all  events.  Leeches 
will,  however,  be  found  useful  in  cases  where  the  uterus  has 
become  hypertrophied  as  well  as  congested. 

Certain  manipulations  necessary  in  applying  leeches  must  be 
mentioned.  Unj^leasant  or  inconvenient  results  are  apt  to  occur 
when  the  leeches  attach  themselves  either  within  the  os  uteri,  or 
on  the  walls  of  the  vagina.  A  moderate-sized  speculum  is  to  be 
first  introduced,  so  that  its  upper  extremity  touches  the  vaginal 
portion  of  the  cervix  at  every  point,  and  a  small  piece  of  lint  is 
next  inserted  in  the  os  itself.  The  leeches  (three  or  four  in 
number)  are  then  pushed  up  the  tube,  and  allowed  to  fix  them- 
selves on  the  exposed  portion  of  the  cervix.  It  may  be  necessary 
to  use  an  injection  of  tepid  water  previously  to  applying  the 
leeches,  and  to  remove  the  discharge  covering  the  surfiice  of  the 
i  cervix  by  means  of  a  piece  of  lint.  When  the  leech  attaches 
I  itself  to  the  interior  of  the  os,  or  to  the  vaginal  wall,  the  patient 
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usually  experiences,  especially  in  the  former  case,  sharp  pain. 
To  detach  the  leech  under  such  circumstances,  an  injection  of  salt 
and  water  is  to  be  used.  It  must  not  be  forgotten  that  the 
bleeding  from  leech  bites  on  the  os  uteri  is  sometimes  very  pro- 
fuse, it  may  be  even  alarming. 

Scarifications  or  punctures  of  the  congested  uterine  cervix, 
either  externally  on  the  surface  of  the  vaginal  portion,  or  within 
the  canal,  are  of  great  use  in  some  instances,  especially  in  reducing 
the  size  in  cases  of  hypertrophy  of  the  part.  The  remedy  is 
applicable  to  the  same  class  of  cases  as  those  requiring  leeches. 
A  number  of  slight  scarifications  are  better  than  two  or  three 
deeper  ones.  In  performing  scarification  of  the  cervical  canal, 
a  small  knife  of  peculiar  shape  and  construction  is  necessary. 

Use  of  Hot  Water  Injections. — Of  late  years  the  efiicacy  of  hot 
water  injections — temperature  100°  to  110° — has  been  frequently 
observed  in  the  treatment  of  uterine  congestion.  Dr.  Emmet,  of 
New  York,  largely  employed  it,  and  I  have  for  the  last  two  or  three 
years  rather  extensively  recommended  it.  On  the  whole  there 
seem  to  be  good  reasons  for  avoidance  of  cold  water  for  injections 
or  affusions  to  the  uterus.  There  was  formerly  a  notion,  which  I 
myself  shared,  that  cold  water  was  a  good  application  in  cases  of 
congestion  of  the  uterus.  I  no  longer  think  so.  The  hot  water 
high  temperature  douche  may  be  employed  twice  a  day;  the 
quantity  used  may  be  one  or  two  pints  or  more. 

In  cases  of  congestive  hypertrophy  of  the  cervix  uteri,  when: 
the  OS  presents  nodular  masses  instead  of  the  natural-shaped 
orifice,  the  repeated  application  of  the  hot  water  as  above  men- 
tioned is  a  valuable  assistance  in  promoting  absorj)tion,  the  applica- 
tion being  made  daily  for  some  weeks. 

Baths  and  Watering-Places. — In  obstinate  cases,  the  greatest 
benefit  is  sometimes  derived  from  the  internal  and  external  use  of 
mineral  waters  of  various  kinds ;  the  effects  produced  being  dependent 
partly  on  the  change  of  scene  and  occupation,  partly  on  the  increased 
activity  of  the  skin  induced  by  the  use  of  the  baths,  and  partly  on 
some  special  action  of  the  waters  used.  The  choice  of  a  watering-place 
is  a  matter  of  some  moment.  In  cases  complicated  with  dyspepsia 
and  with  defective  action  of  the  abdominal  circulation,  Vichy  o. 
Hombourg  may  be  recommended.  Where  the  action  of  the  ab- 
dominal viscera  is  sluggish,  and  where  there  is  great  constipation, 
the  baths  of  Carlsbad  or  Marienbad  are  very  useful,  especially  in  the 
case  of  patients  who  have  been  in  the  habit  of  indulging  too  much 
in  the  pleasures  of  the  table.    Many  others  might  be  mentioned, 
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equally  efficacious  in  improving  the  condition  of  the  abdominal 
circulation  and  the  state  of  the  digestive  organs,  such  as  the 
waters  of  Piillna,  Seidlitz,  Purton,  &c.,  which  contain  sulphate 
of  magnesia  and  soda,  and  are  therefore  of  an  aperient  character. 
In  cases  where  we  desire  to  act  chiefly  on  the  skin,  and  to  effect  a 
derivation  to  the  surface,  the  '  indifferent '  thermal  waters  offer 
advantages;  the  waters  of  Wildbad,  Schlangenbad,  Gastein, 
Clifton,  Buxton,  &c.,  deserve  mention  in  this  respect.  Warm 
sea-water  baths  act  in  like  manner  ;  they  are  very  efficacious,  and 
have  the  additional  advantage  of  being  pretty  accessible.  There 
are  cases  in  which  the  uterus  and  pelvic  organs  generally  appear 
to  be  in  an  atonic  relaxed  state,  and  for  the  relief  of  this  class  of 
patients  chalybeates  ai-e  found  most  serviceable.  The  waters 
of  Schwalbach,  Pyrmont,  Spa,  Driburg,  Kissingen,  Franzensbad, 
and  Fachjngen,  are  the  best  adapted  for  patients  suffering  from 
the  above  symptoms,  associated  as  they  usually  are  with  anaemia, 
pallidity  of  the  surface,  tendency  to  headaches,  &c.  The  iodo- 
bromated  waters  of  Kreuznach,  Hall,  Durkheim,  and  Krankenheil, 
are  specially  to  be  recommended  in  cases  of  the  more  chronic 
kind,  especially  when  the  uterus  is  the  seat  of  indurations,  how- 
ever caused.  The  Woodhall  Spa  in  Lancashire  enjoys  a  reputa- 
tion for  qualities  analogous  to  those  of  Kreuznach.  For  neuralgic 
or  rheumatic  cases,  Wiesbaden,  Baden-Baden,  Ems,  and  Bath 
enjoy  deserved  repute.  In  cases  where  it  is  considered  desirable 
to  administer  iron  in  small  quantities,  together  with  an  aperient, 
waters  such  as  those  of  Kissingen  or  Selters  are  the  best.  The 
baths  of  Driburg  have  been  found  peculiarly  efficacious,  _taken 
during  pregnancy,  in  cases  where  there  is  a  tendency  to  disease  of 
the  foetus;  the  waters  in  question  are  chalybeate,  but  contain 
also  lime  in  solution.^ 

Astringent  and  Caustic  Applications  to  the  Os  Uteri,— As 
subsidiary  measures  these  local  applications  are  frequently  of  great 
service. 

Solutions  of  alum  or  of  tannic  acid,  or  the  latter  in  form  of 
oak  bark  decoction,  are  the  astringents  most  commonly  employed 
in  the  form  of  an  injection  used  once  or  twice  daily.  Many  other 
astringents  have  been  also  employed  with  advantage.  Caustic  appli- 
cations have  been  very  frequently  employed  in  cases  where  the 
malady  supposed  to  be  present  was  ulceration  of  the  os  uteri,  and  in 
another  class  of  cases  also  where  the  lips  of  the  os  are  hypertrophied 

'  For  further  information  on  the  subject  of  baths,  see  Dr.  Althaus'  work,  The 
Hjfas  of  Mropc.    London  :  Trubner, 
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(congestive  hypertrophy).  The  caustic  agents  used  have  been  of 
various  kinds,  from  the  solid  nitrate  of  silver,  comparatively  mild 
in  its  action,  to  the  acid  nitrate  of  mercury  or  caustic  potash.  The 
stronger  caustics  have  been  rather  frequently  employed  to  melt 
down  and  actually  destroy  the  nodular  projecting  lips  of  the  os  uteri 
as  well  as  to  produce  a  healing  of  the  so-called  ulcers.  The  use  of 
severe  caustics  in  this  manner  had  a  powerful  effect,  and  in  not  a 
few  cases  had  the  efifect  of  not  only  removing  the  hypertrophy  but 
of  producing  a  closure  of  the  aperture  of  the  os  uteri,  with  con- 
sequent grave  inconveniences.  When  the  lips  of  the  os  are  fis- 
sured deeply,  and  present  nodular  projections,  the  best  treatment 
consists  in  first  of  all  reducing  the  bulk  by  persevering  with  daily 
injections  of  hot  water,  and  afterwards  repairing  the  lacerations  by  a 
plastic  operation  (see  chapter  on  '  Lacerations  of  the  Cervix  Uteri '). 

The  waters  of  Kreuznach  are  specially  serviceable  in  the  con- 
centrated form  in  cases  of  chronic  congestive  hypertrophy  of  the 
uterus  and  cervix,  their  use  being  continued  for  some  few  weeks  at 
a  time. 

The  milder  caustic  agents  are  of  service  in  accelerating  the 
removal  of  hypertrophies  of  the  lips  of  the  os  uteri.  The  solid 
nitrate  of  silver  and  the  iodine  liniment,  or  the  liquor  (which 
latter  is  the  weaker)  of  the  British  Pharmacopajia,  are  the  agents 
I  prefer.  Strong  solution  of  bromine  is  also  a  useful  agent  for  the 
purpose.  These  agents  are  applied  on  cotton  wool  by  means  of 
the  speculum :  the  os  and  cervix  being  well  exposed,  the  secre- 
tions are  to  be  removed  and  the  sm-face  well  dried  by  means  of 
a  piece  of  lint  or  cotton  wool,  and  the  caustic  then  applied. 

The  only  cases  in  which  stronger  agents  seem  admissible  are 
those  in  .which  there  is  a  small  growth  which  requires  actual 
removal— for  instance,  those  in  which  the  interior  ol  the  os  pre- 
sents those  excrescences  or  developments  of  the  mucous  membrane 
known  as  mucous  -polypi ;  those  cases  also  in  which  the  mucous 
follicles  around  the  os  become  swelled  out  and  distended,  present- 
ing the  little  round  enlargements  known  as  the  Nabothian  bodies. 
In  the  application  of  the  stronger  caustics,  we  have  an  expeditious 
mode  of  dealing  with  the  pathological  conditions  in  question. 
The  rare  cases  in  which  true  chancre  of  the  os  or  cervix  uteri  is 
present  come  under  the  same  category. 

Whenever  the  strong  caustics  are  used,  very  great  care  is  neces- 
sary to  prevent  the  tissues  adjoining  to  the  cervix  uteri  from  being 
injured.  These  tissues  must  be  guarded  in  a  suitable  manner 
during  the  operation,  and  precautions  used  to  prevent  the  caustic 
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applied  to  the  smface  of  the  cervix  from  coming  into  contact  with 
the  opposed  sm-faces  of  the  vagina,  when  the  operation  is  over, 
and  the  speculum  withdrawn. 

The  actual  cautery  has  been  a  favourite  remedy,  especially 
in  France,  in  the  treatment  of  chronic  induration  or  inflammation 
of  the  vaginal  portion  of  the  cervix  uteri.  The  application  is 
made  through  a  horn  speculum,  specially  constructed  for  the 
pm-pose,  and  is  repeated  at  intervals  of  a  few  days,  each  por- 
tion of  the  indurated  surface  being  thus  successively  covered 
with  eschars. 

Internal  Remedies. — On  the  supposition  that  proper  measures 
,  are  being  taken  to  remove  the  cause  of  the  congestion  and  improve 
the  uterine  circulation,  we  have  to  consider  what  other  internal 
treatment  is  required.    Ergot  given  at  intervals  in  small  doses, 
\  or  by  the  subcutaneous  method  is  one  of  the  internal  remedies 
1  most  appropriate  for  reducing  chronic  uterine  congestion.  Probably 
■  next  in  order  stands  bromine,  or  mineral  waters  containing  it. 
'  The  Kreuznach  water  is  one  of  these,  and  its  use  continued  over 
!  many  weeks  has  a  considerable  effect  in  most  instances.  Bromide 
of  potassium  may  be  given  as  a  medicine,  ten  or  fifteen  grains 
H  twice  a  day.    It  may  also  be  used  as  an  injection  for  the  vagina. 

The  Kreuznach  water  (in  the  more  or  less  concentrated  form)  can 
I  be  very  usefully  thus  employed.    Its  topical  action  on  the  uterus 
is  undoubtedly  good,  especially  in  cases  where  there  are  hyper- 
trophies of  the  OS  uteri  present. 

A  mild  mercmial  com'se,  following  the  suggestion  of  Dr.  Old- 
ham, has  been  often  employed  in  order  to  reduce  the  size  of 
the  organ  in  cases  of  chronic  congestive  hypertrophy.  The  remedy 
is  undoubtedly  efficacious  in  some  instances.  But  it  requires 
care,  for,  if  the  patient  be  very  weakly,  it  may  do  more  harm 
1  than  good. 

Relief  of  Pain. — There  are  many  cases  of  congestion  of  the 
:  uterus  in  which  immediate  treatment  of  a  palliative  character  is 
required  for  the  relief  of  pain. 

The  remedies,  opiates,  fomentations,  &c.  which  may  be  ad- 
vantageously employed  under  such  circumstances  will  be  described 
in  the  chapter  on  '  Treatment  of  Flexions  '  (see  p.  189). 

TREATMENT  OF  HYPERTROPHY  OF  THE  UTERUS. 

The  remarks  above  made  as  to  the  treatment  of  congestive 
hypertrophy  of  the  uterus  are  applicable  to  the  treatment  of 
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hypertrophy  without  congestion.  When  the  uterus  is  altered  in 
shape  it  is  of  primary  importance  to  rectify  the  shape.  Iodide  of 
iron  is  a  medicine  which  appears  very  useful  in  chronic  cases  in 
reducing  the  size  of  the  uterus.  Baths,  injections,  as  above 
described,  require  to  be  perseveringly  employed.  Even  in  long- 
standing cases  the  bulk  of  the  uterus  can  be  reduced  very  materially 
if  care  be  taken  to  assist  the  uterine  circulation,  and  to  maintain 
the  strength  of  the  patient. 
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ABNOEMAL  CONDITIONS  OF  THE  LINING  OF  THE  UTERUS. 


General  Employment  of  term  Endometritis — Explanation  of  these  Cases — Cau%e 
most  frequently  Ketention  in  Uterine  Cavity  of  Irritating  Discharges,  Reten- 
tion being  due  to  Uterine  Distortion — Importance  of  Drainage  of  Uterine 
Cavity — Fungous  Condition  of  the  Lining  of  the  Body  of  the  Uterus  shown  to 
be  really  Congestive  Hypertrophy  of  the  Mucous  Membrane. 

The  terms  endometritis,  endocervicitis,  have  been  employed  to 
designate  the  condition  of  the  lining  membrane  of  the  interior 
of  the  body  of  the  uterus  and  of  the  cervix,  respectively  met  with 
in  cases  of  so-called  inflammation  of  the  uterus.  And  these  af- 
fections (endometritis  and  endocervicitis)  constitute  for  several 
gynaecologists  of  repute  substantial  and  important  and  inde- 
pendent diseases.  The  presence  of  pain,  coupled  with  presence  of 
a  copious  discharge  from  the  uterine  cavity,  is  taken  to  imply  that 
the  affection  present  is  mainly  this  endometritis,  and,  further, 
that  it  is  a  primary  afifection.  But  there  are  good  grounds  for 
disputing  the  accuracy  of  this  view. 

Endometritis  does  probably  occur  as  a  separate  and  distinct 
ailment.  Thus,  one  of  the  effects  of  a  severe  chill  is  to  set  up  a 
morbid  condition  of  the  Hning  of  the  uterus,  which  becomes 
irritated  in  common  With  the  tissues  of  the  uterus  generally.  The 
Hning  of  the  uterus  may  also  be  irritated  and  inflamed  by  various 
applications  from  without.  And  there  is  no  doubt  also  that 
traumatic  influences  acting  on  the  lining  of  the  uterus —laceration 
by  the  point  of  the  sound,  for  instance — may  set  up  dangerous 
irritation.  In  the  latter  case,  however,  we  have  a  real  pyjemic 
process  introduced.  Apart  from  traumatic  influences,  it  may  be 
said  that  endometritis  is,  as  a  distinct  disease,  not  by  any  means 
common. 

The  importance  which  '  endometritis '  holds  in  the  estimation 
of  some  uterine  pathologists  necessitates  a  discussion  in  this  j^lace 
of  the  whole  question.  Those  who,  rejecting  as  unphilosophical 
and  untrue,  when  tested  clinically,  the  theory  of  all  uterine  mala- 
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dies  being  situated  at  the  cervix,  and  who  have  contended  for  the 
body  of  the  uterus  having  a  little  more  attention  paid  to  it,  have 
been  themselves  divided  into  two  camps.  Some  have  held  that  the 
tissues  of  the  walls  of  the  body  of  the  uterus  are  affected  with 
inflammation  ;  others  consider  the  lining  of  the  body  of  the  uterus 
to  be  the  principal  seat  of  the  disorder. 

I  have  all  along  expressed  my  agreement  with  those  who, 
like  Scanzoni,  contend  for  the  importance  of  the  affections  of  the 
body  of  the  uterus. 

The  absence  of  'a  free  outlet  for  the  uterine  secretions  is  a 
fertile  som'ce  of  irritation  of  the  uterine  lining.  Thus  the  flexions 
of  the  uterus  are  causes  of  such  irritation,  leading,  as  they  do  so 
frequently,  to  a  partial  and  valvular  closure  of  the  internal  os 
uteri.  The  fluid  collects  in  and  distends  the  body  of  the  uterus, 
it  is  retained  and  becomes  irritating. 

The  presence  of  excessive  discharge  from  the  interior  of  the 
body  of  the  uterus  is  in  so  many  cases  obviously  connected  with  an 
obstruction  at  the  internal  os  uteri  leading  to  retention  of  the 
secretion  within  the  uterus,  that  it  is  impossible  to  escape  the 
conclusion  that  it  is  this  obstruction  which  is  responsible  for 
the  excessive  secretions.  Under  the  head  of  '  Flexions  '  of  the 
uterus  this  matter  will  require  further  development ;  but  here  I 
would  state  that  the  facts  and  the  results  of  that  special  treatment 
for  endometritis  which  is  in  favour  with  some  practitioners  equally 
fall  in  with  this  view  of  the  case. 

Accepting,  therefore,  the  assertion — which  is  undeniable — that 
in  certain  cases  the  lining  of  the  body  of  the  uterus  is  in  a  dis- 
ordered state,  evidenced  by  profuse  secretions  from  it,  by  purulent 
or  offensive  discharges  therefi-oin  ;  and,  putting  on  one  side  cases 
of  cancer,  cases  (very  rare)  of  tuberculosis  of  the  uterus,  cases  of 
gonorrhoea  and  syphilis,  I  continue  to  hold  the  opinion,  expressed  in 
the  last  edition  of  this  work,  that  this  disordered  state  of  the  lining 
of  the  body  of  the  uterus  is  generally  the  result  of  retention  of 
natural  secretions  and  the  irritation  proceeding  therefrom. 

Anyone  who  has  treated  cases  of  flexion  of  the  uterus  is  familiar 
with  the  fact  that  the  uterine  body  is  frequently  enlarged  and  dis- 
tended by  accumulation  of  fluid  within  it.  This  fluid  escapes  from 
time  to  time,  but  until  the  flexion  is  relieved  the  accumulation  is 
apt  to  occur.  When  menstruation  occurs  under  these  circum- 
stances the  menstrual  products  are  also  apt  to  be  detained  in 
utero.  The  '  period '  is  protracted  and  may  be  very  painful.  The 
retained  prodiicts  irritate  the  interior  of  the  uterus,  become  broken 
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up,  mixed  with  further  secreted  watery  fluid,  and  finally  escape  in 
gushes  as  a  puriform  fluid.  Dysmenorrhcea,  menorrhagia,  lencor- 
rhcea,  are  all  symptoms  which  may  be  mixed  up  with  such  retention 
of  fluid  in  utero,  and  therefore  it  is  impossible  to  dissociate  their 
consideration  from  the  question  of  possible  endometritis,  and  the 
possibly  altered  condition  of  the  lining  of  the  uterus  must  of  course 
be  considered  in  conjunction  with  these  symptoms  and  their  con- 
nection pointed  out.  In  this  place  we  are  concerned  with  the 
question  as  to  the  substantiality  of  endometritis  as  a  distinct 
disease.  It  really  appears  to  be,  in  the  majority  of  cases,  but  an 
efi'ect,  an  accident — so  to  speak — of  other  concomitant  disorders  of 
the  uterus:  important,  no  doubt,  as  an  effect,  but  still  an  efi'ect. 
Constituting  indisputably  a  source  of  discomfort  and  giving  rise  to 
various  symptoms,  but  not  a  primary  condition  in  the  proper 
sense  of  the  word. 

The  key  to  the  proper  understanding  of  most  of  the  cases  of 
so-called  endometritis  is  the  due  recognition  of  the  importance  of 
drainage  of  the  uterine  cavity.  Provision  must  be  made  for 
escape  of  the  secretions,  and  the  conditions  capable  of  producing 
retention  of  these  products  must  be  understood.  When  the  uterus 
has  a  shape  resembling  that  of  a  retort  the  circumstances  are  not 
favourable  to  free  and  easy  drainage  of  its  interior,  and  attentive 
observation  of  two  or  three  cases  of  chronic  flexions  of  the  uterus, 
associated  with  so-called  endo-metritis,  will  make  it  evident  to  the 
inquirer  that  the  real  relation  subsisting  between  the  bending  of 
the  uterus  and  the  presence  of  fluid  and  profuse  secretions  from 
the  uterine  interior  is  one  of  cause  and  effect. 

The  analogy  between  cases  of  puriform  discharge  from  the 
uterus  and  chronic  cystitis  due  to  stricture  of  the  urethra,  is,  so 
far  as  is  possible,  complete.  In  both  we  have  distension  of  a 
muscular  organ  to  an  unnatural  degree  with  secreted  products, 
irritation  of  the  interior  by  the  retained  product,  alterations  of 
the  fluid  secreted,  &c.  The  stricture  of  the  urethra  is  analogous 
to  the  bend  in  the  uterus — both  obstruct  excretion. 

The  various  effects  witnessed  in  cases  of  so-called  endometritis 
are  then  explainable  on  the  deficient  drainage  hypothesis.  The  view 
here  expressed  has  been  opposed  and  criticised  in  many  quarters, 
but  it  is  sufficient  to  examine  the  details  of  the  cases  published 
with  the  endeavour  to  controvert  these  views,  in  order  to  obtain 
evidence  corroborative  of  their  accuracy.  The  endometritis  theory 
of  uterine  disease  has  suggested  the  necessity  of  making  applica- 
tions of  caustic  or  other  materials  to  the  interior  of  the  uterus  in 


112 


ABNORMAL  CONDITIONS  OF  THE 


order  to  get  at  the  root  of  the  supposed  disease.  This  treatment 
has  •  been  found  very  serviceable  in  relieving  patients  of  the 
symptoms  which  they  presented.  But  the  very  process  adopted 
of  application  to  the  interior  of  the  uterus  of  the  cauterising 
agents,  of  necessity  so  alters  the  shape  of  the  uterus  as  to  abolish 
for  the  time  being  the  retention.  The  instruments  inserted  are 
generally  nearly  straight.  The  canal  of  the  cervix  is  indeed  some- 
times artificially  dilated  in  order  more  easily  to  apply  the  remedy, 
and  by  these  means  the  flexion,  which  previously  existed,  is  of 
necessity  more  or  less  destroyed.  Thus  one  effect,  at  all  events,  is 
produced,  viz.  a  complete  and  perfect  drainage  of  the  uterine 
interior.  The  patient  is,  we  will  suppose,  cured  after  repetitions 
of  this  process  ;  but  now  comes  the  question.  How  much  of  the 
cure  depends  on  the  straightening  of  the  canal,  with  the  consequent 
complete,  if  only  temporary,  drainage  of  the  uterus,  and  how  much 
on  the  internal  cauterisation  ? 

One  method  of  answering  the  question  is  by  an  examination 
of  the  results  of  treatment  limited  to  the  straightening  of  the 
uterine  canal.  It  is  the  fact  that  these  results  are  of  the  most 
satisfactory  kind,  and  they  undoubtedly  prove  that  intra-uterine 
medication,  so  much  insisted  on  as  necessary  for  the  cure  of  endo- 
metritis, is  not  required,  and  that  the  supposed  good  effects  of  it 
would  be  equally  witnessed  after  more  simple  treatment. 

The  following  remarks  of  Dr.  Thomas  in  the  last  edition  of  his 
work  (1880)  on  applications  to  the  uterine  cavity  in  cases  of  endo- 
metritis may  here  be  quoted.  Dr.  Thomas  says :  '  Enlarging 
experience  during  the  past  five  years  has  led  me  to  become 
sceptical  as  to  the  utility  of  the  course.  Observation  and  expe- 
rience have  so  changed  my  own  practice  that  I  find  myself  very 
rarely  resorting  at  present  to  applications  above  the  os  internum 
uteri.  They  very  generally  fail  in  curing  the  disease,  and  they 
are  by  no  means  void  of  danger.' 

And  with  regard  to  the  effect  of  the  '  curette  treatment  for 
fungosities,'  he  says, '  in  a  great  many  cases  he  has  had  to  repeat  the 
operation  of  scraping  about  once  a  year  for  a  long  time '  (p.  349). 

Fungous  Condition  of  the  Lining  of  the  Uterus. — It  has  been 
found  in  many  cases  of  so-called  endometritis  that  the  mucous 
membrane  lining  the  body  of  the  uterus  has  presented  a  fungous 
condition.  Under  such  circumstances  there  frequently  occurs 
profuse  losses  of  blood  at  the  menstrual  period  and  sanious  leucor- 
rhoea  at  other  times.  These  fungosities  have  been  frequently 
removed  by  the  curette,  and  the  roughened  surface  scraped  away. 
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thus  removing  the  fnngosities,  and  no  doubt,  in  many  instances, 
^vith  results  which  have  been  found  encouraging  to  the  further 
prosecution  of  this  method  of  treatment. 

These  fungosities  appear  to  consist  essentially  of  the  mucous 
lining  of  the  uterus  in  a  swollen  hypertrophied  condition,  whereas 
they  seem  to  have  been  treated  as  foreign  bodies.  In  other  words, 
they  do  not  appear  to  be  of  a  polypoid  character  or  to  resemble 
those  growths  which  are  liable  to  be  met  with  in  the  interior  of 
the  uterus  and  for  which  actual  removal  is  the  proper  and  the 
accepted  method  of  treatment. 

A  short  time  since  a  case  came  under  my  notice  which  enabled 
me  to  make  an  observation  which  seems  to  have  an  important 
bearing  on  the  question  as  to  the  cause  and  nature  of  the  con- 
dition described  as  fungoid  excrescence  or  growth  of  the  lining 
membrane  of  the  uterus. 

The  sul)ject  of  this  case  was  an  unmarried  lady,  42  years  of  age, 
Up  to  four  years  ago  she  had  had  moderately  good  health,  though  never 
strong.  At  that  time — four  years  ago — she  was  one  day  in  a  sailing-boat 
on  the  sea  for  a  few  hours.  She  became  violently  sick,  and  felt  some- 
thing give  way  in  her  inside.  She  remained  ill  for  some  time,  after 
being  carried  ashore,  and  shortly  afterwards  she  became  the  subject  of 
severe  losses  of  blood  from  the  uterus.  She  was  under  medical  treat' 
ment,  and  Dr.  Gooding  of  Cheltenham  diagnosticated  anteversion  of  the 
uterus,  for  relief  of  which  a  pessary  was  employed.  Two  years  before  I 
saw  her  she  came  under  the  care  of  Dr.  Milner  Moore  of  Coventry,  still 
suffering  severely  from  hasmorrhages ;  after  some  little  time  he  became 
convinced  that  a  tumour  of  some  kind  occupied  the  fundus  uteri.  She 
improved  under  use  of  ergot,  and  wearing  a  Thomas  pessary,  but  a  year 
ago,  the  hfemorrhage  being  profuse,  and  the  uterus  considerably  enlarged, 
he  dilated  the  cervix,  and  found  a  growth  which  he  thought  polypoid, 
and  by  operation  he  removed  a  vascular  sarcomatous  growth  from  a  broad 
space  at  the  right  portion  of  the  fundus.  Strong  solution  of  perchloride 
of  iron  was  applied.  The  treatment  was  of  considerable  service  for  a 
time,  but  latterly  the  symptoms  had  recurred. 

On  March  16,  1880,  I  saw  the  patient  at  Dr.  Moore's  request.  Dr. 
Brockwell  of  Gipsy  Hill  assisting  me  in  the  management  of  the  case.  I 
foinid  the  patient  excessively  weak  and  much  emaciated.  She  complained 
that  the  least  movement  or  attempt  to  walk  brought  on  bleeding  and 
pain.    Her  appetite  was  gone  and  her  sleep  disturbed. 

On  examination  I  found  the  uterus  acutely  antefiexed,  much  con- 
gested, and  the  fundus  the  size  of  a  cricket-ball,  heavy,  and  tilted 
foi  •wards  and  downwards ;  the  cervix  patulous  and  the  tissues  of  the 
organ  vascular  and  soft.  The  sound  showed  the  uterus  to  be  elongated, 
and  by  its  means  the  organ  was  easily  bent  back  to  its  proper  shape,  but 
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it  rather  quickly  resumed  the  anteflexed  shape  on  withdrawal  of  the 
sound. 

A  pessary  was  introduced  to  sustain  the  fundus  anteriorly.  In  a  day 
or  two  the  uterus,  owing  to  its  great  weight,  overcame  the  pessary  and 
it  was  removed. 

On  March  19,  a  more  complete  examination  of  the  interior  of  the 
uterus  was  made,  and  it  was  found  practicable  to  pass  the  finger  quite 
into  the  body  of  the  uterus,  the  tissues  of  the  organ  being  so  relaxed. 
That  being  done,  it  was  found  that  the  surface  of  the  body  of  the  uterus 
presented  just  above  the  intei^nal  os  considerable  protruding  gi-owths, 
smooth  on  the  surface  but  like  soft  excrescences,  the  lower  border  very 
sharply  defined  at  the  internal  os.  And  at  that  time  it  appeai^ed  to  me 
probable  that  the  growths,  so  prominent  and  distinct,  were  really  of  a 
sarcomatous  nature.  This  being  the  opinion  arrived  at,  it  was  decided 
to  remove  them  by  operation. 

As  preparatory  to  the  operation,  the  patient  was  kept  on  her 
back.  And  every  day  the  fundus  was  directed  to  be  pushed  up  by  the 
finger,  and  the  ante  version  thus  as  far  as  possible  prevented,  with  the 
view  of  facilitating  the  subsequent  operative  procedure.  Dr.  BrockNvell 
carefully  carried  out  these  manipulations. 

The  following  is  Dr.  Brockwell's  account :  *  On  March  20,  the  day 
following  your  visit,  the  uterus  was  large,  heavy,  and  the  fundus  pres- 
sing down  on  the  neck  of  bladder,  tender,  and  seemed  to  be  wedged 
in,  if  I  may  say  so,  against  the  os  pubis.  I,  in  accordance  with  your 
instructions,  passed  the  first  and  second  fingers  up  to  the  fundus  and 
made  steady  pressure  for  some  minutes ;  slowly,  and  after  considerable 
pressure,  the  organ  yielded  and  slip})ed  up  into  position.  I  then  placed 
the  patient  on  her  back,  with  a  large  pillow  under  the  hips,  and  kept 
her  there  till  next  day,  when,  on  re-inserting  my  fingers,  I  found  the 
uterus  had  only  partially  returned ;  it  yielded  much  more  easily  than 
the  day  before.  I  again  placed  the  j^atient  on  her  back  as  before,  and 
on  the  third  day,  although  a  little  forward,  the  uterus  had  almost 
entirely  lost  its  tenderness,  was  very  much  smaller,  and  very  sliglit 
pressure  sufficed.  I  still  kept  her  on  the  l)ack,  and  on  the  fourth  day 
I  found  the  organ  had  retained  its  normal  position  and  continued  to  do 
so  till  you  came  for  the  operation  on  the  31st,  when,  as  you  may  re- 
member, you  found  the  uterus  well  in  its  place.' 

The  ])roposed  operation  was  delayed  until  twelve  days  later,  and  on 
March  31  the  patient  was  placed  under  ether.  On  now  examining  the 
uterus  with  the  finger  it  was  found  that  the  inteiior  of  the  organ  had 
undergone  a  very  remarkable  change  during  the  twelve  days  interval. 
The  intumescence  and  projecting  growths  seemed  to  have  almost  disap- 
peared very  markedly  the  projection  just  above  the  internal  os  had  dis 

appeared — and,  in  fact,  there  seemed  to  be  little  to  remove.  It  was 
thought  advisable,  however,  to  scrape  away  with  the  curette  the  sliglu 
projection  still  remaining,  and  the  surface  was  touched  with  nitric  acid. 


LINING  OF  THE  UTERUS. 


115 


Br.  Brockwtll  continued  to  maintain  the  uterus  in  its  proper  place  by 
occasional  pushing  up  of  the  fundus,  and  other  ordinary  measures,  careful 
feeding,  and  use  of  injections,  were  employed.  On  April  16  the  uterus 
wasfomid  to  have  returned  almost  to  its  proper  size;  the  fundus  was 
in  fairly  good  position,  and  a  cradle  pessary  (rather  large  size)  was 
inserted.  The  patient  was  wonderfully  better,  and  on  April  27  she 
was  able  to  travel. 

Remarks.— The  condition  of  the  patient  was  such  as  to  give 
the  impression  of  one  suffering  from  malignant  disease ;  and  the 
result  of  the  first  examinations  seemed  almost  to  justify  this  view. 
The  remarkable  feature  in  the  case  was  the  rapid  and  almost  com- 
plete disappearance  of  the  growths  from  the  interior  of  the  uterus 
under  the  influence  of  rest,  and  the  maintenance  of  the  uterus  in 
a  proper  position.  There  was  no  doubt  left  on  my  mind  that  the 
supposed  growths  were  merely  the  congested  hypertrophied 
mucous  membrane  of  the  uterus.  For  when  the  organ  was  so 
placed  that  its  circulation  became  less  embarrassed,  this  congestion 
and  swelling  subsided.  The  occurrence  of  severe  bleeding  on 
slight  exertion  was  abundantly  explained  by  the  condition  of  the 
mucous  membrane,  for  the  exertion,  producing  greater  flexion  and 
greater  obstruction  to  the  circulation,  intensified  the  congestion  of 
the  mucous  membrane.  The  mere  resting  on  the  back  and  daily 
elevation  of  the  fundus  were  then  in  this  case  found  to  have  the  re- 
markable curative  efiect  on  the  lining  of  the  uterus  above  described. 

There  is  no  doubt  that  the  condition  which  I  had  found  to  be 
present  resembled  that  observed  by  Dr.  INIilner  Moore  a  year  pre- 
viously. The  great  emaciation,  the  great  irritation,  the  profuse 
discharges,  and  the  considerable  tumom'-like  protrusions  felt  by 
the  finger,  seemed  to  favour  the  notion  of  a  sarcomatous  growth 
in  the  interior  of  the  uterus.  This  notion  was,  of  course,  dispelled 
by  the  rapid  subsidence  of  the  gi-owth  which  took  place  under 
observation. 

The  great  vascularity  of  the  lining  of  the  uterus,  which  is 
proved  to  be  ordinarily  present  during  or  just  before  menstruation, 
is  no  doubt  in  many  cases  intensified  under  various  abnormal  con- 
ditions. The  lining  of  the  uterus  then  becomes  more  swollen  and 
soft,  and  the  surface  becoming  broken  down,  as  a  part  of  the 
normal  process  of  menstruation,  the  mucous  membrane  presents 
an  irregular,  villous,  or  shaggy  aspect.  The  presence  of  such 
villous  projections  is  probably  indicative,  then,  not  of  new  growth, 
or  indeed  necessarily  of  any  abnormal  growth,  but  is  merely  the 
result  of  extreme  congestion  of  this  mucous  membrane.    The  con- 
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dition  in  question  would  be  appropriately  termed  '  congestive 
hypertrophy  '  of  the  mucous  lining  of  the  body  of  the  uterus. 

The  cause  of  the  congestion  which,  in  such  cases  as  the  above, 
determines  the  hypertrophy  of  the  mucous  membrane,  may  be 
different  in  different  cases.  In  this  particular  instance  the  con- 
gestion seemed  to  be  produced  by  the  distortion  of  the  organ. 
The  acute  anteflexion  caused  an  impediment  to  the  circulation  in 
the  organ,  and  hence  general  congestion,  not  only  of  the  walls, 
but  of  the  mucous  lining. 

It  is  a  matter  susceptible  of  easy  clinical  proof  that  the  con- 
gested uterus  is  relieved  by  being  placed  in  its  proper  position, 
and  by  restoration  of  its  proper  shape.  I  have  many  times  ob- 
served this  occurrence,  but  l  never  before  had  such  unmistakable 
evidence  placed  before  me  of  the  effect  of  these  mechanical 
restorative  measures  in  reducing  the  congestive  hypertrophy  of 
the  lining  of  the  uterus. 

The  deductions  to  be  drawn  from  the  foregoing  considerations 
in  regard  to  the  treatment  of  cases  where  we  suspect  or  know  of 
the  existence  of  fungosities  of  the  uterine  mucous  membrane  are 
obvious. 

For  further  information  on  the  subject  of  the  pathology  and 
treatment  of  affections  of  the  lining  membrane  of  the  uterus,  the 
reader  is  referred  to  the  chapters  on  '  Leucorrhoea'  and  '  Menor- 
rhagia.' 
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CHAPTER  XI. 

ACUTE  INPLAMMATIOJ^  OF  THE  UTERUS. 

Nature  and  Treatment. 

Acute  inflammation  of  the  uterus  is  a  rare  event.  But  it  is 
always  a  very  serious  one,  generally  dangerous,  and  fatal  to  a 
degree. 

Idiojpathica  lly,  it  occurs  so  rarely  that  it  can  hardly  be  described, 
the  materials  being  wanting.  It  has  been  said  to  occur  from 
sudden  suppression  of  the  menstrual  flow ;  but  the  possibility  of 
its  so  being  produced  is  doubtful,  the  cases  thus  described  having 
been  probably  accidental  effusion  of  blood  into  the  peritoneal  cavity, 
a  phenomenon  which  is  liable  to  be  attended  with  very  severe 
symptoms.  It  is  also  stated  to  have  occurred  in  connection  with 
gonorrhoea. 

Traumatically,  it  is  a  well-recognised  phenomenon.  Wounds, 
or  operations  on  the  cervix  or  os  uteri,  use  of  tents  for  the  purpose 
of  dilating  the  cervix  uteri,  the  incautious  use  of  instruments 
such  as  intra-uterine  pessaries, — these  are  the  causes  of  this  rare 
but  serious  event. 

The  affection  appears  to  be  essentially  of  the  nature  of  pyaemia, 
attended  with  severe  j)ain,  a  well-defined  commencement,  and  a 
rapid  course.  There  is  almost  invariably  evidence  of  the  absorp- 
tion by  the  internal  lining  of  the  cervix  or  uterine  canal  of  certain 
decomposing  materials,  which  surface  has  been  previously  broken, 
injured,  or  bruised  at  some  point.  Its  symj)toms  much  resemble 
those  of  puerperal  septiceemia. 

A  typical  case  occurs  as  follows : — "Within  a  few  hours,  some- 
times within  a  few  minutes,  of  the  time  of  the  absorption  of  the 
irritating  agent  by  the  uterus,  the  patient  experiences  an  acute 
pain  in  the  hypogastrium,  concurrently  with  which  she  experiences 
a  sharp  and  well-marked  rigor,  and  a  feeling  of  unmistakable  and 
profound  illness.  The  pulse  instantly  rises  in  frequency,  runnino- 
up  in  a  few  hours  to  120,  130  in  the  minute,  the  temperature 
also  quickly  attains  a  great  height,  102°  to  103°  being  noted 
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within  a  few  hours.  The  hypogastrium  is  acutely  sensitive  to 
the  touch  ahnost  from  the  beginning  ;  the  patient  Hes  with  the 
knees  drawn  up,  and  shrinks  before  the  slightest  attempt  to  ex- 
plore the  state  of  the  lower  part  of  the  abdomen.  There  may  be 
sickness  very  shortly,  or  the  sickness  may  be  delayed  in  its  occur- 
rence ;  sickness  of  an  uncontrollable  character  is  often  observed 
the  following  day  and  persists  until  the  fatal  termination.  The 
vagina  becomes  very  hot  to  the  touch,  the  uterus  itself  is  felt 
swollen  and  sensitive  to  an  extreme  degree.  Profuse  perspiration, 
generally  given  as  a  symptom  of  pyaemia,  has  not  been  present 
in  the  cases  of  acute  inflammation  of  the  uterus  which  I  have 
observed. 

The  further  progress  of  the  disease  is  marked  by  increase  of 
frequency  of  pulse,  temperatm'e  running  up  to  103°  or  even  107°, 
continued  prostration,  extension  of  the  inflammation  (generally) 
to  the  peritoneum,  hurried  respiration,  great  weakness  of  the 
pulse,  and  death,  or  passing  of  the  disease  into  a  less  acute  stage, 
and,  possibly,  the  beginning  of  recovery. 

The  septicaemia  thus  occurring  is  perhaps  the  most  rapid  in  its 
course  of  any  of  the  known  forms  of  this  affection,  probably  owing 
to  the  great  vascularity  of  the  uterus,  and  the  great  rapidity  with 
which  absorption  from  its  interior  is  liable  to  occur. 

The  pathological  appearances  after  death  are  usually  undue 
size  and  softness  of  the  uterine  tissues,  and  evidence  of  peritonitis 
on  the  external  part  of  the  organ,  effusion  of  lymph  and  puriform 
fluid  in  the  abdomen.  In  the  uterine  tissues  themselves  there 
may  be  little  evidence  of  change. 

Treatment— The  early  administration  of  powerful  stimulants, 
such  as  quinine, ether,  alcohol,  appears  the  best  treatment  to  follow 
in  a  given  case.  These  remedies  must  be  given  in  large  doses. 
Tincture  of  iron  is  probably  also  serviceable.  Copious  injections 
of  hot  water  slightly  carbolised  should  be  given  by  the  vagina.  It 
appears  to  me  probable  that  electricity,  by  which  the  contractions 
of  the  uterus  could  be  excited,  would  be  beneficial.  A  large 
linseed  poultice  with  laudanum  should  be  applied  to  the  hypo- 
gastric region. 

In  cases  of  septic  peritonitis  following  ovariotomy  the  lowering 
of  the  temperature  by  cold  affusions  to  the  head  by  means  of  the 
ice-bag,  has  proved  in  some  cases  of  great  service.  There  seems 
no  reason  why  the  same  treatment  should  not  be  applied  to  the 
cases  now  under  consideration.  Fortunately  they  occur  rarely, 
but  it  has  occurred  to  me  that  the  suggestion  is  worthy  of  practical 
trial. 


119 


CHAPTER  Xir. 

DEFECTIVE  DEVELOPMENT  OF  THE  UTERUS.  CONGENITAL 

MALFORMATIONS. 

Diagnosis. 

List  of  Cases. — Absence  of  Rudimentaiy  Formations  of  the  Uterus— Infantile 
Uterus — Uterus  Unicornis— Double  Uterus — Absence  of  the  Os  Uteri. 

Diagnosis. — The  diagnosis  of  the  various  forms  of  irregularity 
of  development  of  the  uterus  is  important.  Associated  as  these 
defects  usually  are  with  alterations  or  defects  in  the  formation  of 
the  vagina,  it  is  convenient  to  consider  their  diagnosis  together. 
In  the  chapter  on  '  Diseases  of  the  Vagina,'  detailed  directions  for 
such  investigation  will  be  found. 

At  University  College  Hospital,  in  a  period  of  about  five  years, 
six  cases  of  congenital  malformation  occurred  out  of  about  1,200 
cases.  The  absolute  frequency  of  these  malformations  is  of  course 
not  to  be  gathered  from  these  statistics,  as  the  conditions  might 
have  existed  in  other  instances  not  examined. 


Abstract  Account  of  Cases  of  Impeifect  Development  of  Uteinis. 
University  College  Hospital. 
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O  oj 

Age 

Initials 

3  CO 

No. 
Childi 

Remarks 

18 

L.  J.  .  . 

s. 

A  very  slight  show  at  aet.  15  for  1  day.  Nothing 
since.  Uterus  small.  Half  an  inch  too  short. 
Molimen  slight. 

21 

E.  J.   .  . 

s. 

No  menstruation.    Uterus  measures  1  inch  only  in 

E.  H.  .  . 

length. 

22 

M. 

No  menstruation.  Uterus  a  little  shorter  than  normal. 
Has  a  sister  in  same  state. 

26 

E.  J.  B.  . 

M. 

0 

Married  2  years  Menstruation  almost  nil.  A  spot  or 
two  occasionally.    Uterus  appears  to  have  a  dotible 

Mrs.  D.  . 

cavity,  but  a  single  os. 

28 

M. 

0 

Married  4  years.  No  catamenia.  Uterus  only  half  an 
inch  long. 

30 

M.  W. .  . 

S. 

No  menstruation.  No  evidence  of  action  of  ovaries. 
Uterus  size  of  a  pea.  Vagina  half  natural  length. 
Breasts  undeveloped.  Cords  can  be  felt  in  situation 
of  Fallopian  tuhcs  jn-r  rectum. 
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The  following  are  the  chief  varieties  of  defective  development 
of  the  uterus  : — 

ABSENCE  OR  RUDIMENTARY  FORMATION  OF  THE  UTERUS. 

Cases  of  entire  absence  of  the  uterus  are  of  extreme  rarity,  and 
there  are  good  reasons  for  believing  that  when  apparently  absent 
the  organ  is  yet  represented  by  imperfect  yet — to  the  anatomist — 
recognisable  traces  of  a  structure  having  the  outline  and  general 
arrangement  of  the  uterus.  The  ovaries — the  essential  portions 
of  the  female  generative  organs — are  observed  to  be  present  in 
cases  where  the  uterus  is  represented  by  mere  traces  of  muscular 
fibres  and  cellular  tissue  only.  A  type  of  the  condition  here 
alluded  to  is  a  case  recorded  by  Eokitansky,^  in  which  the  vagina 
consisted  of  a  fossa  one  inch  long,  the  uterus  represented  by 


Fig.  27. 


muscular  fibres  arranged  in  the  form  of  the  uterus,  the  Fallopian 
tubes  more  decidedly  pronounced  and  presenting  each  a  small 
cavity,  the  ovaries  present  (fig.  27). 

The  particular  part  of  the  uterus  formed  may  be  limited  chiefly 
to  the  cervix,  to  the  upper  part,  or  to  one  side. 

Absence  or  rudimentary  formation  of  the  uterus  may  be  associated 
with  complete  absence  of  the  vagina,  or  with  rudimentary  forma- 
tion of  this  canal.  With  respect  to  the  condition  of  the  vagina  in 
such  cases,  the  following  is  an  illustrative  fact :  I  had  occasion  a 
few  years  since  to  examine  a  lady  set.  20,  presenting  the  following 
conditions;  pudendum  covered  with  hair,  labia  majora  well  de- 
veloped, vagina  represented  by  a  mere  little  pit  admitting  the 

>  See  Kussmaul's  valuable  work,  Von  dcm  Mangel,  der  Verhiimmerumj  uml  V.  r- 
doppluixj  dor  Gehar mutter,  Wiirzburg,  1859,  p.  20. 
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uterine  sound  only  half  an  inch,  no  uterus  or  hard  body  to  be 
discovered  between  the  bladder  and  rectum  high  up.  Signs  of 
ovarian  activity  had  been  observed  on  two  or  three  occasions, 
giving  reasons  for  the  belief  that  the  ovaries  were  present.  The 
breasts  were  well  developed. 

INFANTILE  UTERUS. 

Under  this  term  are  included  those  cases  in  which  the  uterus  is 
regularly  formed  and,  so  far,  complete  in  its  parts,  but  where  it 
retains  during  adult  age  the  size  the  uterus  ordinarily  possesses 
during  early  childhood,  or  prior  to  the  event  of  puberty.  At  the 
age  when  the  arrival  of  puberty  is  generally  witnessed,  the  growth 
of  the  uterus  proceeds  rapidly,  the  dimensions  which  it  then 
acquires  being  those  which,  with  certain  exceptions,  it  retains 
until  the  end  of  what  may  be  termed  sexual  life.  But  in  a  few 
instances,  when  the  age  of  puberty  arrives,  the  uterus  fails  to 
undergo  the  proper  development,  and  retains  its  child-like  size 
far  beyond  the  customary  period.  In  such  cases  menstruation 
does  not  usually  occur,  although  the  patient  may  present  signs  of 
ovarian  functional  activity.  Various  degrees  of  this  defective 
development  of  the  uterus  are  observed,  all,  however,  associated 
with  one  symptom,  viz.  amenorrhoea  or  imperfect  menstruation. 
In  some  instances  the  condition  primarily  at  fault  is  congenital, 
while  in  others  it  appears  to  be  connected  with  mal-nutrition  at 
the  critical  period  of  the  arrival  of  puberty. 

A  sufficiently  typical  instance  of  the  infentile  uterus  is  that 
of  a  young  woman  who  was  under  my  care  at  University  College 
Hospital.  Her  age  was  22  ;  she  had  never  menstruated,  the 
external  generative  organs  and  the  breasts  well  developed,  the 
uterus  slender,  two  inches  long  as  measured  by  the  uterine  sound, 
the  vaginal  portion  of  the  cervix  slight,  the  os  uteri  exceedingly 
small.  This  patient  began  to  suffer  from  symptoms  indicative  of 
ovarian  activity  at  the  age  of  sixteen,  but  menstruation  had  never 
actually  occurred.  Several  cases  of  infantile  uterus  will  be  found 
recorded  in  Kussmaul's  work.  Very  numerous  variations  are  met 
with.  Thus  the  body  of  the  uterus  may  be  imperforate,  or  the 
uterus  may  have  two  comua  instead  of  being  a  single  organ,  or 
the  imperfect  development  may  only  exist  as  regards  the  cervical 
portion. 

Further,  the  history  of  certain  recorded  cases  renders  it  evident 
that  the  infantile  uterus  may  undergo  at  a  very  late  period  the 
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ordinary  development,  and  also  thaf,  althongli  in  by  far  the 
majority  of  cases  the  subjects  of  this  condition  are  destitute  of 
the  power  of  conception,  yet  that  the  contrary  may  be  observed. 
The  breasts  are  generally  small ;  the  external  generative  organs, 
the  labia,  clitoris,  and  vagina,  also  smaller  than  usual ;  the 
pudendum  is,  as  a  rule,  imperfectly  covered  with  hair.  The  in- 
dividual, as  a  rule,  is  stunted  as  regards  size  and  development  of 
the  body  generally,  but  by  no  means  always  so.  The  ovaries  have 
been  found  quite  absentj  but  this  is  generally  not  the  case  ;  the 
ovaries  also  contain  Graafian  follicles,  and  the  menstrual  molimina 
are  more  or  less  well  marked,  although  the  menstrual  discharge  is 
almost  always  entirely  absent.  Sexual  desire  is  frequently,  but 
not  always,  found  wanting.' 

UTERaS  UNICORNIS. 

Under  this  term  are  included  those  cases  in  which  the  uterus 
presents  a  division  superiorly  into  two  parts  or  cornua,  one  of 
which  is  more  developed  and  larger  than  the  other.  There  are 
several  varieties  in  reference  to  the  relative  size  of  the  two  cornua 
in  different  cases,  and  obviously  when  the  two  cornua  are  nearly 


Fig.  28. 


alike  in  point  of  size  the  term  '  unicornis '  is  not  applicable.  In 
Kussmaul's  celebrated  work  all  these  varieties  will  be  found 
described  together  with  various  exceedingly  interesting  facts 
relative  to  the  history  of  pregnancy  under  these  unusual  circum- 
stances.   The  second  cornu  is  always  present,  although  it  may  be 

'  Kn.ssmaul,  07;.  cU.  p.  S>4. 
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exceedingly  small.  A  typical  case  of  the  uterus  unicornis  is  that 
recorded  by  Pole.'  (See  fig.  28.  The  uterus  is  here  seen  from 
behind.) 

DOUBLE  UTERUS. 

The  several  varieties  of  the  double  or  bipartite  uterus  are,  as  is 
the  case  in  other  instances  of  malformation,  traceable  to  arrest  of 
development  in  early  foetal  life,  and  with  reference  to  all  of  them 
it  may  be  said  that  they  represent  what  is  a  normal  and  persistent 
condition  of  the  uterus  in  inferior  orders  of  mammalia. 

A  most  complete  separation  of  the  two  parts  of  the  uterus  is 
sometimes  witnessed,  each  side  representing  a  separate  cavity 
opening  below  by  a  separate  orifice  into  a  distinct  and  separate 
vagina,  each  vagina  presenting  externally  a  distinct  orifice.  This 
condition  is  very  rare. 

The  next  variety — the  uterus  duplex  bicornis — is  well  illustrated 
by  a  case  recorded  by  Schroeder^  (see  fig.  29).  The  two  halves 
of  the  uterus  are  here— externally — connected,  but  the  two  cavities 
are  completely  distinct. 

Fig.  29. 


Here  it  may  be  stated  that  the  division  between  the  proper 
cavity  of  the  uterus  and  the  Fallopian  tube  is  always  decided  by 
the  position  of  the  round  ligament.  Unless  this  be  attended  to, 
there  would  be  a  liability  of  confounding  the  uterus  bicornis  with 
the  more  completely  and  distinctly  double  uterus. 

'  Memoirs  of  Med.  Son.  of  Zond.,  1794,  p.  507,  and  Kussmaul.  oj?.  cit  p  22 
*  From  Kussmaul,  p.  25.    In  the  same  work,  p.  197,  will  be  found  a  drawing 
from  a  case  of  Carna,  in  wliich  one  uterus  is  occupied  by  a  fcetus. 
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Following  Kussmaul's  arrangement,  another  variety  is  that  in 
which  the  uterus  appears  externally  of  the  normal  form,  the  cavity 
being,  however,  completely  divided  into  two  by  a  septum  running 
down  the  middle.  This  Kussmaul  terms  the  'uterus  duplex 
omnino  conjunctus  vel  u.  septus.'  Kokitansky's  '  uterus  bilocu- 
laxis '  (fig.  30)  is  from  a  case  of  Liepmann's,^  and  was  taken  from 
a  girl  aet.  19.  The  vagina  was  in  this  case  double,  as  also  the 
uterus,  although  there  is  no  indication  of  this  externally.  The 
vaginal  canals  are  laid  open  from  behind. 

There  are  yet  further  modifications.  Thus,  the  septum  between 
the  two  sides  of  the  uterus  may  only  extend  half-way  down  the 

Fig.  30. 


uterus,  in  which  case  there  is  only  one  os  uteri,  while  the  cavity 
superiorly  is  double  ('  uterus  subseptus'),  or  again  the  uterus  may 
be  single  at  the  cervix,  and  completely  double  above  that  point, 
constituting  the  '  uterus  bicornis  unicollis.'  Instances  of  these 
two  varieties  are  given  by  Kussmaul. 

Lastly,  a  case  of  Eisenmann's  may  be  referred  to  which  stands, 
as  Kussmaul  remarks,  midway  between  the  uterus  bicornis  and 
the  uterus  septus :  here  the  uterus  is  distinctly  double,  as  also  the 
vagina,  the  two  uteri  are  quite  parallel,  and  the  two  cavities  long 
and  narrow.  A  groove  marks  externally  the  division  between  them. 

>  See  Kussmaul,  oj).  cit.  p.  20. 
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Some  remarks  on  the  treatment  of  cases  of  imperfect  develop- 
ment of  the  uterus  will  be  found  in  the  chapter  on  Amenorrhoea. 

ABSENCE  OF  ORIFICE  OF  OS  UTERI. 

This  is  another  congenital  malformation  which  is  met  with  but 
very  rarely.  The  aperture  at  the  lower  extremity  of  the  cervix 
uteri  (os  uteri  externum)  may  be  absent,  or  the  canal  may  be  im- 
perforate higher  up.  In  either  case  there  may  occur  an  accumu- 
lation of  menstrual  fluid  when  puberty  arrives.  This  condition 
may  be  associated  or  not  with  an  imperforate  vagina  or  with 
absence  of  the  latter  canal. 
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CHAPTER  XIII. 

DISPLACEMENTS,  DISTORTIONS  ( FLEXIONS),  OF  THE  UTERUS. 
1.  NORMAL  SHAPE,  POSITION,  AND  MOVEMENTS  OF  THE 
UTERUS. 

Normal  Shape,  Position,  and  Movements  of  the  Uterus.— Form  and 
Shape,  liow  preserved  in  a  State  of  Health— The  Proper  Position  of  tlie  Uterus: 
Discussion  of  various  Opinions  on  the  Subject :  Schultze,  Schroeder,  De  Warker, 
&c.  —Conclusion  arrived  at — Normal  IMovements  of  the  Uterus — Degree  of 
Fixation  of  the  Uterus — Motions  described;  1,  Descent;  2,  Rotation  on  Trans- 
verse Axis  ;  3,  Flexion — Effect  of  Evacuation  of  Contents  of  Bladder  considered. 

THE  NORMAL  SHAPE  OF  THE  UTERUS. 

The  uterus  may  be  said  to  consist  of  two  parts :  the  body,  or 
uterus  proper,  and  the  cervix  ;  the  general  shape  of  the  organ  being 
somewhat  that  of  a  pear.  The  body  of  the  uterus  is  a  little  less 
rounded  posteriorly  than  anteriorly.  The  junction  between  the 
body  of  the  uterus  and  the  cervix  is  not  indicated  by  the  external 
outline.  The  width  of  the  body  of  the  uterus  is  greater  than  its 
antero-posterior  measurement,  one  result  of  which  is  that  the 
cavity  of  the  uterus  proper  has  a  somewhat  triangular  shape.  The 
thickness  of  the  walls  of  the  body  and  of  the  cervix  are,  when  the 
uterus  is  unimpregnated,  and  in  a  state  of  health,  such  that  the 
cubical  space  comprised  by  its  cavities  is  very  small,  the  body  of 
the  uterus  presenting  a  cavity  wide  from  side  to  side,  but  with  its 
anterior  wall  almost  in  contact  with  the  posterior,  and  the  cervical 
cavity  being  a  tube,  somewhat  fusiform  in  shape,  becoming  naiTOW 
above  where  it  opens  into  the  uterine  cavity  proper  (internal  os 
uteri),  and  narrow  also  below  where  it  constitutes  the  external  os 
uteri. 

The  general  shape  of  the  uterus  is  pyriform,  as  already  stated, 
but  it  is  generally  considered  that  in  its  normal  healthy  state  the 
axis  of  the  uterus  is  not  quite  straight,  but  that  it  is  a  little  bent, 
so  as  to  present  a  slight  concavity  on  its  anterior  aspect.  This  is 
what  is  termed  the  natural  anterior  curvature  of  the  uterus.  It 
appears   that  before  puberty  this  anterior  curvature  is  more 
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decidedly  marked,  but  that  when  puberty  arrives  and  the  uterus 
undergoes  its  full  development,  the  anterior  curvature  is,  in  part 
at  least,  lost.  It  seems,  further,  certain  that  in  some  few  cases  the 
pre-pubertal  degree  of  anterior  curvature  is  continued  for  a  longer 
time  than  usual,  especially  when  circumstances  are  adverse  to 
healthy  development  and  growth  of  the  body  generally.  The 
presence  of  slight  anterior  curvature  after  puberty  has  been  reached 
is  a  matter  of  considerable  importance  in  discussion  of  the 
question  as  to  how  far  anteflexion  of  the  uterus  is  a  disease  or  not, 
and  it  has  over  and  over  again  been  used  as  an  argument  on  the 
negative  side.  The  importance  of  a  correct  understanding  on  this 
subject  is  therefore  considerable.  There  is  no  doubt  in  my  own 
mind  that  a  slight  anterior  curvature  is  normal,  when  the  uterus 
has  reached  its  full  healthy  development.  It  is,  however,  as 
absurd  and  illogical  as  it  appears  unpractical  to  assume  that  because 
a  slight  anterior  curvature  of  the  uterus  is  normal,  no  excess  in 
the  degree  of  anterior  curvature  can  be  abnormal ;  and  yet  the 
argument  has  been  strained  to  even  this  extent. 

In  fig.  31  is  represented  what  I  consider  to  be  the  normal 
degree  of  anterior  curvature  in  the  multiparous  uterus,  the  patient 
being  supposed  to  be  in  the  standing  position. 

It  cannot  for  a  moment  be  doubted  that  in  a  state  of  health 
the  uterus  has  a  certain  standard  of  form,  departm^es  from  which  are 
to  be  regarded  as  abnormal.  The  various  organs  of  the  human  body 
have  the  form  and  structure  assigned  to  them  whtch  are  designed 
to  adapt  them  to  their  several  uses.    It  would  be  strange  if  the 
uterus  were  an  exception  to  this.    Beauty  of  outline  and  shape  of 
the  human  body  are  generally  regarded  as  a  sign  of  health,  and 
the  uterus  has  a  proi)er  ideal  outline  and  slvdpe  which  may  be  ex- 
P   pected  to  fit  it  for  the  healthy  performance  of  its  natural  functions. 
A  priori  reasoning  alone  would  lead  us  to  the  conclusion  that  the 
uterus  is,  when  possessed  of  its  natural  form,  better  adapted  for  its 
purposes  than  when  distorted :  as  a  matter  of  fact  clinical  experience 
I   shows  that  when  it  has  lost  its  natural  form  grave  inconveniences 
i   disturbance  of  important  functions,  dysmenorrhoea,  sterility,  &c.' 
generally  result.  ' 

It  is  necessary  to  consider  for  a  moment  the  arrangements 
nature  has  provided  for  the  preservation  of  the  form  of  the  uterus. 
The  most  important  of  these  is  the  rigidity  of  the  uterus  itself  a 
quality  conferred  upon  it  by  the  density  of  its  structure.  When 
the  unimpregnated  uterus  is  in  a  state  of  health  it'  may  be 
practically  considered  as  an  almost  solid  body,  for  the  cavities 
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within  are  small  and  detract  little  from  its  solidity.  *Tlie  in- 
herent strength  and  resistance  of  the  proper  tissue  of  the  organ ' 
are,  as  Dr.  Thomas  remarks,  the  chief  safeguard  against  bending  of 
the  uterus.  The  tissues  of  the  uterus  have  naturally  a  hardness 
and  firmness  much  greater  than  that  of  ordinary  muscle.  It  is 
this  hardness  and  firmness  which  secure  the  permanency  of  the 
shape  of  the  uterus.  The  uterus  in  a  state  of  health  may  be 
likened  to  a  solid  pear-shaped  mass  of  india-rubber,  which  preserves 
its  shape  by  reason  of  its  solidity,  and  which  returns  to  its  shape 
when  slightly  bent  by  reason  of  its  elasticity.  But  the  pliability 
is  not  so  great  as  in  the  case  of  india-rubber,  nor  is  the  elasticity 
so  considerable.  These  considerations  are  very  important  in 
reference  to  the  causation  of  flexions.  In  a  former  chapter  ab- 
normal softness  of  the  uterus  has  been  described  as  a  pathological 
condition ;  the  foregoing  considerations  render  it  evident  how 
softness  of  the  uterine  walls  would  take  away  from  the  uterus  that 
rigidity  and  firmness  on  which  it  has  to  rely  for  the  preservation 
of  its  natural  form  and  shape. 

It  does  not  appear  that  the  attachments  and  ligaments  of  the 
uterus  aid  it  materially  in  maintaining  its  proper  shape,  though  of 
course  they  affect  its  position.  The  chief  attachments  of  the  uterus 
are  at  the  middle  portion,  the  two  extremities  of  the  organ  being 
left  comparatively  free.  The  attachments  of  the  uterus  are  in- 
deed such  that  they  rather  detract  from  than  add  to  its  rigidity, 
and  they  do  not  certainly  materially  increase  its  rigidity  as  a  whole. 
The  axis  of  suspension  of  the  uterus  is  a  straight  line  passing 
transversely  across  the  middle  of  the  organ.  The  two  poles  of  the 
uterus  are  free  to  move  as  compared  with  the  central  portion ;  and 
the  condition  of  the  fundus,  poised  as  it  were,  and  free  from 
anterior  or  posterior  attachment,  gives  it  an  instability  which  is 
not  favourable  to  the  preservation  of  the  proper  shape.  The  same 
holds  good  in  reference  to  the  vaginal  portion  of  the  cervix, 
which  presents  a  conical  protuberance  into  the  vaginal  canal  and 
is  likewise  free  and  likely  to  be  acted  on  by  disturbing  mechanical 
agencies. 

NORMAL  POSITION  OF  THE  UTERUS. 

Many  disputed  questions  hinge  on  the  determination  of  what 
is  the  normal  position  of  the  uterus.  It  might  be  considered  that 
it  is  easy  to  determine  this  elementary  point,  but  nevertheless  it 
it  is  one  on  which  there  are  grave  differences  of  opinion.  In  an 
exhaustive  essay  '  On  the  Normal  Position  and  Movements  of  the 
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Unimpregnated  Uterus,'  by  Dr.  Ely  Van  de  Warker,'  the  subject 
has  been  recently  discussed  and  a  resume  given  of  the  opinions 
of  various  authorities  on  the  subject.  In  Germany,  particularly, 
Kohlrausch,  Braune,  Schroeder,  Schultze,  and  Martin  have  ex- 
pressed views  on  the  subject  of  a  conflicting  character. 

Dr.  de  Warker,  rightly,  as  it  seems  to  me,  affirms  that  the 
actual  position  of  the  organ  in  the  living  must  be  studied  in  the 
living.  If  post-mortem  sections  are  appealed  to  great  care  should 
be  taken  to  avoid  sources  of  error.  An  instance  of  the  necessity 
for  this  caution  is  afforded  by  the  Atlas  of  Braune,  in  which  the 
section  of  a  frozen  subject  (a  young  woman)  is  given,  and  shows  the 
position  of  the  uterus  (in  the  early  gravid  state)  in  the  pelvis.  On 
first  looking  at  the  plate  it  appeared  to  me  that  the  lower  part  of 
the  uterus  was  represented  unusually  low  down  in  the  pelvis,  and  on 
referring  to  the  text  I  found  it  stated  that  the  subject  in  question 
was  a  woman  who  had  died  from  hanging.  The  mode  of  death 
was  evidently  the  cause  of  the  extremely  low  position  of  the  os 
uteri,  of  the  m'ethra,  and  of  the  vaginal  aperture.  And  yet  this 
plate  has  apparently  been  taken  by  some  authorities  as  a  guide  to 
the  normal  position  of  the  uterus.  Schroeder  appears  to  have 
been  influenced  by  this  particular  plate,  for  a  line  drawn  from  the 
under  part  of  the  pubes  to  the  tip  of  the  coccyx  passes  through  the 
uterine,  cervix  in  the  drawing  which  he  gives  as  representing  the 
normal  position  of  the  uterus.  Schultze  criticises  this  position, 
and  Schroeder  defends  it  by  appealing  to  Braune  as  an  authority  ! 

As  regards  the  proper  position  of  the  uterus,  there  are  two 
questions  to  be  decided — one  as  to  the  position  of  the  uterus  in  the 
pelvis  in  relation  to  the  brim  and  outlet ;  the  other  as  to  its  rela- 
tion to  the  anterior  and  posterior  walls  of  the  pelvis. 

The  idea  that  I  have  been  led  to  form  from  actual  observation 
is  that  under  normal  circumstances  the  uterus  occupies  a  nearly 
median  position  in  the  pelvis— 1;hat  is  to  say,  that  the  top  of  the 
fundus  either  corresponds  to  or  is  just  below  the  plane  of  the  brirti, 
and  that  the  os  uteri  is  just  a  little  above  the  plane  of  the  outlet 
(pubo-coccygeal  line) ;  also  that  it  is  placed  in  the  pelvis  about 
equidistant  from  the  pubic  bones  and  the  middle  of  the  sacrum.  The 
position  of  the  uterus  as  just  described  corresponds  to  what  is 
termed  the  curve  of  Carus,  and  it  appears  to  me  that  the  uterus 
does  in  a  state  of  health  occupy  this  position,  subject  to  certain  dis- 
turbances which  will  be  presently  alluded  to  in  connection  with 
the  question  as  to  the  natural  movements  of  the  uterus.  Reference 
'  AmeHcan  Journal  of  Ohgtetncs,  vol.  xi.  p.  314^. 
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to  the  accompanying  drawing  (life-size),  wliicli  represents  what  I 
consider  to  be  the  typical  position  of  the  os  uteri  on  a  sectional 
lateral  view,  will  render  this  statement  intelligible.  The  drawing 
has  been  carefully  made  on  the  basis  of  one  by  Kohlrausch,  but 
in  some  respects  a  little  altered  from  this  author's  figure. 

In  the  drawing  below  the  bladder  is  represented  as  being  full. 


FiQ.  31. 


It  is  probable  that  when  the  bladder  is  empty  the  upper  part  or 
body  of  the  uterus  is  a  little  nearer  the  pubes  than  as  above  shown. 
This  point  will  be  presently  further  enlarged  upon. 

The  above  view  as  to  the  normal  position  of  the  uterus  is  not 
the  one  entertained  by  Schultze  or  Schroeder,  or  De  ^rker. 
Schroeder  places  tlie  uterus  as  a  whole  lower  in  the  pelvis.  Schultze 


(flexions),  of  the  uterus. 


131 


pliices-  the  os  uteri  in  about  the  same  position,  but  gives  the  body 
of  the  uterus  a  much  greater  inclination  forwards.  De  Warker 
simply  adopts  Schultze's  view  of  the  subject.  Schultze,  followed 
by  De  Warker,  contends  that  the  uterine  body  becomes  ante  verted 
as  the  bladder  is  emptied  (fig.  32),  and  assumes  a  more  upright  posi- 
tion when  the  bladder  is  full.  Such  is  not  the  conclusion  my  ob- 
servations have  led  me  to  form.  It  appears  to  me  that  the  space 
created  between  the  uterine  body  and  the  symphysis  pubis  by  the 
evacuation  of  the  bladder  is  normally  filled  by  the  descent  of  the 
intestines  upon  the  bladder,  and  that  the  uterus,  when  in  a  state 
of  health,  remains,  as  a  rule,  comparatively  unaffected  by  the 
emptying  of  the  bladder.  Schultze's  experiment  on  living  subjects 
appeared  to  him  to  show  that  when  the  bladder  is  empty,  the 
uterus  follows  it,  but  we  have  no  proof  that  the  experiments  were 
performed  on  subjects  really  in  a  state  of  health,  and  they  are 
opposed  to  the  results  of  my  own  observations.  Martin  expresses 
his  opinion  as  adverse  to  that  of  Schultze  also  in  respect  to 
this  supposed  version  of  the  uterus  on  emptying  the  bladder. 
The  notion  of  anteversion  being  natural  is  favoured  by  the 
circumstance  that  there  is  a  slight  natural  anterior  curvature. 
It  is  also  favoured  by  the  circumstance  that  what  I  should  term 
abnormal  anteversion  and  flexion  are  common,  as  will  be  by-and- 
by  explained.  My  own  observations  have  led  me  to  the  con- 
clusion that  when  the  body  of  the  uterus  persistently  occupies  a 
position  such  as  would  be  considered  natural  by  certain  of  the 
authorities  above  cited,  symptoms  of  a  troublesome  character  are 
always  observed  and  indicate  the  abnormality  of  the  position  the 
uterus  occupies. 

In  conclusion,  after  comparing  various  opinions  and  testing 
them  by  the  results  of  personal  observations,  my  opinion  is  that, 
in  a  state  of  health,  the  unimpregnated  uterus  has  a  nearly  median 
position  in  the  pelvis  ;  that  it  is  incorrect  to  imagine  that  the 
fundus,  in  a  state  of  health,  encroaches  materially  on  the  si^ace 
devoted  to  the  bladder ;  and  that  it  is  incorrect  to  suj^pos^  that,  in 
a  state  of  health,  the  os  uteri  is  so  low  down  as  to  rest  on  the  floor 
of  the  pelvis. 

the  normal  movements  of  the  uterus. 

The  uterus  is  suspended  in  the  pelvis  by  the  various  ligaments 
and  attachments  already  described.  If  we  imagine  a  line  drawn 
horizontally  from  side  to  side,  passing  through  the  middle  of  the 
uterus,  this  would  represent  what  has  been  termed  the  axis  of  sus- 
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pension  of  the  uteruH.  This  axis  of  suspension  is  not  rigid  ;  but 
in  health  the  uterus  has  a  tendency  to  come  back  to  this  position 
when  removed  from  it.  The  effect  is,  that  the  upper  part  of  the 
uterus,  as  well  as  quite  its  lower  part,  are  more  movable  than  the 
centre.  A  rotatory  movement  to  a  limited  extent,  backwards  or 
forwards,  may  be  readily  made  on  this  imaginary  axis  of  suspen- 
sion, and  when  we  come  to  examine  the  a6normal  movements  of 
the  uterus,  this  rotatory  motion  will  be  shown  to  be  a  very  impor- 
tant element  in  the  consideration.' 

The  fixature  of  the  uterus  is  such  that  a  certain  degree  of  free- 
dom of  movement  is  allowed,  and  there  can  be  no  doubt  that 
within  this  range  movement  does  habitually  occur.  We  have  now 
to  determine  what  this  normal  range  of  movement  is.  The  liga- 
ments and  attachments  of  the  uterus  limit  its  motion.  Ante- 
riorly the  uterus  has  attachments  of  an  extensive  character  to  the 
bladder,  and  through  the  bladder  and  its  peritoneal  investment, 
to  the  abdominal  wall  in  front ;  this  attachment  is  such  that  it 
generally  prevents  the  uterus  as  a  whole  from  moving  directly 
backwards  :  if  the  bladder  be  much  distended  it  is  at  first  pushed 
backwards,  and  if  the  distension  become  still  greater  a  tilting  of 
the  body  of  the  uterus  backwards  results. 

Behind  the  uterus  we  find  the  sacro-uterine  ligaments,  one  on 
each  side,  near  the  middle  line.  These  vary  very  much  in  strength 
in  different  cases,  according  to  my  observation.  In  some  cases 
they  are  hardly  recognisable  by  the  touch.  In  other  cases  they 
are  firm  bands.  They  tend  to  prevent  motion  of  the  middle  part 
of  the  uterus  forwards,  and  together  with  the  utero-vesico-pubic 
attachments  they  secure  for  the  uterus  a  median  position  between 
the  sacrum  and  the  pubic  bones.  But  they  do  not  affect  the  fundus 
uteri  or  the  os  uteri  except  in  an  indirect  manner.  The  utero- 
sacral  ligaments  control  also  descent  of  the  uterus,  and  tend  to 

1  On  this  subject  reference  may  again  be  made  to  the  Essay  of  Dr.  Van  de 
Warker  already  quoted.  In  a  previous  essay,  published  in  1875,  this  author  gives 
results  of  observations  on  the  noimal  movements  of  the  uterus,  made  by  means  of 
an  india-rubber  bag  distended  with  water,  and  communicating  by  a  tube  with  a 
column  of  mercury.  His  inquiries  were  made  to  determine  the  effect  of  expulsive 
efforts  made  in  various  positions  of  the  body.  It  was  found  that  descent  of  the 
uterus  (indicated  by  the  instrument),  produced  by  expulsive  effort,  was  much 
greater  in  the  standing  than  in  the  sitting  position,  the  difference  being  equal  to 
JL  inch  of  mercury.  It  was  also  found  tliat  the  difference  produced  by  mere 
position,  without  expulsive  action,  between  standing  and  sitting  (due  to  super, 
incumbent  visceral  pressure)  was  represented  by  5%  inch  of  mercury.  The 
squatting  position,  according  to  these  experiments,  gave,  next  to  the  actual  lying- 
down  position,  the  least  amount  of  pressure  on  the  uterus. 
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prevent  the  uterus  as  a  whole  from  moving  down  on  to  the  floor  of 
the  pelvis  or  towards  the  vaginal  aperture. 

The  broad  ligaments  of  the  uterus,  including  the  cellular  tissue 
enclosed  in  their  layers  and  surrounding  the  plexus  of  vessels 
which  lie  laterally  to  the  uterus  within  the  layers  of  the  broad 
ligaments,  have  the  important  effect  of  preventing  lateral  move- 
ments of  the  uterus ;  they  secure,  or  help  to  secure,  the  position  of 
the  uterus  in  the  middle  line  of  the  body ;  they  also  tend  very 
much  to  prevent  descent  of  the  uterus  as  a  whole,  and  they  appear 
to  be  in  fact  the  chief  means  by  which  the  uterus  is  suspended  in 
the  pelvic  cavity. 

The  round  ligaments  of  the  uterus  have  been  lately  made  the 
subject  of  inquiry  by  Martin  and  Lieberkuhn  (quoted  by  De 
Warker  loc.  cit.).  The  round  ligaments  contain  smooth  and  striped 
muscular  fibres,  the  smooth  ones  attached  to  the  uterus  on  its 
antero-lateral  aspect  on  each  side.  The  striped  muscular  fibres 
are  inserted  by  tendinous  and  fleshy  terminations  into  the  apo- 
neurosis of  the  internal  oblique  muscle,  the  outer  ring  at  its  upper 
and  under  side,  while  the  smooth  fibres  pass  through  the  inguinal 
ring  to  the  connective  tissue  on  the  mons  Veneris.  The  round 
ligaments  are  stated  by  Eainey  to  increase  in  size  during  pregnancy. 
Martin  believes  that  the  striped  fibres  raise  the  fundus  towards 
the  pubes  and  further  the  process  of  insemination.  It  seems  prob- 
able that  the  round  ligaments  may  have  a  certain  effect  in  tending 
to  prevent  the  movement  of  the  fundus  uteri  backwards. 

The  vagina  is  to  be  considered  as  one  means  of  support  to  the 
uterus,  and  thus  to  prevent  motion  downwards.  Here  it  is 
necessary  to  point  out  that  when  we  speak  of  the  vagina,  we 
include  really  the  cellular  tissue  round  the  vagina  and  the  processes 
of  cellular  tissue  by  which  the  vagina  itself  is  fixed.  In  a  very 
interesting  paper,  Mr.  D.  B.  Hart,  M.B.,  has  recently  discussed  the 
question  of  the  normal  support  of  the  uterus.'  He  points  out  that 
the  vagina  has  no  side  walls,  that  it  is  a  slit  parallel  to  the  pelvic 
brim,  and  that  it  constitutes  a  pelvic  diaphragm,  the  floor  and 
roof  being  in  apposition,  and  the  uterus  being  set  at  about  a  right 
angle  to  this  diaphragm.  It  is  this  diaphragm  which  acts,  accord- 
ing to  Mr.  Hart,  as  the  chief  support  of  the  uterus.  He  enforces 
his  argument  by  appeal  to  the  sections  of  frozen  specimens  such  as 
those  of  Braune.    According  to  this  view,  the  perinseum  is  a 

'  A  Sf/udy  of  two  Mesial-rertical  Sections  of  the  Female  Pclvii  in  Relation,  to  the 
XoTmal  Siqjjwrt  of  the  JJteing  and  I'rolajmis  Uteri.  By  D.  13.  Hart,  M.B. 
Obst.  Soc.  of  Edin.  Feb.  1879. 
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most  important  part  of  the  support  of  the  uterus,  because,  if  it 
be  partly  or  wholly  destroyed,  the  anterior  part  of  the  vaginal  wall 
slips  over  the  posterior,  the  bladder  descends,  and  the  uterus 
follows  it.  These  arguments  are  in  substance  sound,  and  they  appear 
to  be  especially  applicable  in  regard  to  the  etiology  of  what  may  be 
termed  external  prolapsus.  The  experiments  performed  by  Dr. 
Savage  ^  some  time  ago  are  confirmatory  of  the  idea  that  the 
general  cellular  tissue  of  the  pelvis  is  exceedingly  important  as  a 
means  of  holding  the  uterus  in  jposition  and  preventing  descent. 

Eeviewing  the  whole  subject  of  the  attachments  of  the  uterus, 
it  becomes  evident  that  the  uterus  is  held  in  its  place  mainly  by 
what  may  be  termed  the  close  packing  of  the  pelvic  contents,  by 
the  framework  of  the  vagina,  the  framework  of  the  bladder,  and 
the  broad  ligaments,  and  by  the  vessels,  the  cellular  tissue  sur- 
roimding  the  vessels,  by  certain  strengthening  fibres  in  various 
positions,  and  in  a  most  important  degree,  by  the  perinseal 
structures.  The  attachments  are  such  that  no  considerable  motion 
is  easily  permitted  when  the  pelvic  contents  are  in  a  state  of 
health.  When  the  perinaeum  is  not  intact,  as  is  frequently  the 
case  in  women  who  have  borne  children,  an  important  safeguard 
is  removed.  In  the  chapter  on  '  Prolapsus '  this  part  of  the 
subject  will  be  again  considered. 

The  motions  of  the  uterus  may  be  described  as  follows  :  It  has 
an  upward  motion  and  a  downward  motion,  very  little  lateral 
motion,  but  more  anterior  or  posterior  motion.  It  would  be  probably 
correct  to  say  that,  in  a  state  of  health,  the  range  of  upward  and 
downward  motion  does  not  exceed  two  inches,  while  the  range 
of  anterior  and  posterior  motion  is  generally  not  more  than  one 
inch  and  a  half.  The  extent  of  lateral  motion  is  probably  one 
inch. 

But  the  motion  of  the  uterus  is  not  a  simple  motion.  The 
uterus  being  fixed  chiefly  at  its  middle  part,  when  any  force  begins 
to  act  upon  it  the  result  usually  is  that  a  compound  motion  results. 
Thus  the  uterus,  when  pushed  downwards,  as  in  the  act  of  strain- 
ing, does  not  retain  its  longitudinal  axis  in  the  same  position,  but 
it  may  be  tilted  to  a  certain  degree  at  the  same  time.  Thus  the 
uterus  may  descend  as  a  whole,  but  the  upper  pait  of  it  may 
descend  more  than  the  middle  part.  In  such  a  case  we  have 
descent,  together  with  what  has  been  termed  '  version,'  but  which 
would  be  more  correctly  designated  '  rotation '  (on  its, transverse 
axis  of  suspension).  But  there  arises  a  further  complication.  If 
'  Illustrations  of  the  Surgery  of  the  Female  Scxval  Organs. 
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tlie  uterus  were  a  solid  rod,  the  axis  of  the  organ  would  be  always 
the  same,  though  it  would  not  be  always  in  the  same  place.  But 
inasmuch  as  the  uterus  is  in  a  certain  degree  a  pliable  body,  it  is 
liable  to  be  bent  and  the  shape  of  its  axis  changed.  We  thus 
have  three  kinds  of  motion  possible.  For  instance,  there  may  be — 
1.  Movement  downwards.  2.  Tilting  of  the  uterus  (version, 
or,  as  above  suggested,  more  properly '  rotation  ')  on  the  transverse 
axis.    3.  Bending  or  flexion  of  the  uterus. 

In  the  accurate  estimate  of  this  conjunction  of  motions  we  have 


Fig.  32.' 


the  basis  for  the  true  pathology  of  uterine  flexions  and  displace-- 
ments.  The  natural  movements  of  the  uterus  are  usually  compli- 
cated, as  above  described,  descent  directly  downwards,  for  instance, 
bemg  less  common  than  downward  descent  together  with  a  little 
rotation  (version)  and  a  little  flexion.  When  the  uterus  is  in  a  state 
of  health  it  quickly  returns  to  its  normal  position  as  soon  as  the  ap- 
plication of  the  moving  force  ceases,  and  there  is  little  doubt  that 

«f  J  y^""'^        S«^"ltzo,  represents  his  notion  as  to  the  condition  of  the 

uterus  when  the  bladder  is  empty. 
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these  slight  oscillations  habitually  occur  during  changes  of  position 
of  the  body,  during  exercise,  during  the  natural  expulsive  efforts,  &c. 

The  particular  motion  of  the  uterus  about  which  there  does 
not  appear  to  be  uniformity  of  opinion  is  that  connected  with 
evacuation  of  the  contents  of  the  bladder.  It  is  the  opinion  of  some, 
as  already  stated  at  p.  131,  that  the  body  of  the  uterus  habitually 

,  Fig.  33.' 


falls  or  moves  forward  as  the  urine  escapes  from  the  bladder,  and 
that  this  anteversion  and  flexion  of  the  uterus  is  a  perpetuaUy 
recurring  event.  I  believe  this  opinion  to  be  incorrect.  It  is 
possible  there  may  be  a  slight  tilting  or  rotatory  movement 
forwards  when  the  bladder  becomes  emptied,  but  the  descent  of  the 
top  of  the  fundus  uteri,  under  such  circumstances,  does  not  in  a 
1  Fig.  33  represents  the  normal  range  of  motion  of  the  uterus. 
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state  of  health,  according  to  my  observation,  exceed  half  an  inch  in 
amount,  whereas,  according  to  Schultze's  (see  fig.  32),  the  top  of 
the  fundus  descends  as  much  as  two  inches,  or  even  more,  on  com- 
plete evacuation  of  the  vesical  contents. 

When  the  bladder  is  rather  fuller  the  uterus  as  a  whole  may  be 
pushed  backwards  a  little  without  being  bent,  and  when  the 
rectum  is  very  much  distended,  the  uterus  may  as  a  whole  be 
pushed  forwards.  When  expulsive  efforts  are  made,  it  is  obvious 
that  the  result  will  be  different  according  to  the  condition  of  the 
rectum  and  bladder.  If  both  are  in  a  medium  state  of  fulness 
the  uterus  will  be  made  to  descend  towards  the  floor  of  the  pelvis, 
and  the  posterior  part  of  the  vagina  will  descend  with  it.  There 
may  be  little  rotation  (version)  or  flexion  under  such  circum- 
stances. When  the  bladder  is  very  full  the  expulsive  effort  may, 
as  has  been  shown  by  experiments  performed  by  Dr.  Braxton 
Hicks,  result  in  a  retroversion  of  the  uterus.  Not  long  since  I  had 
under  my  care  a  young  lady  suffering  from  retroversion  and  flexion, 
I  which  was  certainly  due  to  long-continued  retention  of  urine  during 

ia  long  railway  journey.  When  the  bladder  is  not  distended  the  ex- 
pulsive effort  projects  the  uterus  downwards  and  at  the  same  time 
may  produce  extreme  anteversion.    These  are  of  course  extreme 
'  events,  and  they  are  here  mentioned  because  there  can  be  little 
doubt  that  they  are  only  exaggerations  of  what  probably  happens 
every  day,  but  to  a  very  much  less  considerable  degree,  and  when 
also  the  uterus  and  its  surroundings  are  in  a  state  of  health. 
The   accompanying   drawing  (fig.  33)  exhibits   what  may  be 
1  described  as  the  normal  extent  of  the  motions  of  the  healthy 
!  uterus,  a  a'  shows  the  position  of  the  uterus  in  a  state  of  rest ;  b 

shows  the  degree  of  anterior  tilting  (or  rotation)  which  occurs 
^  under  various  circumstances — emptying  of  the  bladder,  &c. ;  and 
G  c'  shows  the  degree  of  posterior  rotation  which  may  occur.  It  will 
be  observed  that  in  anterior  rotation  the  os  is  carried  backwards, 
whereas  in  posterior  rotation  the  os  is  carried  forwards.  Moreover, 
in  both  the  latter  cases  the  os  is  seen  to  be  rather  lower  than 
usual  in  the  pelvis. 
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CHAPTER  XIV. 

DISPLACEMENTS,    DISTOKTIONS  (fLEXIOXs),  OF  THE  UTERUS. 
2.  PATHOLOGY  AND  GENERAL  HISTORY. 

Nomenclature— Flexion,  Distortion,  Version,' Prolapsus— Complex  nature  of  Cases 
—Frequency  of  Distortions  and  Displacements— Statistics  from  Author's  Hos- 
pital Practice— Statistics  from  Private  Practice, 

Nomenclature. — When  the  uterus  is  bent  upon  itself  it  is  said  to 
be  flexed,  and  when  the  flexion,  passing  beyond  the  normal  limit, 
has  become  chronic  the  malady  is  a  distortion  of  the  uterus. 
When  the  alteration  of  shape  is  known  to  have  occurred  after 
puberty,  or  thereabouts,  the  affection  is  properly  spoken  of  as  a 
distortion.  Malformations  of  the  uterus  are  congenital.  Occa- 
sionally it  is  rather  diflBcult  to  distinguish  a  malformation  from  a 
distortion  of  the  uterus. 

By  version  of  the  uterus  {rotation  backwards  or  forwards  on 
the  transverse  axis)  is  meant  an  inclination  of  the  organ  forwards, 
backwards,  or  to  the  side,  as  the  case  may  be,  constituting  ante- 
version,  retroversion,  lateriversion  {right  or  left). 

It  is  very  generally  the  case  that  version  of  the  uterus  is  con- 
joined with  flexion  of  the  organ,  though  in  some  cases  the  axis  of 
the  uterus  is  actually  undistm-bed,  and  there  is  version  pure  and 
simple. 

Another  result  generally  occurs,  viz.  that  there  is  a  certain 
degree,  often  a  very  great  degree,  of  displacement  of  the  uterus, 
conjoined  with  the  distortion.  Flexion  of  the  uterus  necessarily 
implies  a  degree  of  displacement  of  the  body  of  the  uterus,  or  of 
the  cervix.  Thus,  in  a  case  of  retroflexion  the  fundus  uteri  is 
relatively  much  lower  in  the  pelvis  than  in  the  healthy  uterus,  and 
it  is  thus  '  displaced.'  But  there  are  two  distinct  kinds  of  dis- 
placement. Thus,  sometimes  we  find  the  uterus  as  a  whole  not 
materially  displaced  from  its  proper  position  in  the  pelvis,  but 
certain  parts  of  it  are  removed  from  their  proper  place.  More 
often,  however,  it  is  the  fact  that  there  is  both  a  relative  and  a 
general  displacement  of  the  uterus.    Nothing  is  more  common, 
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indeed  it  is  the  rule,  to  which  there  are  exceptions,  to  find  con- 
siderable descent  of  the  uterus  in  the  pelvis,  conjoined  witli 
marked  distortion. 

The  word  prolapsus  is  used  rather  widely.  By  some  it  is 
restricted  to  cases  where  the  uterus  is  only  partially  protruded, 
the  term  procidentia  being  employed  to  designate  complete  ex- 
trusion of  the  uterus.  Using  the  term  prolapsus  in  its  widest 
sense,  we  find  prolapsus  associated  very  frequently  indeed  with 
distortion  of  the  uterus,  and  this  applies  both  to  cases  where  the 
prolapsus  is  slight  in  degree,  or  so  severe  as  to  amount  to  pro- 
cidentia. 

Numerous  figures,  illustrative  of  the  above  remarks,  will  b6 
found  in  the  succeeding  chapters. 

Complex  Nature  of  Cases. — From  the  foregoing  remarks  it 
will  be  evident  that  there  are  a  multitude  of  complications  possible, 
and  as  a  fact  it  is  very  rare  to  meet  with  any  one  of  the  conditions, 
version,  flexion,  or  prolapsus  of  the  uterus  in  a  simple  and  unmixed 
form. 

This  is  a  point  of  considerable  importance,  for  it  is  impossible, 
unless  it  is  duly  regarded,  to  make  any  advance  in  knowledge  of 
the  subject.  Cases  as  they  are  met  with  in  practice  are  generally 
complex :  they  are  as  a  rule  complex  in  more  than  one  sense  of 
the  word.  The  complexity  is  not  merely  a  mechanical  one — there 
are  also  various  vital  or  functional  disturbances  entering  into  and 
complicating  almost  every  case.  Thus,  flexions  and  displacements 
of  the  uterus  are  almost  invariably  only  a  part,  though  a  very 
important  part,  of  the  affection  actually  present.  The  condition  of 
the  general  health,  the  condition  of  the  uterine  tissues — these  are 
quantities  liable  to  vary  exceedingly  in  different  cases,  and  when 
we  consider  the  number  of  possible  varieties  in  the  shape  and 
position  of  the  uterus,  it  is  evident  that  the  number  of  possible 
complications  is  almost  endless.  Thus,  to  say  that  a  particular 
patient  is  affected  with  an  anteflexion  of  the  uterus  is  to  convey 
very  little  actual  information  :  the  case  may  be  trifling  in  import- 
ance, or  it  may  be  serious ;  it  may  be  safely  left  to  itself,  or  it  may- 
require  much  and  skilful  attention  to  be  remedied.  We  should 
require  to  know  the  history  of  the  case,  the  precise  degree  of  the 
anteflexion,  the  precise  position  of  the  uterus  as  a  whole  in  the 
,  pelvis,  the  physical  condition  of  the  tissues  of  the  uterus,  the  size 
and  thickness  of  its  walls ;  and,  in  forming  a  due  estimate  of  the 
■  case,  tlic  general  condition  and  activity  of  the  nutritive  process 
would  form  a  very  essential  element. 
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Fkequency  of  Distortions  and  Displacements  of  the  Uterus. 
— It  is  a  matter  of  considerable  interest  to  determine  the  actual 
frequency  with  which  these  disorders  of  the  uterus  are  met  with 
in  practice.  The  following  is  a  contribution  on  this  subject  from 
my  own  experience : —  '  ^ 

During  a  period  of  a  little  over  four  years,  from  August  1865 
to  December  1869,  I  kept  notes  of  all  cases  treated  in  my  out- 
patients' room  at  University  College  Hospital.  The  number  of 
recorded  cases  of  all  kinds  is  1,205.^  Of  these,  714  were  cases 
where  the  patients  presented  uterine  symptoms.  Of  these  714, 
620  were  subjected  to  an  internal  examination,  and  the  diagnosis 
thus  arrived  at.    In  94  no  such  examination  was  made. 

Of  the  620  examined  cases,  61,  or  9*8  per  cent.,  were  set  down 
as  suffering  from  absence  or  malformation  of  uterus,  or  various 
symptomatic  affections  only. 

In  182,  or  29-3  per  cent.,  the  patients  were  found  to  be  suffer- 
ing from  fibroid  tumour,  cancer,  or  pelvic  cellulitis. 

In  377,  or  60*8  per  cent.,  the  sha]De  of  the  uterus  was  materi- 
ally changed  or  its  position  markedly  changed. 

These  377  cases  are  further  resolved  into  — 


Flexions 


296] 


Eetroflexions,  112 
lAnteflexions,  184 
Prolapses    .       .       .       .  81 


377 


Further,  '  the  flexion  cases  were  very  generally  attended  with 
textural  alterations  of  the  uterus,  congestive  hypertrophy,  &c., 
which,  in  accordance  with  present  views,  would  be  termed  con- 
gestion ;  but  it  is  precisely  in  those  cases  where  the  symptoms 
of  irritation  were  most  marked  that  severe  and  well-established 
flexions  were  found  to  exist.' 

It  thus  appears  that  in  60'8  per  cent,  of  those  hospital  out- 
patient cases  which  presented  uterine  symptoms  of  sufficient  import- 
ance to  suggest  the  necessity  for  making  an  examination,  marked 
physical  changes  in  the  form,  shape,  or  position  of  the  uterus  were 
detected. 

The  total  number  of  cases  recorded  was,  as  1  have  before  stated, 
1,205,  of  which  714  are  accounted  for  in  the  above  analysis.  There 
remain  491  cases,  which  include  many  of  syphilis  or  gonorrhoea, 
pregnancy,  general  debility,  overlactation,  diseases  of  the  bladder 
or  external  generative  organs,  phlegmasia  dolens,  tumours  or  in- 

'  These  data,  the  results  of  hospital  experience,  were  first  published  in  the 
last  edition  of  this  work,  1872. 
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flamiuations  of  the  ovaries,  cases  of  doubtful  diagnosis,  cases  of 
disease  of  other  than  the  generative  organs,  &c. 

The  foregoing  statistics  give  the  proportion  in  which  dis- 
tortions and  displacements  are  liable  to  be  observed  in  the 
case  of  Hospital  patients,  in  London  at  least.  Turning  from 
these  results  of  public  hospital  practice  it  is  more  difficult  to 
arrive  at  results  which  will  command  attention  as  to  the 
frequency  of  uterine  distortions  and  displacements  in  the  class 
of  patients  ordinarily-  denominated  '  private '  patients  and  the 
majority  of  which  belong  to  the  better  classes  of  society.  I  have, 
however,  extracted  the  following  particulars  relating  to  six  years  of 
recent  private  practice  with  the  view  of  arriving  at  some  con- 
clusion on  the  question  as  to  the  relative  frequency  of  various 
forms  of  uterine  disease. 

It  must  be  premised  that  the  six  years'  statistics  given  below 
are  imperfect  in  one  way,  for  they  do  not  include  a  number  of 
cases,  particularly  those  seen  in  consultation  practice  away  from 
my  own  residence,  which  have  unavoidably  escaped  being 
recorded. 

The  total  recorded  cases  in  six  years  (1,140)  include  — 

Cancer,  uterine  or  vaginal  27 

Fibroid  tumour  and  polypus  60 

Diagnosis  of  pregnancy  33  . 

Flexions,  and  displacements  of  the  uterus  (see  explanatory 

statement  below)  70 

Miscellaneous,  including 

a.  Diseases  of  other  than  sexual  organs 
h.  Cases  of  disease  of  sexual  organs,  no  physical  ex-  311 
amination  ....... 

c.  Various  diseases  of  sexual  organs  not  included  in 


foregoing  list 


1140 

It  is  stated  in  the  foregoing  list  that  709  patients  were  affected 
vvith  flexions  or  displacements  of  the  uterus.  This  statement 
requires  a  more  complete  explanation.  There  were  probably 
several  other  ijatients  who  would  have  been  found  to  be  suffering 
Tom  these  affections  had  an  examination  been  made.  The  709 
;ases  are  put  together  because  they  evidently  belonged  to  one  class. 
The  symptoms  were  so  severe  or  troublesome  that  an  examination 
vas  imperative,  and  the  result  of  the  investigation  was  to  show  that 
he  symptoms  were  dependent  on  the  uterus.  In  a  few  of  the 
lases  where  it  is  expressly  stated  the  uterus  was  found  normal, 
he  cases'  are  still  left  in  this  category,  because  the  symptoms 
*>b8erved  were  such  as  are  ordinarily  present  in  cases  of  flexion 
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or  displacement,  and  no  disease  of  any  other  organ  was  found  to 
account  for  them. 


Flexions  (ante-  488,  retro-  180) 

.  668 

Uterus  prolapsed  without  flexion 

6 

Uterus  simply  too  large  or  too  long  . 

11 

Hypertrophic  cervical  elongation 

Uterus  normal  

4 

Cases  of  alternate  ante-  and  retroflexion  . 

2 

Lateriflexion      .       .       .       .  . 

3 

Flexions  combined  with  pregnancy  . 

.  12 

Total  709 

Under  the  head  '  Miscellaneous '  are  included  various  slight 
cases  of  disorder  of  the  sexual  organs,  in  some  of  which  examina- 
tion was  made,  and  in  many  not ;  it  includes  also  cases  diagnosti- 
cated to  be  disease  of  the  ovaries  by  physical  examination  or 
otherwise.  It  also  includes  some  few  cases  of  patients  who  were 
not  found  to  be  affected  with  diseases  of  the  sexual  organs  at  all. 
The  number  of  cases  of  the  latter  class  is  not,  however,  enough  to 
vitiate  any  numerical  conclusion  to  w^hich  the  figures  would 
appear  to  lead. 

Speaking  generally  of  the  foregoing  statistics,  they  may  be 
summed  up  as  follows  : — 

Of  1,100  patients  believing  themselves  to  be  affected 
with  some  disorder  referable  to  the.  sexual  organs,  or  believed  to 
be  so  affected  by  the  practitioner  under  whose  care  they  had  been, 
after  a  careful  investigation  of  the  case  and  from  the  results  of 
physical  examination,  about  700  were  found  to  be  suffering  from 
well-marked  flexion  or  displacement  of  the  uterus ;  87  were  affected 
with  cancer  or  fibroid  tumour ;  there  remain  rather  over  300 
cases  accounted  for  under  various  heads  in  the  foregoing 
list. 

The  statistics  of  my  own  private  practice  thus  show  that  in 
about  70  per  cent,  of  j)atients  applying  for  advice,  flexions  and 
displacements  existed,  and,  in  my  judgment,  proved  to  be  the 
essential  cause  of  the  sufferings  of  which  the  patients  complained. 
When  it  is  stated  that  flexions  and  displacements  existed  in  this 
large  percentage  of  cases,  it  is  not  to  be  inferred  that  these  con- 
stituted the  sole  maladies  present.  Few  of  these  cases  were  with- 
out complications  of  various  kinds.  But  almost  the  whole  of 
these  cases  were  really  severe  ones,  none  being  included  but  those 
in  which  the  patient  was  suffering  or  had  suffered  much,  and  none 
in  which  the  diagnosis  was  at  all  doubtful. 
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CHAPTER  XV. 

DISPLACEMENTS  AND  DISTORTIONS  OF  THE  UTERUS  (fLEXIONS). 

3.  ETIOLOGY.  ^> 

; Etiology.— Statistics  of  Cases  in  Trivate  Practice,  showing  Frequency  of 
1    Mechanical  or  Physical  Injury  or  Accident. 

Classification  of  Causes.— 1.  Predisposing:  Undue  Softness  of  the  Uterus 
1    from  Malnutrition  (Chronic  Starvation)— from  Sub-involution— Physical  Pro- 
stration—Rupture  of  Terinaium-Previous  Pregnancy.    2.  Exciting:  Accidents 
-  Over-exercise— Special  Exercises— Special  Occupations— Marriage.    3.  Gene- 
ral Causes. 

For  some  few  years  past  I  have  taken  particular  pains  to  ascertain 
,the  cause  of  the  displacement  or  distortion  in  cases  of  this  kind 
coming  under  my  notice.  In  a  considerable  number  of  the  cases  I 
found  it  possible  to  trace  in  the  j)revious  history  particular  causes 
'explanatory  of  the  occurrence.  Due  care  has  been  taken  to  guard  as 
carefully  as  possible  against  sources  of  fallacy  in  tracing  the  relation 
of  the  cause  and  effect. 

i  It  is  remarkable  how  frequently  the  particular  cause  of  the  dis- 
iplacement  or  distortion  has  proved  to  be  some  external  mechanical 
physical  injury.  The  following  data  illustrates  this  part  of  the 
isubject. 

;  I  have  selected  from  records  of  cases  collected  during  six  years 
i340  cases  in  which  the  patient  was  single,  or,  if  married,  was 
sterile,  and  in  which  the  uterus  was  affected  with  ante-  or  retro- 
flexion. I  have  purposely  excluded  for  the  moment  cases  of 
patients  who  had  had  children,  as  in  such  cases  child-birth,  or  the 
sequelae  of  child-bed,  introduce  disturbing  considerations. 

It  thus  appears  that  in  or  43  per  cent.,  of  cases  of  flexion 
in  single  women,  or,  if  married,  sterile,  the  cause  was  distinctly 
traced  to  some  one  of  the  above-mentioned  agencies. 

It  is  right  to  state  that  in  three  of  the  above  cases  the  patient 
I  ad   had  a  miscarriage,  accident  or   strain  having  produced 
ipparently  the  miscarriage  as  well  as  the  displacement,  or,  to  speak 
riore  correctly,  the  accident  or  strain  was  responsible  both  for 
be  displacement  and  the  miscarriage. 
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840  Cases  of  Sini/le  or  Sterile  Patients  Affected  with  Uterine  Flexions. 


Tlio  flexion  distinctly  traced  to 

Retro- 
flexions 

Ante- 
flexions 

Total 

Strains,  lifting,  carrying,  nursing,  standing,  dancing, 

gymnastics,  croquet,  swimming,  &;c  

13 

49 

62 

Falls,  or  other  accidents  

11 

18 

29 

Horse  exercise  

6 

9 

15 

Over-walking  .  .  

8- 

7 

15 

Organ  or  harmonium-playing  

Long  railway  journey  ....... 

1 

3 

4 

1 

1 

2 

Retention  of  urine  in  railway  journey  .... 

1 

1 

2 

Fright    .       .       .  •  

0 

1 

1 

Sea  sickness  (three  months  voj'age)  .... 

0 

1 

1 

Measles  

1 

0 

1 

Scarlet  fever  or  typhoid  fever  

2 

11 

13 

Menstruation  checked  by  cold  ..... 

0 

3 

3 

Menstruation  checked  by  sea  bathing  .... 

0 

1 

1 

44' 

1  10.5' 

149 

'  Selected  from  83  cases  _ 
2  Selected  from  257  cases  /  ~ 


Strains  resulting  from  efforts  in  lifting,  nursing,  &c.,  con- 
stituted a  very  common  cause — 62  out  of  149  cases.  They  most 
commonly  produce  the  effect  in  patients  who  undertake  such  ex- 
ertions without  proper  training  or  strength.  Nursing  and  lifting 
sick  relatives  appear  to  be  very  dangerous.  Lifting,  or  occupa- 
tions involving  much  standing,  were  responsible  in  many  cases. 
'  Stretching  up  to  a  cord,' '  drawing  the  cork  of  a  bottle,' '  carrying 
a  child,'  '  strain  at  archery,'  '  moving  furniture,'  '  rowing,'  '  use  of 
sewing-machine,'  '  lifting  a  patient  from  the  ground,' '  lifting  wash- 
stand,'  were  the  causes  traced  in  other  instances.  Unnecessary 
gymnastic  feats,  excessive  standing  at  croquet,  one  or  two  cases 
traceable  to  excessive  swimming,  may  also  be  mentioned. 

'  Falls,'  or  other  accidents,  include  many  cases  in  the  tabular 
list  above  given.  '  A  complete  somersault  down  a  flight  of  steps,' 
'  thrown  from  a  carriage,'  '  fall  from  a  carriage,'  '  thrown  from  a 
horse,'  '  fall  from  a  horse,'  falls  on  the  back,  on  the  ground,  down 
stairs,  &c. — under  the  foregoing  heads  I  find  cases  of  retroflexion 
recorded.  *  Jump  from  a  carriage,'  '  slipped  down  flight  of  stairs,' 
«  fall  from  back  of  dog-cart,'  '  fall  from  horse,' '  slipped  down  stairs,' 
'fall  down  steps,' 'jump  from  a  horse,' '  fall  from  a  horse  and 
horse  rolled  over  her ' — under  these  heads  cases  of  anteflexion  could 
be  quoted. 

Horse  exercise  was  clearly  traced  as  a  cause  in  several  cases. 
In  one  case  it  indirectly  led  to  displacement  owing  to  prolonged 
retention  of  urine.  In  weakly  young  women,  imperfectly  train 
to  it,  horse  exercise  appears  decidedly  injurious. 
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«  Over-walking  '  includes  several  cases.  '  Long  mountain  walks,' 
<  daily  long  walks,'  and  '  long  walks  to  catch  a  train,'  are  causes 
traced  in  some  retroflexion  cases.  'Long  walks  up-hill,'  'very 
fatiguing  walk,'  '  walk  during  menstrual  period,'  &c.,  in  certain 
cases  of  anteflexion.  Organ  or  harmonium  playing  was  found 
injurious  in  a  few  cases.  Ketention  of  urine  during  long  railway 
journey,  fi'ight,  &c. — these  cases  require  no  particular  mention. 

There  were  fourteen  cases  in  which  the  cause  assigned  above  is 
measles,  scarlet  fever,  or  typhoid  fever.  The  reason  for  introducing 
these  cases  is,  that  the  details  on  investigation  proved  that  the 
uterine  aSection  had  occun-ed  from  ordinary  walking  during  con- 
valescence from  the  fever.  The  conclusion  formed  was  that  the 
uterus,  enfeebled  in  common  with  the  other  organs  of  the  body, 
gave  way  under  ordinary  exertion,  and  the  preceding  fever  was 
thus  really  responsible  for  the  resulting  uterine  affection. 

The  causes  of  uterine  distortions  and  displacements  may  be 
.divided  into  three  classes — predisposing,  exciting,  and  general. 

Fredisposing : — 

Undue  softness  of  the  uterus — 

From  mal-nutrition  (chronic  starvation). 

From  sub-involution  following  pregnancy. 
Physical  general  prostration  and  weakness,  as  from  fever,  &c. 
Eupture  of  peringeum. 
Previous  pregnancy. 

Exciting : — 

Accidents — 
Strains. 
Falls. 

j  Eailway  and  carriage  accidents. 

Over-exercise — 

Long  walks  or  drives. 
!  Excessive  exercise  during  menstruation. 

55  5,  pregnancy. 

Exercise  too  soon  after  confinement. 
Special  exercises — 
Horse  exercise. 

Gymnastics  (inappropriate  or  injudiciously  selected). 
Croquet,  lawn-tennis,  &c.  (in  excess). 
Special  occupations — 
.  '  Eequiring  much  standing,  as  counter  work. 

Eequiring  carrying  and  lifting,  as  nursing. 

L 
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Washing. 

Use  of  sewing-machine. 
Straining  in  defaecation,  &c. 
Marriage. 

General. —  See  remarks  later  on. 

Of  the  predisposing  causes,  undue  softness  of  the  uterus  is 
perhaps  the  most  important.  It  may  be  due  to  mal-nutrition  either 
in  a  single  woman,  or  in  one  who  has  borne  children.  This  condition 
of  the  uterus  has  been  already  described  (p.  66).  General  prostra- 
tion and  weakness,  as  from  the  effects  of  fever,  appear  to  be  power- 
ful predisposing  causes  (see  list  of  cases  enumerated  at  p.  144). 
Clinical  facts  show  that  uterine  flexions  are  liable  to  be  initiated 
by  exercise  or  movement  taken  shortly  after  prostration  from  fevers. 
Rupture  of  the  perinoeum  is  a  special  predisposing  cause  :  the 
support  of  the  lower  part  of  the  vaginal  canal  is  taken  away,  and 
this  is  a  powerful  predisposition  to  displacement  of  the  uterus 
and  to  flexion  of  the  organ. 

Previous  pregnancy  predisposes  to  flexion  in  several  ways. 
The  influence  of  rupture  of  the  peringeum  (if  it  exist)  has  already 
been  alluded  to.  But  in  other  ways  a  predisposition  may  exist. 
Thus,  if  the  uterus  is  left  in  a  state  of  sub-involution,  the  mere 
weight  of  the  organ  tends  to  produce  flexion.  If  the  organ  remains 
softer  than  usual,  as  well  as  in  a  state  of  sub-involution,  the  predis- 
position will  be  greater.  Again,  the  loosening  of  the  attachments 
of  the  uterus  is  frequently  great  during  pregnancy  and  labour,  and 
even  if  no  lesion  is  discoverable,  the  normal  fixation  of  the  uterus 
may  have  been  lost  and  a  predisposition  to  flexion  created. 

Kepeated  pregnancy  in  women  badly  nourished  has  a  tendency 
to  weaken  the  uterus  very  much.  The  uterus  has  little  rest — it 
has  scarcely  time  to  recover  from  the  effect  of  one  pregnancy 
before  another  occurs.  In  the  end  the  uterus  becomes  flexed, 
the  flexion  is  confirmed,  and  either  abortions  or  sterility  (secondary) 
result. 

Exciting  causes  of  flexions. — Reference  may  be  made  in  the 
first  place  to  the  statistics  given  at  page  144  of  cases  recorded  in 
my  own  case-books  ;  but  it  will  be  necessary  to  discuss  the  several 
exciting  causes  more  in  detail. 

Accidents,  including  strains^  falls,  and  railway  or  carriage 
accidents,  are  very  important.  It  has  hardly  as  yet  come  to  be 
recognised  as  a  fact  that  the  uterus  may  be  very  seriously  dis- 
placed and  injured  by  severe  accidents.    The  number  of  cases  of 
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severe  injury  to  the  uterus  from  these  causes  recorded  in  my 
case-books  is  considerable.  The  nature  of  the  injury  is  generally, 
as  experience  has  informed  me,  not  understood  at  the  time  of  the 
accident :  the  patient  feels  ill,  generally  no  bones  are  broken,  there 
is  a  severe  shock,  the  effects  of  which  last  a  few  hours  or  a  few 
days  or  longer,  and  gradually  the  patient  loses  the  pain  and  no 
fm-ther  notice  is  taken  of  it.  But  later  on  it  is  discovered  that  the 
patient  is  more  or  less  completely  incapacitated,  and  careful  ex- 
amination reveals  the  fact  that  the  uterus  is  displaced  and  distorted, 
investigation  of  the  facts  conclusively  showing  that  the  discomfort 
or  incapacity  date  from  a  certain  accident.  One  of  the  first  cases 
of  the  kind  which  came  under  my  notice  was  that  of  a  young  lady 
who,  travelling  by  train,  had  been  rolled  down  a  railway  embank- 
ment, and  had  become  affected  with  acute  retroflexion  of  the 
uterus  as  the  result.  The  record  of  many  cases  of  an  analogous 
kind  which  is  in  my  possession,  gives  unmistakable  proof  of  the 
effect  of  accidents  in  producing  such  displacements  and  dis- 
tortions. 

The  effect  of  a  severe  concussion  on  the  uterus  varies  in  dif- 
ferent cases,  and  it  varies  according  as  it  is  accompanied  or  not 
by  a  severe  strain.  It  is  not  uncommon  for  the  concussion  and 
the  strain  to  come  together.  There  is  the  fall,  and  the  muscular 
effort  to  avoid  the  fall  or  accident.  In  the  latter  case  the  dis- 
placement of  the  uterus  is  likely  to  be  greater.  The  facts  in  my 
possession  show  that  the  uterus  may  be  forcibly  driven  downwards 
to  the  floor  of  the  pelvis,  or  to  the  back  part  of  the  pelvis — into  one 
corner  of  it  as  it  were — or  that  it  may  be  actually  driven  out  of 
the  vagina — [at  least  I  have  known  of  one  case  of  the  latter  kind 
in  a  patient  who  had  had  a  child,  and  who,  while  in  the  standing 
position,  slipped  from  the  table  on  which  she  was  standing  to  the 
floor].  More  generally  the  uterus  is  not  only  driven  downwards 
to  the  floor  of  the  pelvis,  but  it  is  bent  backwards  or  forwards, 
very  acutely,  at  the  same  time.  It  was  believed  by  Dr.  Squarey 
that  rupture  of  the  uterine  fibres  sometimes  occurs  in  the  suddenly 
occurring  acute  flexion  cases,  and  I  consider  it  quite  possible  that 
it  is  so.  At  all  events,  it  is  not  uncommon  for  some  blood  to 
escape  from  the  vagina  after  such  accidents.  The  effect  of  the 
bk)w  or  concussion  will  vary  probably  according  to  the  position  of 
the  patient  at  the  time,  and  the  condition  of  the  uterus,  but  when 
the  case  is  investigated  it  is  found  that  the  uterus  remains  on  the 
floor  of  the  pelvis,  or  in  one  corner  of  it,  or  that  it  is  anteflexed  or 
retroflexed.     In  some  exceptional  cases  the  organ  is  quite  low 
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down,  the  body  of  the  uterus  being  turned  neither  forwards  or 
backwards  as  the  result  of  the  accident  or  blow  received.  It  is 
important  to  note  that  when  bones  are  broken  or  other  notable 
injuries  received,  the  internal  injury  to  the  uterus  may  be  hidden 
or  escape  notice.  Two  cases  of  this  kind  occur  to  me  to  mention. 
One  was  that  of  a  lady  who  fell  and  injured  the  sacrum,  was  laid 
up  by  that  injury  for  some  time,  then  went  about  and  rode  on  horse- 
back much,  subsequently  becoming  paraplegic.  The  paraplegia 
was  naturally  set  down  to  the  spinal  injury,  but  it  proved  to  be  due 
to  a  retroflexion  of  the  uterus,  and  the  patient  was  completely  cured 
by  restoration  of  the  shape  of  the  uterus.  Another  was  that  of  a 
young  lady  who  fell  and  broke  her  arm :  some  months  after  that 
obstinate  sickness  attracted  attention,  and  it  was  found  that  the 
uterus  had  been  violently  displaced  and  pushed  into  one  of  the 
posterior  corners  of  the  pelvis. 

Violent  straining  may  produce  severe  flexion.  Of  this  class  of 
case  may  be  mentioned  one  in  which  the  patient,  quite  unac- 
customed to  such  an  exertion,  lifted  a  helpless  invalid  from  the 
floor,  who  had  suddenly  rolled  out  of  his  chair,  the  result  being 
severe  flexion.  Another,  that  of  a  young  lady,  who  in  a  spirit 
of  bravado  carried  a  very  heavy  cheese  across  the  room,  and 
became  forthwith  an  invalid  from  severe  flexion  of  the  uterus. 

Long  walks  may  produce  at  once  acute  flexion,  or,  continued 
from  day  to  day,  may  slowly  give  rise  to  flexion.    Very  long  walks 
are  certainly  dangerous  to  those  unaccustomed  to  them.  Young 
recently  married  women,  untrained  and  unfit  for  such  continuous 
exertion,  often  inflict  very  serious  injury  upon  themselves  by 
walking  about  all  day  during  the  honeymoon.    Long  mountain 
walks  should  not  be  undertaken  by  young  women  unless  trained  for 
the  purpose  and  in  robust  health  ;  and  if  a  predisposition  to  flexio 
exists,  much  harm  may  be  done  by  them.    '  A  long  walk  of  te" 
miles  to  catch  a  train  '  produced  severe  retroflexion.    Long  walk 
often  inflict  serious  injury  on  young  women  at  school  who  do  no 
happen  to  be  '  strong,'  and  who  are  therefore  predisposed  to  suffe 
from  flexion. 

It  ai^pears  that  long  walks  are  more  dangerous  if  undertake 
during  the  menstrual  period,  no  doubt  because  the  uterus  is 
that  time  heavier,  larger,  and  more  vascular,  and  therefore  mor 
liable  to  become  displaced.  Long  walks  are  not  uncommonly  th 
cause  of  abortion  during  the  second  or  third  month;  the  uteru 
becoming  displaced  or  flexed,  the  abortion  is  thus  produce 
Another  important  class  of  cases  are"  those  in  which  walking  i 
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excess  is  undertaken  too  soon  after  labour,  while  the  uterus  is  still 
heavy,  and  in  a  state  of  sub-involution. 

Horse  exercise  may  cause  flexion  of  the  uterus.  It  may  be 
produced  suddenly  and  at  once,  or  more  gradually.  It  is  not  so 
liable  to  happen  if  the  individual  be  strong  and  properly  trained  to 
it ;  but  evidence  that  could  be  adduced  seems  to  show  that  it  is  a 
kind  of  exercise  not  free  from  liability  to  produce  serious  uterine 
mischief,  even  when  judiciously  managed.  The  evidence  shows 
that  the  uterus  is  liable  to  be  pushed  downwards  on  the  floor  of 
the  pelvis,  and  generally  very  decidedly  flexed  backwards  or  for- 
wards. If  there  be  no  particular  predisposition  to  flexion  horse 
exercise  may  do  no  harm,  but  it  is  never  certain  that  it  will  not. 

Some  few  cases  of  severe  flexion  were  imdoubtedly  traced 
to  too  severe  gymnastic  exercises.  In  two  cases  severe  flexions 
were  produced  by  jumping  down  from  a  considerable  height ;  in  one 
severe  and  most  troublesome  retroflexion  was  produced  by  the  feat 
of  raising  the  body  from  the  horizontal  position  without  the  use 
of  the  arms.  In  two  cases  rowing  was  distinctly  traced  as  the 
cause. 

Dr.  Aveling,  who  has  published  a  valuable  work  '  On  the 
Influence  of  Posture  on  the  Health  of  Women,'  considers  that  the 
erect  posture  has  much  influence  in  inducing  disease,  gravita- 
tion giving  rise  to  vascularity.  He  considers  the  sitting  posture 
on  a  chair  as  unnatural  and  injurious,  and  would  prefer  the 
sitting  posture  on  the  floor.  It  is  in  accordance  also  with  my 
experience  that  the  prolonged  ordinary  sitting  posture  is  injurious, 
and  I  have  seen  many  cases  where  this  posture  could  not  be  borne 
at  all.  But  I  do  not  know  whether  sitting  on  the  floor  would  or 
would  not  prove  equally  inconvenient. 

Lawn-tennis,  badminton,  and  croquet,  when  carried  to  excess, 
in  the  case  of  individuals  predisposed  to  flexion,  are  not  free  from 
danger,  though  doubtless  innocent  enough  under  other  circum- 
stances. 

The  next  class  of  causes  includes  special  occupations  requiring 
much  standing.  Young  women  standing  for  many  hours  consecu- 
tively at  the  counter  become  frequently  affected  with  flexion  of  the 
uterus,  more  rapidly  in  proportion  as  they  are  predisposed  to  its 
occuiTence.  In  hospital  practice  such  cases  not  uncommonly  present 
themselves.  Dr.  Edis  has  lately  done  good  service  in  calling  pubhc 
attention  to  the  injurious  effects  resulting  from  such  over-standing: 
the  production  of  severe  flexion  of  the  uterus  is  certainly  one  of 
them. 
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The  occupation  of  nursing,  involving,  as  it  does,  necessity, 
occasionally  at  least,  for  lifting  invalids  or  for  standing  many  hours 
together,  is  liable  to  cause  severe  flexions  in  the  case  of  young 
women  who  are  not  strong  and  properly  trained  to  the  work. 
Numerous  instances  have  fallen  under  my  notice  in  which  per- 
manent ill-health  or  incapacity,  due  to  a  severe  uterine  flexion 
produced  while  nursing  a  sick  relative,  has  been  observed. 

Laundry  work  is  perhaps  one  of  the  most  trying  to  the  attach- 
ments and  connections  of  the  uterus.  It  is  liable  to  produce 
severe  flexion,  though  it  is  more  commonly  the  case  that  actual 
prolapsus  is  produced  by  excessive  labour  of  this  kind.  The  use 
of  the  sewing-machine,  playing  the  harmonium,  or  organ,  are  other 
occupations  requiring  mention.  Some  severe  uterine  flexions 
have  been  produced  by  these  occupations  in  cases  which  have 
come  under  my  notice. 

Straining  in  defaecation  is  both  a  consequence  and  a  cause  of 
uterine  flexion.  Nothing  is  more  common  than  to  meet  with 
cases  in  which  uterine  displacement  and  flexion  give  rise  to  con- 
stipation. The  effort  required  to  relieve  the  bowel  increases  the 
existing  flexion.  This  is  more  particularly  the  case  in  retroflexion. 
I  have  seen  a  case  of  retroflexion  in  which  the  fundus  uteri  was 
driven  downwards  by  the  straining  effort  into  the  embraces  of  the 
sphincter  ani,  most  effectively  blocking  up  the  canal  like  a  ball- 
valve. 

Marriage  must  be  mentioned  among  the  causes  of  flexion.  In 
cases  where  there  is  a  predisposition  to  flexion,  and  where  the 
uterus  is  soft  and  weak,  intercourse  has  often  a  very  prejudicial 
effect ;  and  marriage  in  such  cases  may  lead  to  troublesome  disease 
of  the  uterus  in  consequence  of  the  mechanical  disturbing  in- 
fluence thereby  brought  to  bear  upon  the  uterus. 

Under  the  head  of  general  causes  of  flexion  must  be  included 
such  as  are  not  included  in  the  foregoing  classes.  It  seems  j^rob- 
able  that  were  the  true  history  of  every  individual  case  known 
the  cause  would  be  evident  enough.  I  have  found  it  possible  to 
assign  a  cause  in  a  very  large  percentage  of  the  cases  which  have 
come  under  my  notice,  and  have  observed  frequently  that  the 
cause  has  been  discovered  some  time  after  the  patient  has  been 
under  treatment.  SHght  accidents,  even  severe  ones,  are  often 
passed  unnoticed  and  therefore  forgotten.  In  many  cases,  no 
doubt,  the  flexion  occurs  gradually  only ;  the  cause  in  operation 
and  tending  to  produce  it  is  not  severe  in  its  action,  but  produces 
after  a  time  a  perceptible  effect  by  mere  persistence  of  slow  attack. 
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There  is  generally  in  such  cases  a  slight  predisposition  to  begin 
with ;  and  although  the  exertion  or  exercise  taken  by  the  patient 
is  nothing  out  of  the  ordinary,  it  is  more  than  can  be  endured; 
and  in  the  end,  after  many  years  perhaps,  the  uterus  is  found 
affected  with  a  severe  form  of  flexion.  Young  women,  imperfectly 
fed,  having  no  stamina  to  begin  with,  and  called  upon  to  under- 
take duties  involving  standing  or  walking  or  other  exertion — 
governesses,  for  instance,  called  upon  to  daily  take  long  walks  with 
their  more  robust  pupils — offer  numerous  instances  of  the  truth  of 
these  remarks. 
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CHAPTER  XVI. 

DISPLACEMENTS  AND  DISTORTIONS  OF  THE  UTERUS  (fLEXIONS). 
4.  CLASSIFICATION,  AND  PATHOLOGICAL  EFFECTS. 

Classification  of  Flexions  and  consequent  Displacements — Pathological 
Effects. 

1.  The  Seat  of  the  Flexion.  2.  Variations  in  the  Condition  of  the  Tissues  of  the 
Uterus.  3.  Various  Kinds  of  Flexion  or  Version  (Rotation).  4.  Varieties  in 
Position  of  Uterus  as  a  whole. 

Pathological  Effects  of  Flexions,  Relation  to  Congestion,  Relation  to  Hyper- 
trophy of  the  Uterus — Contraction  of  the  Cervical  Canal — Changes  in  the 
Uterus,  Atrophy,  Compression  at  the  Seat  of  the  Bend,  Sensitiveness  at  the 
latter  Spot — Persistence  of  the  Distorted  Shape  of  the  Uterus — Changes  at  the 
Os  Uteri. 

One  principal  cause  of  disagreement  in  regard  to  flexion  of  the 
uterus  is  want  of  appreciation  of  the  fact  that  flexions  vary  so  much 
in  character  in  different  cases.  To  overcome  this  initial  difiiculty 
it  is  necessary  to  attempt  some  classification  of  the  varieties 
observed. 

CLASSIFICATION  OF  FLEXIONS  OF  THE  UTERUS  AND  CONSEQUENT 

DISPLACEMENTS. 

1.  The  Seat  of  the  Bend. — The  most  common  situation  is  the 
position  of  the  internal  os  uteri,  or  about  midway  between  the  os 
uteri  externum  and  the  top  of  the  fundus.  Dr.  Emmet,  speaking 
particularly  of  anteflexions,  adopts  a  peculiar  classification.  He 
speaks  of  (1 )  flexions  of  the  cervix  below  the  vaginal  junction,  and  of 
(2)  flexion  of  the  body  of  the  uterus.  He  regards  the  first  as  con- 
genital, the  second  as  liable  to  occur  after  puberty.  I  do  not  share 
his  view  as  to  the  congenital  nature  of  the  first  variety,  but  it  is 
the  fact  that  the  greater  part  of  the  bend  is  low  down  in  many  cases. 
In  most  cases  the  bend  affects  a  considerable  part  of  the  uterine 
canal,  involving  the  upper  part  of  the  cervix  as  well  as  the  lower 
part  of  the  body  of  the  uterus. 
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2.  Variation  in  the  Condition  of  the  Tissues  of  the  Uterus 
associated  with  the  flexion.  This  variation  is  very  important  in 
the  classification  of  flexions. 

a.  The  uterus  may  be  excessively  soft,  hardly  more  resistant 
than  wet  brown  paper.  Reduction  of  the  flexion  easy,  but  recur- 
rence not  observed  perhaps  until  patient  has  moved  about  again. 

b.  Moderately  soft,  hypertrophied  as  regards  the  fundus  and 
cervix,  congested  and  heavy.  Reduction  easy,  recurrence  on  with- 
drawal of  sound  not  immediate. 

c.  Normally  hard,  but  hypertrophied  as  regards  the  fundus 
and  cervix — one  or  both.  Reduction  difficult,  recurrence  on  with- 
drawal of  sound  immediate. 

d.  Excessively  hard,  the  os  perhaps  much  hypertrophied,  lips 
everted  and  congested  ;  much  hypertrophy  of  body  of  uterus  also. 
Reduction  very  difficult,  or  only  to  be  effected  by  sustained 
elfort. 

e.  Variations  in  the  thickness  of  the  uterine  walls,  especially 
at  the  seat  of  the  flexion. 


with  varying  degrees 
of  anterior  rotation. 


3.  Various  Kinds  of  Flexion  and  Version. — 

ft.  Anteversion  (anterior  rotation)  pure  and  simple. 
h.  Anteflexion,  first  degree 

c.  „  second  degree 

d.  „         third  degree 

e.  Retroversion  (posterior  rotation)  pure  and  simple. 
/.  Retroflexion,  first  degree  ) 

g.  „  second  degree  ^'^^  ""^^^'^^ 

h.  „  third  degree  J     Posterior  rotation. 

j.  Lateriflexion,  right  or  left. 

k.  Anteflexion  with  subsequent  posterior  rotation,  the  uterus 
yet  preserving  its  anterior  flexion. 

Oscillating,  or  alternate  ante-  and  retroflexion. 

There  are  more  minute  shades  of  difference  observable  than 
those  above  indicated,  and  the  differences  existing  between  first, 
second,  and  third  degrees  of  flexion  may  be  not  easy  precisely  to 
define,  but  in  practice  an  approximate  definition  of  the  degree  of 
flexion  present  is  generally  quite  practicable. 

4.  Variation  in  Position  of  Uterus  as  a  whole.— 

■  a.  Uterus  pushed  backwards  on  the  floor  of  the  pelvis,  with 
or  without  flexion  of  the  same.    (Not  common.) 
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b.  Uterus  prolapsed,  more  or  less  completely  in  a  retroflexed 
state.  (This  condition  more  properly  comes  under  the  head  of 
*  Prolapsus.') 

c.  Uterus  higher  than  usual  in  the  pelvis,  but  in  a  flexed  con- 
dition.   (Very  rare.) 

d.  Uterus  flexed  in  various  modes  and  degrees  (see  preceding 
list),  and  lying  lower  than  usual  in  the  pelvis.  (This  is  the  most 
common  condition.) 

I  propose  in  the  next  place  to  call  attention  to  some  of  the  patho- 
logical effects  of  flexions  of  the  uterus.  Fig.  34  represents  the  com- 
parative thickness  of  the  walls  of  the  uterus,  as  shown  by  a  section 

Fig.  34. 


through  it  vertically  and  from  before  backwards.  What  would  be 
the  effect  upon  the  uterus  of  a  bending  of  the  organ  ?  It  would  ob- 
viously be  to  produce  a  compression  of  the  tissues  of  the  organ  at  the 
seat  of  the  bend  (see  fig.  35).  Such  compression  is  in  the  nature  of 
things  inevitable.  The  distance  between  the  external  and  the  in- 
ternal wall  will,  in  process  of  time,  though  probably  not  immediately, 
be  diminished.  The  diminution  of  the  thickness  of  the  walls  of 
the  uterus  will  take  place  to  a  greater  extent  on  the  concave  side 
of  the  bend.  There  will  be  a  diminution  of  the  diameter  at  the 
position  of  the  flexion  {a,  h,  c\  and  the  general  result  will  be  that 
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there  is  a  compressing  force  exercised  at  the  middle  of  the  uterus 
uj)on  the  tissue  of  the  organ  (see  fig.  35).  The  efifects  of  this 
compression  in  retarding  the  circulation  in  the  uterus,  and  in 
producing  acute  congestion  of  the  organ,  have  already  been  dis- 
cussed at  p.  77  in  connection  with  the  subject  of  congestion  of  the 
uterus.  Its  effects  in  producing  a  '  strangulation  '  of  the  uterus 
have  been  also  described  in  the  same  place.  It  is,  I  believe,  an 
inevitable  result  that  the  circulation  in  the  upper  part  of  the 
uterus  should  be  in  a  considerable  degree  interfered  with  when 
compression  is  thus  exercised  upon  the  uterus  and  its  vessels, 
the  result  being  that  the  upper  part  of  the  uterus  comes  in  the 
end  to  contain  a  larger  portion  of  blood  than  usual.  It  becomes 
unduly  heavy  and  larger.  It  becomes  not  only  congested,  but 
likewise  unduly  sensitive,  to  an  extraordinary  degree  in  some  cases ; 

Fig.  35. 


and  the  congestion  and  undue  sensitiveness  constitute  the  most 
important  of  the  phenomena,  to  a  less  degree  in  anteflexion  than 
m  retroflexion,  but  even  in  the  former  cases  to  a  marked  degree  in 
many  mstances.  This  compression  in  the  middle  of  the  uterus 
has  various  eff-ects  in  different  cases.  After  a  time,  if  the  flexion 
IS  not  very  acute  in  degree,  the  uterus  may  become  habituated 
to  It  and  flexion  becomes  after  a  certain  interval  less  embarrassing 
to  the  uterus.  The  uterus  acquires  a  certain  toleration  of  this 
condition.  But  when  it  does  not  acquire  the  toleration,  or  when 
as  frequently  happens,  the  malady  increases,  we  have  an  oppor- 
tunity of  witnessing  the  following  effects  :  the  fundus  uteri  is 
found  sensitive,  swollen,  and  tender  to  a  degree ;  the  patient  is  in  a 
state  of  discomfort  which  hardly  any  physical  condition  of  other 
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organs  of  the  body  can  exceed.  The  physical  compression  of  the 
uterus  is  a  phenomenon  to  which  I  attach  great  importance  as  a 
feature  in  the  natural  history  of  these  cases.  An  important  effect 
of  the  mechanical  interference  with  the  circulation  in  the  uterus 
occurring  in  connection  with  flexion,  is  that  produced  upon  the 
menstrual  functions.  As  will  be  presently  shown,  one  effect  of  flexion 
is  to  narrow  the  uterine  outlet  so  that  the  menstrual  products  do 
not  so  readily  escape.  But  the  chronic  congestion  due  to  flexion 
alters  the  menstrual  discharge  in  another  way.  Sometimes  the 
quantity  is  enormously  increased.  In  other  cases  it  is  as  much 
diminished,  is  scanty  and  very  trifling  in  amount.  It  is  not 
uncommon  to  find  cases  in  single  women  where  menstruation  has 
for  some  time  been  profuse,  and  then  has  become  altogether  too 
scanty.  These  results  are  due — certainly  I  have  found  them  due 
in  many  cases — apparently  to  the  mechanical  interference .  with 
the  general  uterine  circulation  which  severe  flexion  is  capable  of 
producing. 

The  next  effect  to  be  mentioned  is  hypertrophy  of  the  uterus, 
general  enlargement  of  the  organ,  the  result  of  long-continued 
congestion  of  the  part,  leading  to  the  deposition  of  material 
in  the  interstices  of  the  organ,  and  having  the  result  of  increasing 
its  size.  In  the  chapter  on  '  Congestion  of  the  Uterus,'  it  has  been 
shown  that  the  uterus  is  an  organ  which  exhibits  a  tendency 
to  hypertrophy  in  a  remarkable  degree:  the  effect  of  a  long- 
continued  congestion  of  the  uterus  is  to  produce  hypertrophy 
of  those  portions  which  are  in  a  congested  condition.  Hyper- 
trophy affects  not  only  the  fundus  of  the  uterus  itself,  but  the 
parts  round  the  os  uteri,  where,  in  fact,  the  efi'ects  are  so  consider- 
able as  to  have  had  the  effect,  in  past  years,  of  attracting  a  too- 
exclusive  attention  to  this  part  of  the  organ.  It  is  not  uncommon 
to  find  that  the  lips  of  the  os  uteri  are  very  much  thickened, 
that  they  are  very  much  larger  than  usual,  and  that  the  thickness 
of  the  walls  of  the  cervix  uteri  have  increased  to  double  the  usual 
size.  In  fact,  there  is  a  considerable  hypertrophy  of  the  whole 
uterus  present  under  these  circumstances,  not  only  of  the  cervix, 
but  also  of  the  body  of  the  uterus.  Dr.  John  Williams  considers 
that  the  hypertrophy  observed  in  cases  of  flexion  is  analogous 
to  the  hypertrophy  of  the  heart  due  to  stenosis  of  the  orifices.^  In 
connection  with  the  subject  of  hypertrophy  of  the  uterus,  it  is 
necessary  to  consider  the  influence  of  defective  involution  of  the 
uterus  after  delivery,  in  cases  where  the  patient  has  had  children. 
.  The  influence  of  this  defective  involution  is  often  prolonged. 
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When  we  have  the  two  things  associated  together— defective  in- 
\  olution  and  flexion,  these  two  circumstances  co-operating— it  is 
precisely  under  such  circumstances  that  we  meet  with  a  marked 
state  of  hypertrophy  of  the  organ.  Flexion  alone  is. sufficient, 
but,  when  co-operating  with  defective  involution  of  the  organ,  the 
hypertrophy  is  most  marked.  Further,  associated  with  this  hyper- 
trophy of  the  cervix  of  the  uterus,  we  generally  meet  with  the 
following  conditions  : — A  very  great  increase  of  secretion  from 
the  cervical  and  other  glands,  and  other  changes  in  the  mucous 
membrane  which  were  formerly  considered  to  be  ulcerative  in 
character. 

Descent   of  the    Uterus   as   a  whole. — A   common  effect 
of  flexion  is  descent  of  the  uterus  as  a  whole.    This  is  one 
of  the  most  important  effects,  clinically,  which  have  to  be  men- 
•tioned.    This  is  the  starting-point,  in  many  cases,  of  prolapsus 
of  the  uterus.    It  is  the  first  step  in  the  process  in  a  con- 
siderable number  of  cases.    When  the  uterus  is  flexed,  or  at  all 
events  when  it  remains  flexed,  it  becomes  from  that  moment  a 
source  of  irritation  to  the  patient ;  the  patient  has  difficulty  in 
evacuating  the  contents  of  the  rectum,  and  the  functions  of  the 
bladder  are  interfered  with,  though  in  a  somewhat  different  manner ; 
the  general  result  is,  that  the  patient  has  frequently  to  use 
straining  efforts  either  at  stool  or  in  micturition.    The  effect  of 
this  straining  is  to  propel  the  uterus  downwards  in  the  pelvis  ; 
and  when  this  process  has  been  going  on  for  weeks  and  for  months, 
or  for  years,  the  result  is  eventually  that  the  uterus,  as  a  whole, 
comes  to  occupy  a  position  in  the  pelvis  which  is  much  lower  than 
it  should  be.    In  making  an  examination,  w^e  find  the  os  uteri 
quite  close  to  the  vaginal  aperture  in  many  instances  ;  or,  if  we 
do  not  find  it  there,  we  find  it  dislocated  in  a  corresponding 
manner  backwards,  and  very  low  down.    I  believe  this  is  the 
mechanism  of  the  first  stage  of  prolapsus  of  the  uterus  in  nine 
cases  out  of  ten. 

The  mechanical  results  observed  are  very  interesting,  and 
will  be  more  particularly  described  in  the  chapter  on  '  Prolapsus.' 

Compression  and  contraction  of  the  Cervical  Canal,  leading  to 
the  interior  of  the  uterus,  is  another  very  important  effect  of  flexion. 
It  is  necessary  that  this  canal  should  be  in  a  patent  condition,  in 
order  that  menstruation  may  occur  easily,  and  in  order  that  imj)reg- 
nation  may  take  place.  Contraction  of  the  cervical  canal  is  one  of 
the  common  causes  of  dysmenorrhosa  and  of  sterility,  and  is,  accord- 


158 


DISPLACEMENTS  AND  DISTORTIONS 


ing  to  my  experience  and  observation,  a  direct  and  almost  necessary 
effect  of  flexion  of  the  uterus  (see  chapters  on  '  Anteflexion  '  and 
'  Dysmenorrhcea').  Other  conditions  may  produce  contraction  of  the 
canal,  but  the  percentage  of  cases  of  contraction  due  to  other  causes  is 
not  more  than  from  one  to  three  or  four  per  cent. — I  should  say,  not 
more  than  one  per  cent.  The  mechanism  by  which  flexion  obstructs 
is  obvious.  If  we  take  an  ordinary-sized  jargonelle  pear,  and  scoop 
a  little  passage  into  its  middle  about  an  eighth  of  an  inch  in 
diameter,  beginning  at  the  insertion  of  the  stem,  that  will  give  a 
tolerably  exact  representation  of  the  size  of  the  canal  at  the  place 
where  it  opens  into  the  uterus  proper.  At  this  point,  which  is 
the  internal  os  uteri,  the  canal  has  a  diameter,  under  ordinary 

Fig.  afi.i 


circumstances,  of  one-eighth  of  an  inch  ;  the  canal  is  larger  below 
that  point.  But  as  the  strength  of  a  chain  is  that  of  its  weakest 
link,  so  the  size  of  a  canal  is  that  of  its  smallest  portion,  when  we 
come  to  consider  how  far  it  is  available  for  the  passage  of  fluid. 
Regarding  the  thickness  of  the  walls,  the  very  great  thickness  in 
proportion  to  the  size  of  the  cervical  canal,  it  may  be  conceived 

1  Fi-^  36  represents  a  case  of  long-standing  retroflexion  of  the  uterus.  For  pur- 
poses of'illustration  I  have,  in  teaching,  used  a  model  of  the  uterus  on  a  large  scale, 
constvucted  from  sponge.  When  this  model  uterus  is  acutely  bent,  the  compression 
t  hereby  produced  at  the  seat  of  the  bend  is  very  obvious.  A  marked  condensation 
occurR  at  this  spot. 
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what  must  happen  when  that  organ  is  bent  at  an  acute  angle. 
One  result  only  is  possible,  that  very  considerable  narrowing  of 
the  canal  will  occur  (see  figs.  35  and  36).  This  is  the  exi^lana- 
tion  of  dysmenorrhoea,  and  the  reason  why  it  occurs  so  frequently 
in  cases  of  flexion.  In  cases  where  the  flexion  takes  place  very 
gradually,  where  it  has  been  advancing  over  a  period  of  many 
years,  the  narrowing  may  be  less  obvious,  owing  to  the  gradual 
arching  of  the  canal ;  but  when  the  flexion  is  produced  suddenly 
and  acutely,  it  is  often  very  decided. 

In  some  cases  there  is  a  real  stricture  at  or  near  the  internal 
OS  uteri,  and  the  canal  at  the  place  in  question  is  really  narrow^, 
and  the  sound  only  passes  through  the  narrower  part  with  a  kind 
of  jerk  ;  but  in  many  cases  there  is  only  what  may  be  termed 
a  potential  stricture.  The  canal  is  narrowed  and  obstructed  by 
the  forcible  coaptation  of  the  opposite  walls  ;  thus  the  passage 
of  fluids  through  it  is  obstructed,  although  the  sound,  if  ingeniously 
introduced,  may  be  easily  made  to  traverse  the  apparently  narrowed 
part  of  the  canal.  There  have  been  very  great  differences  of 
opinion  as  to  the  frequency  of  stricture  of  the  internal  os,  but, 
according  to  my  experience,  actual  stricture  of  the  internal  os  is 
not  very  common ;  while,  on  the  other  hand,  apparent  obstruction 
is  commonly  observed  in  cases  of  acute  flexion.  The  condition  of 
the  uterus  as  regards  hardness  and  softness  is  very  important  in 
the  true  estimation  of  these  cases,  for  when  the  uterus  is  very 
soft  the  sound  may  pass  in  quite  readily  if  held  rather  stiffly,  and 
I  have  known  cases  where  severe  flexions  have  been  overlooked, 
aj^parently  from  this  circumstance  of  the  sound  encountering  no 
obstruction  and  thus  entering  in  what  seemed  to  be  the  normal 
manner.  The  fact  is,  that  in  such  cases  the  sound  unbent  the  uterus 
as  it  entered. 

The  uterine  canal  being  more  or  less  impermeable  in  con- 
sequence of  the  flexion,  various  other  effects  result :  such  as 
the  retention  of  fluid  in  utero,  dysmenorrhoea  from  retention 
leucorrhoea  from  retention,  and  sterility.  Further  remarks  on  these 
subjects  will  be  found  in  the  several  chapters  relating  to  them. 

The  effect  on  the  walls  of  the  uterus  at  the  seat  of  the  flexion.  

At  the  place  where  the  flexion  occurs,  generally  about  the  middle 
of  the  uterus,  certain  effects  and  changes  are  produced.  It  appears 
that  one  of  the  first  effects  of  the  flexion  is  to  give  rise  to  a 
swelling  of  the  tissues  of  the  uterus  on  the  concave  side  of  the 
bend,  this  swelling  affecting  the  uterine  tissue  and  the  plexus 
of  vessels  just  outside  the  uterus  ;  there  is  one  specimen  in 
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existence  (in  the  Middlesex  Hospital  Museum)  in  which  a. section 
shows  an  increase  of  the  thickness  of  the  wall  of  the  uterus  on  the 
concave  side  of  the  flexion.  In  some  cases  of  anteflexion  I 
have  observed  the  presence  of  a  sort  of  transverse  ridge  or  eleva- 
tion projecting  on  the  concave  aspect  of  the  uterus,  and  felt  by  the 
finger  through  the  roof  of  the  vagina,  due,  no  doubt,  to  the  swelling 
of  the  tissues  as  above  described.  This  is  a  condition  of  things 
which  is,  however,  not  generally  met  with  when  the  flexion  has 
existed  any  considerable  time.  After  two  or  three  years  (in  cases 
of  acute  flexion)  there  always  occurs,  according  to  my  experience, 
an  atrophy  of  the  uterine  wall  on  the  concave  side  of  the  bend, 
and  a  consequent  thinning  of  the  wall  at  that  spot.  I  have  found  it 
apparently  hardly  thicker  than  a  piece  of  cartridge-paper  at  this 
spot.  This  condition  of  the  uterine  wall  was  some  years  ago  de- 
scribed by  Virchow.  It  appears  to  be  a  physical  result  of  the  compres- 
sion or  squeezing  of  the  uterus  itself  at  this  situation.  And  it  is  the 
fact,  according  to  my  experience,  that  it  is  not  observed  unless  the 
flexion  is  severe  enough  in  degree  to  cause  such  a  compression. 
Accompanying  atrophy  of  the  uterine  wall  as  here  described,  there 
often  occurs  a  considerable  degree  of  hardening  or  condensation 
of  the  tissues.  Probably  the  condensation  is  first  in  order  of 
occurrence,  the  atrophy  occurring  later  on.  In  cases  where  this 
hardening  occurs,  the  uterine  sound,  on  passing  the  narrowed 
part,  encounters  considerable  resistance,  and  passes  through  and 
beyond  it  with  a  kind  of  jerk  very  noticeable  and  decided.  In 
some  cases  the  compressed  tissues  are  actually  softened. 

But  there  are  further  features  of  great  importance  to  be  noted. 
The  compression  to  which  the  uterine  tissues  ai'e  subjected  at  the 
seat  of  the  bend  have  the  result,  in  many  cases,  of  producing  an 
extreme  sensitiveness  to  the  touch  at  the  point  in  question.  This 
is  evident  on  using  the  sound.  Thus,  it  will  be  found  that  the 
sound  enters  the  cervical  canal  easily  and  gives  no  ]3ain,  but  when 
it  touches  the  uterine  canal  at  about  the  internal  os,  severe  pain 
is  felt  and  evidence  given  of  the  existence  of  great  sensitiveness. 
Passing  beyond  this  point  into  the  uterine  cavity,  it  is  found  that 
the  pain  ceases.  This  observation  I  have  made  in  several  such 
cases.  It  is  principally  observable  in  those  cases  where  the  flexion 
is  of  long  standing  and  the  uterus  has  hardened  and  set  in  its  ab- 
normal shape.  The  conclusion  which  I  have  formed  as  to  such  cases 
isj  that  the  uterine  nerves  distributed  to  the  tissues  which  are  the 
seat  of  the  compression  are  irritated  by  it,  and  that  this  is  the 
explanation  of  the  tenderness  to  the  touch.    The  remai-kable 
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immunity  from  tenderness  above  and  below  the  part  affected,  and 
its  precise  agreement  in  position  with  that  of  the  bend,  have  led  me 
to  adopt  the  above  explanation.  This  conclusion  is  of  great  in- 
terest in  reference  to  various  important  questions  as  to  the 
nervous  and  hysterical  affections  to  which  women  are  liable. 

Slight  bending  of  the  uterus  is  not  liable  to  produce  atrophy 
of  the  walls  at  the  seat  of  flexion.    The  atrophy  occurs  to  the 
greatest  degree  in  cases  where  the  flexion  is  acute,  has  been  of 
long  standing,  and  where  the  uterus  originally  was  of  the  very  soft 
,  flaccid  vaiiety. 

The  effect  of  the  atrophic  change  in  the  uterine  walls  at  the 
,oeat  of  the  bend  is,  that  in  long-standing  cases  of  originally  acute 
flexion,  the  uterus  loses  its  stem  as  a  means  of  support ;  and 
jalthough  it  may  be  easy  to  restore  the  proper  uterine  outline,  it  is 
■by  no  means  easy  to  preserve  that  outline,  for  the  moment  the  sound 
^is  withdrawn  the  fundus  falls  forwards  or  backwards  as  the  case 
(may  be.  The  chronicity  of  severe  flexion  of  the  uterus  appears  to 
be  mainly  connected  with  the  presence  of  these  alterations  in  the 
thickness  of  the  wall  at  the  seat  of  the  flexion  ;  but  not  entirely  so, 

tor  many  cases  are  very  chronic  and  severe  where  no  atrophy  has 
iccmred. 
This  leads  me  to  speak  of  the  persistency  of  the  distorted 
hape  in  cases  of  flexion.     This  persistency  varies  exceedingly  in 
'rlifferent  cases.    This  variation  appears  to  depend  on  the  following 
3ircumstances : — If  the  flexion  be  severe,  the  patient  in  a  good 
•itate  of  health  at  the  time,  and  nothing  be  done  to  relieve  the 
^exion,  the  tendency  will  be  for  the  uterus  to  become  hardened, 
iterally,  in  its  distorted  shape.    This  kind  of  result  is  observed 
vhen  the  flexion  is  the  result  of  a  severe  accident,  the  individual 
)eing  in  a  state  of  health  at  the  time.    But  when  the  accident,  or 
Jtrain,  or  other  cause,  produces  a  severe  flexion  in  a  patient  who  is 
|)ut  of  health,  and  in  a  feeble  state,  the  uterus  remains  soft, 
|)ecomes,  perhaps,  much  affected  with  pain  or  congestion,  but  does 
liot  become  firm  and  hard,  and  the  uterus  may  be  found  flexible 
Iven  after  the  lapse  of  a  year  or  so.    Thus  differences  are  liable  to 
present  themselves.    I  have  found  the  uterus  quite  easily  bent 
Bjip  its  proper  shaj)e  by  means  of  the  sound  three  or  four  yeai-s 
^Kr  the  occurrence  of  the  flexion,  as  proved  by  the  history  and 
Tets  of  the  case.    Only,  in  fact,  when  the  nutrition  of  the  body 
IS  attained  a  high  level  does  the  uterus  become  firm. 

Changes  at  the  Os  Uteri. — Another  effect  often  observed  in 
lironic  flexion  is  ov(>rsion  of  the  cervical  canal,  so  that  the  os  uteri 
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presents  a  raw,  vascular  surface.    Such  a  condition  is  particular! 
met  with  (1)  in  cases  of  single  women,  where  the  uterus  has  becom 
hypertrophied,  softened,  and  the  os  considerably  increased  in  size 
or  (2)  in  cases  where  the  patient  has  borne  children,  and  th 
aperture  of  the  os  is  wide  from  side  to  side.    The  eversion  mos 
affects  the  posterior  wall  of  the  cervical  canal  in  cases  of  retroflexion 
and  the  anterior  wall  of  the  canal  in  cases  of  anteflexion, 
the  cervix  has  been  lacerated  longitudinally,  and  slit  up  on  eac 
side,  the  degree  of  eversion — ectropion — is  very  great.  Sue 
laceration  of  the  cervix  is  not  very  uncommon,  as  has  been  pointe 
out  by  Dr.  Emmet  of  New  York.     Eversion  may,  however,  occ 
quite  apart  from  laceration  of  the  cervix.     The  effect  of  th 
eversion  is,  that  the  delicate  lining  of  the  cervix  is  continuall 
undergoing  friction  against  the  vaginal  floor.     Hence  variou 
irritations  and  other  secondary  effects. 
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CHAPTER  XVII. 

)ISPLACEMENTS  AND  DISTORTIONS  OF  THE  UTERUS  (fLEXIONS). 
5.  SYMFTOMS,  INCLUDING  STERILITY  AND  ABORTIONS. 

lain,  Spontaneous — Pain  on  Locomotion  (Uterine  Dyskinesia) — Explanation  of 
this  Symptom :  its  great  Importance — Undue  Tenderness  of  the  Uterus  to 
Touch — The  'Irritable  Uterus'  of  Gooch  shown  to  be  Acute  Flexion. 

,)ysmenorrhoea,  Leucorrhoea,  Menorrhagia,  Amenorrhoea — Sterility^Abortions— 
Statistics  of  Sterility  and  Abortions  in  Hospital  and  Private  Practice. 

)isturbance  of  Functions  of  Bladder — of  Rectum — Dyspareunia — Reflex  Nervous 

(  Symptoms. 

1 

'here  is  abundant  clinical  evidence  to  show  that  of  all  the  various 
^mptoms,  pains,  discomforts  of  various  kinds,  derangements  of 
inction,  &c.,  observable  in  cases  of  diseases  of  the  uterus,  by  far 
he  larger  proportion  are  traceable  to  the  existence  of  flexions  of 
he  uterus  or  to  the  secondary  effects  of  these  flexions.  In  a 
yrmer  chapter  (see  p.  57)  a  list  was  given  of  the  various  symptoms 
bserved  in  practice.  It  will  now  be  necessary  to  take  these 
ymptoms  one  by  one  and  point  out  how  far  they  are  connected 
rith  the  existence  of  uterine  flexions. 

)  Pain  is  either  (1)  spontaneous — occm-ring,  that  is  to  say,  when 
ne  patient  is  at  rest ;  or  (2)  is  'produced  hy  motion  of  the  body 
r  exertion ;  or  (.S)  it  is  produced  by  touching  the  uterus  itself— 
hnormal  sensitiveness. 

1  Spontaneous  pain. — It  is  not  common  to  meet  with  severe 
)ontaneous  pain  in  cases  of  flexion  of  the  uterus  when  the  patient 
i  completely  at  rest.  It  is  not  uncommon  to  meet  with  a  con- 
nuous  slight  aching.    Spasmodic  pain  is  not  very  uncommon. 

t  has  been  long  ago  described  under  the  name  uterine  colic  a 

ain  coming  suddenly,  lasting  a  short  time,  and  disappearing 
ix  a  distinct  interval,  resembling,  in  fact,  very  much  a  miniature 
•,bour  pain.  Such  spasmodic  pains  are  now  and  then  met  with 
I  cases  of  uterine  flexion.  In  a  few  cases  a  fixed  pain  is  ob- 
ervable  even  when  the  patient  is  at  rest,  this  fixed  pain  being 
ji  various  positions. 

I    It  varies  also  according  to  the  nature  of  the  flexion.    As  a 
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rule,  the  presence  of  anteflexion  is  indicated  by  one  kind  of  pain, 
and  the  presence  of  retroflexion  by  another  kind  of  pain.  But 
these  are  rules  that  are  open  to  exception.  Most  commonly  the 
pain  which  the  patient  experiences  is  felt  in  the  back,  in  the 
sacral  region.  Another  frequent  position  for  pain  is  one  of  the 
groins,  just  above  Poupart's  ligament,  on  one  or  the  other  side. 
It  is  sometimes  felt  in  the  region  of  the  uterus  itself,  but  this  is 
not  so  common.  It  is  rather  common  for  it  to  be  experienced  down 
the  back  of  the  legs,  down  the  back  of  the  thighs,  on  one  side  or 
the  other.  With  retroflexion  the  pain  most  commonly  occurs  in 
the  back,  with  anteflexion  most  commonly  it  occurs  in  the 
inguinal  regions ;  in  different  cases,  however,  we  find  very  remark- 
able variations  in  these  rules. 

Some  years  ago  I  was  requested  to  see  a  young  lady  who  had  been 
affected  with  pains  in  one  spot  in  the  abdomen,  just  on  a  level  with 
the  umbilicus,  and  on  the  left  side  of  it ;  she  informed  me  that  she  had 
not  been  without  that  pain  for  a  period  of  five  or  six  months,  and  she 
had,  previously  to  this  time,  for  some  years  experienced  other  pains 
and  serious  discomforts.  But  the  particular  circumstance  to  which  she 
called  my  attention,  a.nd  the  circumstance  which  had  also  attracted  the 
attention  of  the  practitioners  who  treated  her,  was  this  pain  in  the  ab- 
dominal region,  in  the  position  indicated.  No  tumour  could  be  dis- 
covered in  the  abdomen,  nor  was  there  any  apparent  cause  for  this 
pain.  But,  on  investigating  the  condition  of  the  uterus,  it  was  found 
that  the  patient  was  the  subject  of  acute  retroflexion.  The  case  was 
additionally  interesting  from  the  fact  that  after  the  introduction  of  the 
sound  into  the  uterus,  and  turning  the  uterus  into  its  proper  position, 
there  was  no  return  of  the  pain  whatever.  Further  treatment  was 
necessary  to  rectify  the  state  of  the  uterus  ;  but,  as  regards  this  parti- 
cular pain,  which  was  a  source  of  so  much  annoyance  to  the  patient,  it 
is  a  ftict  that  after  the  first  use  of  the  sound  the  pain  in  question  went 
entirely  away.  Another  case,  equally  interesting,  was  that  of  a  lady 
who  had  had  one  child  about  five  years  previous  to  the  time  of  my 
seeing  her.  She  had  been  unable  to  walk  about  or  to  follow  her  ordinai  y 
avocations  since  the  labour ;  but  the  inconvenience  of  which  she  chiefly 
complained  was  a  pain  on  the  right  side  of  the  abdomen,  on  a  level 
with  the  umbilicus,  and,  in  fixct,  in  a  corresponding  position  to  the 
pain  present  in  the  first  case  mentioned.  This  patient  was  found  on 
investigation  to  have  acute  retroflexion  of  the  uterus. 

I  mention  these  exceptional  cases,  because  they  illustrate  the 
fact  that  the  pain  which  is  produced  by  flexion  of  the  uterus  is  not 
always  in  the  same  position.  More  generally,  in  90  per  cent,  of 
cases,  the  rule  holds  good  that  the  pain  is  located  in  the  back  m 
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cases  of  retroflexion,  and  in  the  inguinal  regions  in  cases  of  ante- 
flexion. As  a  rule,  patients  do  not  complain  of  pains,  in  cases  of 
flexion,  so  long  as  they  remain  quiet.  If  they  remain  in  bed,  or 
are  content  to  lie  on  the  sofa,  there  is  usually  but  little  pain.  But 
any  degree  of  motion  is  sufficient,  or  maybe  sufficient,  to  bring  on 
pain,  and  the  pain  that  is  thus  brought  on  may  be  either  severe 
in  degree  or  comparatively  trifling ;  in  many  instances  the  dis- 
comfort which  is  produced  can  hardly  be  said  to  amount  to 
pain. 

Pain  on  locomotion  (uterine  dyskinesia). — This  is  one  of  the 
very  commonest  of  the  symptoms  observed  in  cases  of  uterine 
flexion.  It  is  a  symptom  to  which  no  sufficient  amount  of  attention 
has  as  yet  been  paid,  and  it  is  so  important  in  its  effects,  that 
careful  consideration  of  the  connection  as  effect  and  cause  between 
it  and  uterine  flexions  is  absolutely  necessary. 

In  patients  suffering  from  flexions  the  pain  produced  by 
locomotion  varies  in  degree  very  much.  It  varies  from  a  slight 
pain  in  the  back  to  a  complete  inability  to  walk  or  move  with- 
out the  extremest  suffering.  Questioning  patients  as  to  their 
sensations,  it  will  be  found  that  those  sensations  or  discomforts 
to  which  they  attach  the  greatest  importance  are  almost  in- 
variably such  as  would  come  under  the  above  heading — uterine 
dyskinesia. 

The  pain  produced  by  locomotion  may  be  slight  or  it  may  be 
'  violent  in  degree,  but  the  characteristic  of  it  is  that  it  is  brought 
I  on  by  motion.    It  may  be  so  severe  that  the  patient  is  practically 
unable  to  move  at  all,  or  it  may  be  so  slight  that  the  patient 
■  moves  in  spite  of  it,  and  continues  to  do  so.    The  patient  is 
I  able  to  walk  or  to  move.    There  is  no  paralysis,  in  the  ordinary 
sense  of  the  word,  but  there  is  a  strong  disinclination  to  move  in 
consequence  of  the  suffering  known  by  experience  to  attend  it. 
The  degree  of  disablement  varies  exceedingly  in  different  cases. 
Some  patients  do  not  mention  it  unless  they  are  asked  whether 
they  can  walk  an  average  distance,  or  take  a  moderate  walk,  with- 
out suffering  pain  ;  others  can  talk  of  nothing  else — the  inability 
to  do  this,  that,  or  the  other,  to  walk,  or  to  ride,  or  to  visit — these 
are  to  them  ever-present  evils  from  which  they  desire  deliverance. 
The  patient  informs  us  that  she  is  unable  to  stand  for  more 
than  two  or  three  minutes  at  a  time,  after  which  she  is  obliged 
to  sit  down.    Such  patients  cannot  even  bear  to  be  kept  waiting 
at  the  door  while  the  bell  is  being  answered.    Other  patients  find 
that  walking  a  short  distance  brings  on  so  much  pain  that  they 
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are  obliged  to  restrict  themselves  in  walking  exercise.  In  extreme 
degrees  we  find  that  the  act  of  walking  at  all  produces  so  much 
discomfort  that  exercise  is  impossible.  It  is  a  remarkable  feature 
that  in  all  these  cases  motion  produces  pain ;  and,  as  regards  the 
kind  of  motion  which  produces  pain,  we  find  that  it  is  precisely 
those  kinds  of  motion  which  might  be  expected  to  increase  the 
already  existing  flexion  which  give  an  intensity  to  the  pain. 
Such,  for  instance,  as  stooping  down  to  pick  up  any  object  from 
the  floor,  sitting  for  a  long  time  on  a  straight-backed  chair,  leaning 
forwards,  reaching  upwards  to  take  a  dress  from  a  clothes-peg, 
going  upstairs,  &c. 

The  disablement  is  sometimes  a  most  terrible  misfortune, 
the  patient  being  shut  off  from  most  of  the  enjoyments  of  life, 
for  the  simple  reason  that  locomotion  is  impracticable.  Patients 
consult  us  for  a  variety  of  reasons.  In  many  cases  undoubtedly  the 
locomotive  disability  is  not  the  reason  they  assign  for  applying 
for  relief.  In  a  vast  number  of  cases,  however,  this  is  the  reason 
impelling  them  to  seek  aid,  although  they  are  not  aware  of  it,  or 
have  at  all  events  not  formulated  their  ideas  on  the  subject  with 
any  degree  of  precision. 

The  significance  of  this  symptom  has  been  overlooked,  partly 
because  it  is  so  common,  partly  also  because  the  idea  has  been 
too  frequently  entertained  that  this  disinclination  for  taking 
exercise,  for  walking,  and  other  kinds  of  exertion,  is  a  fanciful  one 
— that  it  should  not  be  treated  seriously,  being  a  whim  or  caprice 
of  the  patient,  which,  in  the  interest  of  the  patient  herself, 
should  not  be  encouraged. 

In  sixty-seven  cases  of  uterine  distortion  or  displacement,  ad- 
mitted during  seven  years  into  All  Saints'  Institution,  reported  on  by 
me  in  a  paper  read  to  the  Obstetrical  Society  of  London,'  the  symp- 
tom was  so  frequently  observed  that  it  may  be  said  thatalmost  all  the 
sixty-seven  patients  presented  it  in  a  marked  form.  The  following 
are  quotations  from  the  paper  in  question : — 

'The  maladies  with  which  these  sixty-seven  patients  were 
affected  existed  in  various  degrees  of  intensity.  In  several  cases 
the  pa,tients  were  actually  bedridden,  in  others  the  capacity  for 
locomotion  was  so  materially  diminished  that  the  sufferers  had  to 
give  up  their  employment.  In  other  cases,  again,  the  malady, 
though  not  so  severe,  had  proved  intractable,  and  therefore  relief 
was  sought  in  the  institution.' 

'  Outwardly,  the  condition  of  these  patients  was  characterised 
•  Ohst.  Trans.,  vol.  xxii.  for  1880. 


OF  THE  UTERUS  (FLEXIONS). 


167 


by  greats  weakness,  more  or  less  inability  to  walk  (uterine  dys- 
kinesia), and  a  general  condition  of  mal-nutrition.  Internally,  the 
principal  organ  affected  was  the  uterus;  various  degrees  and  forms  • 
of  uterine  distortion  and  displacement  existed,  causing  painful 
symptoms  of  various  kinds,  pain  on  locomotion,  sickness,  and 
menstrual  irregularities  being  those  principally  spoken  of.' 

'  Almost  all  the  sixty-seven  patients  admitted  into  the  Institu- 
tion and  comprised  in  the  foregoing  remarks  presented  this 
symptom  in  a  marked  form.  It  may  almost  be  said  that  this  was 
indeed  the  principal  symptom,  and  the  one  which  had  forced  itself 
on  their  particular  attention  in  the  majority  of  the  sixty-seven 
cases.  This  symptom  I  regard  indeed  as  one  deserving  of  atten- 
tive notice  in  all  cases  of  uterine  distortion  and  displacement. 
The  fact  appears  to  be  that  physical  exertion,  of  almost  any  kind, 
is,  under  such  circumstances,  uncomfortable  in  various  ways, 
because  it  involves  an  exaggeration  or  temporary  increase  of  the 
malady  from  which  the  patient  suffers.  An  active  life  is  necessarily 
abandoned  after  a  time  by  the  sufferer,  and  a  helpless  invalidism  is 
the  result  in  protracted  cases.  Some  of  the  patients  treated  in 
All  Saints'  Institution  had  been  bedridden  for  several  years.  With 
reference  to  such  cases,  it  must  be  further  remarked  that  the 
affection,  which  is  indeed  a  very  real  one  in  these  instances,  is  one 
which  it  was  formerly  the  custom  to  regard  as  imaginary,  fanciful, 
or  hysterical,  and  such  patients  were  consequently  deprived  not 
only  of  medical  help,  from  the  fact  that  their  cases  were  mis- 
understood, but  of  the  sympathy  of  their  friends,  who  regarded 
them  as  capable  of  exertion  if  they  only  made  an  effort,"  as  the 
expression  goes.  The  fact  is,  that  in  these  cases  exertion  only 
aggravates  the  mischief  and  perpetuates  the  malady.' 

That  uterine  displacements  are  attended  with  discomforts  is 
not  a  new  idea.  Because  they  are  not  absolutely  universally 
attended  with  discomforts,  certain  writers  have  thought  themselves 
justified  in  saying  that  uterine  displacements  are  in  themselves  of 
no  particular  importance.  But,  obviously,  the  true  method  of 
arriving  at  the  truth  on  this  subject  would  be  to  inquire  how  far 
and  how  frequently  discomforts  referable  to  the  uterus,  such  as 
the  particular  one  now  under  consideration — namely,  impaired 
locomotion,  or  pain  produced  by  locomotion — can  be  proved  to  be 
connected  with  uterine  distortion  and  displacement.  The  two 
following  propositions  are  essentially  different,  as  will  be  readily 
admitted  when  they  are  concisely  stated.  Proposition  1 :  Uterine 
distortions  and  displacement  invariably  give  rise  to  pain  on  loco- 
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motion.  Proposition  2  :  Pain  on  locomotion  of  such  a  kind  as  to 
be  referable  to  the  uterus  is  invariably  associated  with  the  presence 
of  uterine  distortion  or  displacement.  These  propositions  are  not 
identical,  nor  are  they  equally  true.  The  first  proposition  is  more 
nearly  true  than  is  generally  imagined.  The  second  proposition 
is,  however,  according  to  my  experience,  almost  absolutely  true,  and 
this  is  the  particular  point  to  which  attention  is  now  directed.  * 

The  connection  between  uterine  distortion  and  jmin  on  loco-  t 
motion  has  attracted  little  attention  at  the  hands  of  previous 
writers.  To  this  statement  a  noteworthy  exception  must  be  made. 
Chassaignac,  in  his  work  on  '  Clinical  Operative  Surgery,'  published 
some  years  ago,^  in  speaking  of  the  relation  subsisting  between 
certain  morbid  conditions  of  the  uterus  deviations ')  and  the 
pains  and  discomforts  with  which  these  alterations  are  associated, 
thus  expresses  himself.  Question  :  What  is  the  cause  (says  Chas- 
saignac) of  the  '  accidents  doloureux  '  observed  in  women  the  sub- 
jects of  uterine  deviation  ?  Answer:  The  '  ballottements  '  which 
the  deformed  or  displaced  uterus  undergoes.  Thus  two  conditions, 
the  deviation  and  the  movement  impressed  on  the  organ,  must  be 
conjoined  in  order  that  the  pain  may  be  produced.  Further,  this 
author  goes  on  to  state  his  opinion  that  the  reason  a  particular 
deviation  gives  rise  to  pain  in  one  patient  and  not  in  another  is, 
that  the  ballottement  is  in  some  way  prevented.  Also  that  relief 
is  to  be  given  by  curing  the  deviation  or  by  preventing  the  bal- 
lottement.  Hence,  he  says,  the  horizontal  position  is  so  frequently 
effective  in  abolishing  the  pain.  Hence,  also,  the  good  effect  of 
pessaries,  the  benefit  derived  in  some  cases  from  hypogastric 
bandages,  &c.  The  uterus  is  thus  brought  to  a  state  of  rest.  It 
is  thus  made  evident  that  Chassaignac  recognised  clinically  the 
connection  above  insisted  on ;  and  not  only  so,  he  endeavours  to  ] 
explain  this  connection  by  the  concussion  or  jarring  of  the  dis- 
torted or  displaced  uterus  which  motion  of  the  body  produces. 
On  this  explanation  something  further  will  have  to  be  said 
presently.  f 

Before  going  further,  however,  it  is  necessary  to  deal  with  the  | 
fact,  or  supposed  fact,  that  in  some  cases  uterine  distortions  do,  : 
and  in  others  do  not,  give  rise  to  painful  sensations  during  loco-  | 
motion — a  circumstance  which  has  had  much  to  do  in  lending  j 
support  to  fallacious  views  on  this  subject.  Because  occasionally 
flexions  are  apparently  not  causing  pnrticular  inconvenience  to  the 

'  'J'raiti!  Clinlque  et  Pratique  dcs  Oin-rationx  Chirnrgicalcs,  vol.  ii.  p.  f-'**- 
Paris.,  ]8fi2. 
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patient,  it  has  been  argued  that  they  are  not  in  themselves  of  any 
particular  consequence.    The  facts  of  the  case,  according  to  my 
own  experience,  are  as  follows.    Of  the  various  forms  of  uterine 
deviation  it  appears  that  some  are  more  liable  to  be  attended  with 
pain  during  locomotion  than  others.    Thus,  take  first  descent  of 
the  uterus  as  a  whole,  unaccompanied  by  alteration  of  shape — 
1   cases  of  prolapsus,  as  they  are  termed.    Now,  it  is  the  fact  that 
,   such  cases  are  really  not  attended  with  so  much  pain  as  others 
I  to  be  mentioned  presently.    It  is  quite  true  that  when  the  uterus 
1  protrudes  externally,  this  itself  is  a  serious  evil,  and  is  attended 
with  grave  inconveniences ;  but  when  it  falls  short  of  this,  and  the 
uterus  does  not  protrude  externally,  the  pain  experienced  may  not 
be  very  noteworthy.    And  I  have  been  siu-prised  in  some  bad 
cases  of  external  prolapse  to  find  patients  complaining  com- 
paratively little  of  difficulty  in  locomotion.    Movement  may  of 
course  produce  in  such  cases  friction,  irritation,  and  ulceration  of 
the  exposed  organ,  but,  apart  from  these  effects,  the  movement 
I  itself  may  not  be  accompanied  with  particular  discomfort. 

The  next  form  of  uterine  deviation  is  version  of  the  uterus 
(rotation  on  the  transverse  axis),  the  organ  preserving  its  proper 
!  shape  more  or  less  perfectly,  but  being  tilted  backwards,  forwards, 
j  or  laterally,  as  the  case  may  be.  Now,  according  to  my  observa- 
j  tion,  cases  of  slight  version  may  be  accompanied  with  com- 
j  paratively  little  discomfort.  This  applies  to  slight  cases  of  uterine 
I  version  only,  for  in  cases  of  severe  version,  forwards  or  backwards, 

I the  pain  produced  by  locomotion  is  generally  very  distressing. 
Cases  of  version  not  accompanied  with  flexion  are,  as  before  stated, 
not  in  themselves  very  common,  but  it  is  not  very  uncommon  to 
meet  with  cases  of  slight  version  together  with  slight  flexion. 
And  in  these  latter  cases  the  discomforts  now  under  con- 
'  sideration  are  imdoubtedly  less  severe  than  in  the  cases  next  to 
be  considered. 

The  next  category  of  cases  are  those  in  which  there  is  decided 
H  distortion  of  the  uterus  generally,  also  accompanied  with  a  certain 
degree  of  version  of  the  uterus.    It  is  in  this  class  of  cases  that 
pain  produced  by  locomotion  is  most  extreme  and  most  severe. 
I    These  are  the  cases  which  furnish  the  instances  of  marked  inter- 
ference with  locomotion,  and,  with  few  exceptions,  this  condition 
of  the  uterus  is  attended  with  the  symptom  in  question  in  a  more 
or  less  marked  form.    And  I  do  not  hesitate  to  state  that  I  have 
j  found  the  condition  and  the  symptoms  associated  so  very  constantly, 
^  that  no  room  exists  in  my  mind  for  doubt  on  the  subject.  Here 


170 


DISPLACEMENTS  AND  DISTORTIONS 


we  meet,  as  I  have  already  remarked,  with  opposing  statements  as 
to  the  value  and  frequency  of  the  association.  Thus  one  statement 
is  to  the  effect  that  it  is  common  enough  to  meet  with  cases  of 
flexion  in  which  there  is  no  complaint  and  no  inconvenience  felt 
whatever.  I  can  only  say  that  such  cases  do  not,  at  all  events, 
present  themselves  in  my  practice.  There  are  various  ways  of 
accounting  for  this  discrepancy  as  to  a  matter  of  fact. 

The  first  remark  to  be  made  in  connection  with  this  subject  is, 
that  cases  vary  very  much  in  severity,  and  too  much  has  been  ex- 
pected in  regard  to  uniformity  of  symptoms  when  the  conditions 
were  not  uniform.  There  is  a  great  difference,  for  instance,  between 
the  degrees  of  flexion  in  the  two  cases  of  retroflexion  represented 
in  figs.  37  and  38  ;  and  the  degree  of  the  flexion,  the  degree  to 
which  the  uterus  as  a  whole  is  sunk  in  the  pelvis,  produces  neces- 
sary differences  in  the  severity  of  the  symptoms.  As  regards  this 
particular  symptom,  pain  on  locomotion,  it  is  one  which  I  have 
hardly  ever  found  absent  when  the  uterus  is  actually  distorted. 
This  symptom  is  plainly  of  importance,  but  it  is  not  one  which 
has  usually  been  thought  much  of,  and  may  have  been  present 
even  to  a  marked  degree  in  some  of  the  cases,  when  flexion  is 
said  to  have  caused  no  complaint  or  inconvenience.  Another  cir- 
cumstance, before  mentioned,  is  that,  when  the  flexion  is  slight, 
and  there  is  more  version  than  flexion,  the  pain  and  inconvenience 
may  be  slight  in  degree.  Further,  it  must  be  borne  in  mind  that 
the  flexed  uterus  is  not  always  in  the  same  textural  condition. 
Sometimes  it  is  much  congested ;  at  other  times  not  particularly 
full  of  blood.  Dr.  Braxton  Hicks  has  published  '  observations 
on  retroflexion  of  the  uterus,  and,  in  accounting  for  differences 
of  opinion  on  the  treatment  of  this  affection,  he  points  out  the 
differences  observable  at  different  times  in  regard  to  the  state 
of  the  uterus,  as  accounting  for  these  diverse  opinions.  These 
remarks  of  Dr.  Hicks  meet,  for  the  most  part,  with  my  concur- 
rence. The  congestion  or  engorgement  is,  no  doubt,  a  condition 
which  adds  very  much  to  the  discomfort  which  a  flexion  pro- 
duces ;  and  in  a  case  where  it  happened  not  to  be  present,  the 
discomfort  observed  might  be  comparatively  trifling.  Then, 
again,  the  duration  of  the  flexion  is  a  matter  affecting  pain- 
fulness.  When  the  case  is  one  of  long  standing,  the  uterus 
acquires  in  some  cases  a  kind  of  toleration  of  it,  and  locomotion 
perhaps  ceases  to  be  painful.  But  even  in  these  cases  it  is  enough 
to  scrutinise  the  previous  history  to  become  aware  of  facts  which  tell 

'  JMtisJt  Mfdivnl  Jovrnal,  1877. 
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directly  against  the  notion  that  flexions  ever  occur  without  giving 
rise  to  very  decided  discomfort  and  inconvenience. 

In  the  cases  where  pain  is  produced  by  locomotion, it  is  generally 


Fig.  37.' 


Fig.  38. 


1  the  fact  that  various  positions  of  the  body  or  certain  exertions  give 
'  risf!  also  to  pain.  Thus,  lifting  a  weight,  carrying  a  weight,  stooping 
to  pick  up  objects  from  the  floor,  reaching  to  hang  up  an  article  of 
'  Figs.  37  and  88  represent  first  and  third  degrees  of  retrofiexion. 
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dress,  riding  in  a  carriage  in  an  ordinary  sitting  position,  riding  on 
horseback,  even  sitting  up  to  dinner, — any  one  of  these  exertions, 
and  a  multitude  of  others  that  might  be  mentioned,  produce  pain 
more  or  less  severe.  The  horizontal  position  is  in  many  cases  the 
only  one  in  which  the  patient  is  secure — and  sometimes  not  even 
then — from  pain. 

In  short,  the  effect  of  movements  of  the  body  in  cases  where 
the  uterus  is  distorted  is  almost  invariably  to  produce  pain  or  in- 
convenience more  or  less  marked.  This  is  a  most  striking  fact, 
and  has  the  greatest  significance  in  estimating  the  importance  of 
uterine  flexions.  Why  is  it,  we  may  ask,  that  this  movement, 
these  exertions,  produce  pain  in  cases  of  uterine  flexion  ?  Chas- 
saignac  believed  it  to  be  on  account  of  the  jars  or  hallottements  the 
uterus  receives.  No  doubt  this  is  to  some  extent  true.  The  flexed 
uterus  is  shaken,  and  the  concussion  is  doubtless  in  part  the  cause 
of  the  painful  sensation.  But  there  is  another  and  a  far  more 
important  effect  to  which  I  would  direct  attention — viz.,  the 
temporary  exaggeration  of  the  flexion  produced  by  the  exertion 
or  motion  of  the  body.  It  is  quite  certain  that  this  exaggera- 
tion and  increase  of  the  flexion  do  so  occur.  I  have  noted  it 
in  numberless  cases ;  and  it  is,  I  feel  convinced,  the  main  cause 
of  the  pain.  If  corroborative  evidence  were  required,  it  would  be 
easily  afforded  by  carefully  investigating  any  marked  case  of  this 
kind  presenting  itself,  and  inquiring  into  the  effects  of  this,  that, 
or  the  other  motion  in  giving  rise  to  pain ;  the  very  closest  con- 
nection will  then  be  shown  to  exist  between  the  cause  and  effect 
in  question.  Griven  a  certain  kind  of  uterine  flexion — determine 
what  motion  or  exertion  of  the  body  would  be  likely  to  exaggerate 
that  flexion  :  let  the  patient  make  that  particular  exertion,  and  it 
will  be  found  to  give  rise  to  pain.  Thus,  in  a  case  of  severe  retro- 
flexion, such  as  that  represented  in  Fig.  39,  it  is  obvious  that 
motion  in  the  vertical  position,  walking  for  instance,  will  have  a 
tendency  to  exaggerate  the  existing  flexion  by  favouring  the 
further  descent  backwards  of  the  fundus  uteri,  but  if  the  patient 
be  in  the  prone  position,  as  shown  in  fig.  40,  it  is  evident  that  in 
the  latter  position  (fig.  40)  the  exaggeration  of  the  flexion  is  not 
liable  to  occur.  This  prone  position  is  always  found  to  be  the 
most  comfortable  one  in  cases  of  retroflexion.  In  fact,  investigation 
into  the  effects  of  certain  exertions  will  often  lead  to  the  diagnosis 
of  the  nature  and  variety  of  the  flexion,  and  actual  examination 
is  afterwards  found  to  confirm  the  diagnosis  so  made. 

Further  evidence  in  the  same  direction  is  aff"orded  by  tiie 
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results  of  placing  the  uterus,  or  even  by  placing  the  body,  in  such 
a  position  that  exaggeration  of  the  flexion  cannot  be  produced  by 
motion.  It  is  observed  under  such  circumstances  that  pain  is  no 
longer  produced,  or  it  is  at  all  events  very  much  diminished.  By 
mechanically  preventing  further  increase  of  the  flexion  it  will  be 
found  that  motion  has  no  longer  the  same  effect  in  regard  to  this 
particular  symptom. 

Fig.  39.' 


A  further  question  remtiins  to  be  answered,  and  it  is  the  most 
interesting  of  all — namely,  why  is  it  that  flexion  of  the  uterus 
gives  rise  to  pain,  and  why  does  the  temporary  exaggeration  of 
the  flexion  increase  the  pain  ?  We  have  carried  the  analysis  to 
this  point,  that  the  jjain  and  the  flexion  are  associated,  and  the 
increase  in  the  degree  of  the  flexion  is  found  to  be  answerable  for 
increase  in  the  amount  of  pain  present.  The  clinical  proofs  of  the 
accuracy  of  these  statements  which  have  presented  themselves  to 
me  in  the  course  of  several  years'  observation  are,  to  my  mind, 
conclusive  on  these  points.    The  answer  to  the  further  question, 


'  Fig.  .'{Q  represents  severe  re  flexion  of  the  uterus,  the  patient  being  in  the 
vertical  position. 
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why  a  temporary  increase  of  the  flexion  gives  pain,  involves  the 
consideration  of  important  pathological  questions.  Hitherto  we 
have  dealt  with  the  purely  physical  elements  concerned-the 
shape,  outlme,  variations  of  shape,  &c.,  of  the  uterus.  We  now 
pass  into  a  different  territory,  and  enter  on  a  ground  which  has 
been  a  field  of  contention  and  disagreement  to  an  extreme 
degree.    The  presence  of  pain  necessarily  impHes  an  affection 

Fig.  40.1 


of  nerves.  When  any  part  of  the  body  is  the  subject  of  physical 
alteration  or  change,  pain  is  almost  universally  present,  this  pain 
being  directly  traceable,  as  a  rule,  to  the  physical  impression  of 
this  alteration  or  to  some  change  implicating  the  sensitive  ter- 
minal fibres  of  the  nerves  themselves.     One  common  cause  of 

'  Fig.  40  represents  severe  retroflexion  of  llic  uterus,  tlie  patient  being  in 
the  prone  position.- 
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I  such  effects  is  well  known  to  be  inflcimmation.  Inflammation  of  an 
I  organ  shut  in  by  a  tightly  constricting  membrane,  such  as  the 
I  testis,  for  instance,  how  acute  is  the  pain  !  this  acute  character 
;  being  probably  due  to  the  great  pressure  on  the  nerves  necessarily 
I  occurring  under  these  circumstances.  The  more  closely  the 
I  phenomena  of  pain  are  examined,  the  more  evident  does  it  seem 
!  that  pressure  upon,  or  undue  tension  of,  the  ultimate  sensory  por- 
j  tions  of  the  nerves  is  the  cause  of  the  pain.  With  reference  to  the 
I  uterus  the  pains  referable  to  it  have  had  various  explanations.  By 
i  many  they  are  regarded  as  fanciful  or  imaginary,  or  due  to  inflam- 
i  mation  of  the  uterus,  or  to  neuralgia.  But  no  intelligible  and  con- 
:  sistent  explanation  has,  so  far  as  I  am  aware,  been  given  of  the 
I  modus  operandi  of  the  production  of  these  pains. 

The  explanation  which  I  have  to  give  is  sufficiently  simple ; 
i  my  only  fear  is  that  its  very  simplicity  may  j)rove  a  bar  to  its 
I  being  accepted  to  the  extent  which  is  desirable  in  the  interests  of 
j  truth  and  progress.    It  is  that  the  pain  is  produced  by  the  actual 
•  compression  of  the  nerves  at  the  seat  of  the  flexion.    My  obser- 
vations have  led  me  to  conclude  that  the  compression  and  conden- 
sation of  the  tissues  of  the  uterus  which  occur  at  the  seat  of  the 
bend  is  the  immediate  cause  of  this  pain.    This  pain  is  increased 
,  for  the  moment,  and  it  is  very  frequently  actually  brought  on,  by 
i  any  circumstance  tending  to  condense  and  compress  these  tissues 
I  still  more.    Such  an  event  happens  when,  from  any  physical 
j  cause  whatever,  the  uterus  becomes  more  flexed.    It  is  my  belief 
I  that  the  circumstance  of  the  additional  compression  is  responsible 
for  the  pain.    But  it  is  to  me  quite  conceivable  that  this  may  not 
be  the  whole  of  the  explanation.    Another  theory  might  be  well 
set  up,  and  perhaps  ably  sustained.    It  might  be  urged  that  the 
i  congestion,  engorgement,  fulness,  or  whatever  you  please  to  term 
it,  of  the  body  of  the  uterus  and  of  the  cervix  and  os  uteri,  which 
are  so  frequently  present  in  cases  of  flexion,  are  concerned  in  the 
production  of  the  pain.    As  I  shall  hereafter  show,  congestion  of 
the  two  extremities  of  the  uterus,  the  fundus  and  os,  are  almost 
constant  accompaniments  of  decided  uterine  flexions,  and  it  is 
susceptible  of  absolute  proof  that  the  more  acute  is  the  flexion 
the  greater  is  the  congestion  and  engorgement.    Plainly,  there- 
fore, it  may  be  said,  Why  do  you  not  attribute  the  increased  pain 
during  locomotion  in  cases  of  flexion  to  temporary  increase  of  the 
■  congestion  ?    For,  it  might  be  added,  this  increase  of  congestion 
would  i)roduce  further  compression  of  the  nerves  of  the  body  of 
I  the  uterus.    In  fact,  according  to  this  mode  of  reasoning,  it  might 
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be  made  to  appear  probable  that  the  pain  in  question  is  due  to 
increased  tension  of  the  nerves  of  the  body  of  the  uterus  set  up 
by  temporary  increase  of  the  congestion  of  the  part  in  question. 
Admitting,  however,  that  much  may  be  said  in  favour  of  this 
latter  view,  observation  has  induced  the  adoption  on  my  part  of 
the  former  idea  as  to  the  mechanism  of  the  x^roduction  of  the 
pain.  The  concomitant  congestion  of  the  other  parts  of  the 
uterus  doubtless  contributes  to-  the  pain,  but  it  would  seem  to  me 
probable  that  it  does  so  mainly  because  it  has  a  tendency  to 
increase  the  compression  of  the  tissues  at  the  seat  of  the  flexion. 
The  presence  of  nervous  filaments  throughout  the  uterine  tissues 
is  generally  admitted,  though  there  are  differences  of  opinion  as 
to  their  actual  size.  At  its  central  portion  around  the  internal  os 
uteri  there  are  nervous  filaments  forming  part  of  those  tissues. 
When  compression  of  the  uterine  tissues  at  this  situation  occurs, 
these  filaments  participate  in  that  compression :  hence  the  sensa- 
tion of  pain. 

There  are  still  other  views  as  to  the  etiology  of  the  pain  in 
question  requiring  to  be  considered.    It  seems  probable  that  some 
part  of  the  discomfort  felt  by  the  subjects  of  uterine  flexion  dm'ing 
locomotion  is  due  to  the  stretching  and  tension  of  the  ligaments 
or  attachments  of  the  uterus.    Thus  the  feelings  described  as 
'sinking'  and  '  bearing- down,'  which  are  often  complained  of, 
seem  due  to  this  tension  of  the  uterine  attachments.    The  round 
ligament,  the  broad  ligaments,  and  the  utero-ovarian  ligament  are 
the  ligaments  principally  affected — some  more,  some  less.  The 
so-called  ovarian  pain,  which  has  for  a  long  time  been  considered 
evidence  of  ovarian  inflammation,  is  generally  traceable,  accord- 
ing to  my  experience,  to  uterine  flexion,  and  to  be  produced 
by  the  traction  of  the  connection  between  the  ovary  and  the 
uterus  caused  by  the  flexion.    In  cases  of  retroflexion  a  severe 
pain,  situated  near  the  groin  on  one  or  other  side,  is  in  rare  cases 
observed,  and  has  appeared  to  me  to  arise  from  tension  and 
stretching  of  the  round  ligament.    In  this  place  also  it  is  proper 
to  direct  attention  to  the  fact  that  when  the  ovary  is  actually  dis- 
placed downwards,  as  is  sometimes  the  case  in  flexion  of  the 
uterus  backwards,  the  pain  produced  by  locomotion  is  very  acute 
and  severe.    This  displacement  of  the  ovary  is,  however,  by  no 
means  a  common  complication  of  uterine  flexion. 

3.  Undue  tenderness  of  the  uterus  to  the  touch.—lw  the  next 
place,  we  have  to  consider  tenderness,  or  undue  sensitiveness,  of 
the  uterus  to  the  touch,  and  the  relation  of  this  symptom  to 
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flexions  of  the  uterus.  In  a  state  of  health  the  uterus  is  not 
highly  sensitive  to  the  touch.  And  even  the  passage  of  the 
uterine  sound,  if  carefully  performed,  hardly  gives  rise  to  a  painful 
sensation  until  it  touches  the  fundus  uteri,  when  there  is  generally 
evidence  of  its  producing  a  slight  pain.  But,  under  certain  con- 
ditions, we  find  the  uterus  extremely  sensitive  and  painful  to  the 
touch,  so  much  so  that  the  slightest  touch  gives  rise  to  quite 
acute  pain.  I  need  hardly  say  that  those  cases  where  the  entrance 
of  the  vagina  is  acutely  sensitive  to  the  touch— hypersesthesia  of 
the  vagina  as  they  are  termed — are  not  included  in  the  present 
discussion.  Undue  tenderness  of  the  uterus  may  be  present  in 
all  degrees ;  the  os  uteri  alone  may  be  affected,  or  the  posterior 
or  anterior  aspects  of  the  uterus.  In  severe  cases  the  whole 
uterus  appears  sensitive  to  the  touch. 

Respecting  the  connection  existing  between  tenderness  of  the 
uterus  and  alteration  of  its  shape,  I  claim  to  have  established  a 
most  important  generalisation  and  conclusion,  which  is  to  the 
effect  that  tenderness  of  the  uterus  to  the  touch  is  rarely  observed 
except  in  cases  where  flexions  are  present.  The  more  acute  the 
flexion,  the  more  acute,  as  a  rule,  is  the  tenderness.  Tenderness 
is  not  invariably  present  in  cases  of  acute  flexion,  and,  indeed, 
when  cases  have  become  quite  chronic,  there  may  be  little  or  no 
tenderness.  My  proposition,  therefore,  is  not  that  cases  of  flexion 
of  the  uterus  are  always  attended  with  tenderness,  but  that,  when 
tenderness  is  j^resent,  it  is  in  all  but  a  very  few  cases  (I  have  not 
myself  met  with  more  than  one  really  exceptional  case)  associated 
with  the  presence  of  uterine  distortion.  Possibly  this  may  be 
considered  a  bold  assertion,  but  I  confidently  make  myself  answer- 
able for  its  substantial  accuracy. 

As  long  ago  as  the  year  1868, 1  published  in  the  '  Practitioner  ' 
a  paper,  having  for  its  object  to  show  that  the  'irritable  uterus' 
of  Dr.  Gooch  is  nothing  more  than  chronic  severe  retroflexion  of 
the  uterus.  Dr.  Gooch's  description  of  these  cases  is  well  known  : 
'  A  young  or  middle-aged  woman,  somewhat  reduced  in  flesh  and 
health,  almost  living  on  her  sofa  for  months,  or  even  years,  from 
a  constant  pain  in  the  uterus,  which  renders  her  unable  to  sit  up 
and  take  exercise.  The  uterus,  on  examination,  unchanged  in 
structure,  but  exquisitely  tender ;  even  in  the  recumbent  position 
always  in  p;iin,  but  subject  to  great  aggravations  more  or  less 
fr(!(|uently.'  Dr.  Fergusson,  who  edited  Gooch's  writings  some 
few  years  since,  speaks  of  a  congested  condition  of  the  uterus 
'altering  its  shape  into  that  of  a  retort,'  as  having  existed  in  some 
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instances,  thongli  he  does  not  appear  either  to  have  connected 
the  retort  shape  with  the  congestion,  or  to  have  considered  it  as 
in  any  way  concerned  in  the  production  of  the  pain.  In  my 
paper  I  proceeded  to  show  that  this  retort  shape  of  the  uterus  was 
a  necessary  part  and  parcel  of  the  affection,  and  expressed  my 
opinion  that  these  so-called  cases  of  '  irritable  uterus '  were 
actually  cases  of  chronic  retroflexion.  Since  this  paper  was 
written  I  am  not  aware  that  any  refutation  of  this  view  has  been 
published ;  and  the  only  further  observation  I  have  to  make  on 
the  subject  of  Gooch's  irritable  uterus  is,  that  I  have  since  seen 
many  cases  of  this  kind  in  which  the  condition  of  the  uterus 
amply  sustained  the  view  in  question.    But  there  is  a  slight 

Fig.  41.' 


qualification  to  make — viz.,  that  the  same  symptoms  may  be 
observed  in  connection  with  anteflexion  of  the  uterus  as  with 
retroflexion.  The  typical  and  most  severe  cases  are  cases  of 
retroflexion,  but  in  severe  cases  of  anteflexion  the  symptoms  may 
be  very  much  the  same.  Further  inquiries  and  observations  have 
made  me  acquainted  with  the  close  connection  existing  between 
distortion  of  shape  and  tenderness  of  the  uterus,  of  which  Gooch's 
cases  of  irritable  uterus  constitute  well-marked  and  extreme 
instances. 

A  very  acute  flexion  is  usually  attended  with  great  congestion. 
The  conjunction  of  the  two  gives  rise  to  the  greatest  degi-ee  of 
tenderness.  And,  inasmuch  as  the  uterus  may  become  more  bent 
when  the  fundus  is  turned  backwards  than  when  turned  forwards, 

'  Severe  retrollexion  of  the  uterus. 


OF  THE  UTERUS  (FLEXIONS). 


179 


the  retroflexion  cases  are,  as  a  rule,  the  most  severe,  and  accom- 
panied with  the  greatest  tenderness.  In  cases  where  there  is 
much  congestion  the  tenderness  is  more  evident  when  the  body 
of  the  uterus,  than  when  the  cervix,  is  touched.  In  backward 
flexions  the  fundus  is  often  found  so  tender  that  the  merest 
touch  gives  acute  agony,  and  the  act  of  defaecation  is  attended 
with  great  suffering,  owing  partly  to  the  contents  of  the  rectum 
passing  over  the  painful  spot.  In  acute  anteflexions  the  fundus 
is  generally  less  easily  felt,  owing  to  the  intervening  stratum  of 
mine,  but  the  presence  of  acute  sensitiveness  of  the  fundus  can 
often  be  substantiated  in  these  cases. 

It  is  worthy  of  mention  that  considerable  sensitiveness  to  touch 
is  sometimes  found  on  examination  in  cases  where  other  symptoms 
— pain  on  locomotion,  &c. — have  been  slight  in  degree;  and  under 
these  circumstances  the  examination  reveals  the ,  grave  nature  of 
the  case. 

The  sensitiveness  of  the  uterus  in  cases  of  flexion  may 
be  associated  with  slighter  degrees  of  congestion.  It  may  be 
present  also  in  cases  where  the  congestive  stage  has  passed 
away,  leaving  the  uterine  tissues  hard  and  hypertrophied.  In 
these  latter  cases  the  tenderness  is  less  universally  spread  over 
the  uterus. 

Extreme  sensitiveness  is  met  with  in  many  quite  chronic 
cases  of  flexion,  at  the  internal  os  uteri,  or  its  neighbourhood. 
The  existence  of  this  sensitiveness  is,  of  course,  only  ascertained 
by  the  use  of  the  sound.  This,  however,  seems  the  place  to 
mention  it.  Under  these  circumstances  there  exists  a  severe 
chronic  neuralgia  at  the  internal  os.  The  subjects  of  this  affection 
have  well-marked  pain  on  locomotion,  always  situated  in  some  one 
spot.  Thus,  in  two  very  chronic  anteflexion  cases  where  this 
severe  internal  sensitiveness  existed,  walking  always  occasioned  so 
severe  a  pain  in  the  inguinal  region  that  it  had  to  be  given  up, 
and  the  sofa  had  become  always  necessary. 

Dysmenorrhoea. — Uterine  flexions  are  not  the  sole  cause  of 
dysmenorrhoea.  Again,  flexions  of  the  uterus  are  not  always 
attended  with  dysmenoiThoea.  One  of  the  most  frequent  effects 
of  flexion  of  the  uterus  is,  however,  to  produce  impediment  to  the 
escape  of  the  menstrual  fluid — an  effect  generally  due  to  compres- 
sion of  the  uterine  canal  at  its  naiTowest  part,  viz.,  the  internal  os 
uteri.  The  compression  has  the  same  effect  as  if  there  were  an 
actual  stricture  of  the  part.  How  this  compression  is  brought 
frbout  has  been  explained  at  p.  154.    Flexions  of  the  uterus  are  in 
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practice  found  to  be  the  principal  cause  of  the  severe  pain  felt 
during  menstruation  as  well  as  of  the  extreme  difficulty  with  which 
the  exit  of  the  menstrual  products  may  be  attended.  Dysmenor- 
rhoea  is  often  the  first  symptom  observed  in  cases  of  flexion,  and 
although  slight  dysmenorrhoea  is  no  i^Yooi  of  the  existence  of  severe 
flexion  of  the  uterus,  it  may  be  stated  that  when  the  dysmenorrhea 
is  chronic  it  may  be  assumed  that  there  is  an  impediment  to  the 
escape  of  the  menstrual  fluid,  which  impediment  is  in  all  prob- 
ability due  to  the  existence  of  uterine  flexion.  In  the  chapter 
on  '  Dysmenorrhoea '  further  remarks  on  this  subject  will  be  found. 

Xfiucon^^cea.— Flexions  are  a  very  common  cause  of  leucorrhoea, 
and  there  are  few  cases  of  flexion  in  which  leucorrhoea,  to  a  greater  or 
less  degree,  does  not  occur.  In  the  chapter  on  '  Leucorrhoea '  further 
remarks  on  the  subject  will  be  found.  Here,  however,  it  is  neces- 
sary to  point  out  the  particular  relation  which  subsists  between 
flexions  of  the  uterus  and  '  leucorrhoea  from  retention,'  as  it  may 
be  appropriately  termed.  One  of  the  effects  of  flexion  not  rarely 
observed  is  retention  of  the  secretions  of  the  uterine  cavity  within 
it,  owing  to  the  retort  shape  of  the  uterus,  and  the  (virtual)  closure 
of  the  internal  os  uteri. 

There  are  a  certain  number  of  cases  occurring  not  very  rarely 
in  which,  during  the  inter-catamenial  intervals,  there  are  observed 
from  time  to  time — perhaps  once  in  two  or  three  days,  and  gener- 
ally particularly  during  the  week  or  ten  days  immediately  following 
catamenial  cessation — discharges  of  a  puriform  character,  coming  on 
suddenly,  lasting  for  a  brief  period  only,  and  then  ceasing.  There  is  a 
puriform  leucorrhoea  occurring  in  gushes.  This  occurrence  is  due 
to  the  existence  of  chroni'".  flexion  of  the  uterus.  It  arises  from  im- 
perfect emptying  of  the  uterus.  At  the  close  of  the  ordinary  men- 
strual period  something  is  still  left  in  the  uterus.  This  unevacuated 
fluid  undergoes  changes  resulting  in  its  conversion  into  the  puri- 
form fluid.  The  uterus  becomes  distended  with  this  accumulation. 
It  is  increased  by  the  addition  of  further  fluid  of  a  watery 
character,  poured  out  by  the  lining  of  the  uterus,  and  when  dis- 
tension reaches  a  certain  point,  it  is  expelled.  That  is  to  say, 
it  is  partly  expelled,  but  after  a  time  further  distension  occurs, 
followed  by  fresh  expulsion.  I  have  observed  many  cases  of  this 
l^incl— in  fact,  the  occurrence  of  puriform  leucorrhoea  coming  away 
in  gushes,  is  by  itself  almost  diagnostic  of  the  existence  of  a 
chronic  flexion  of  the  uterus,  and,  during  an  experience  of  some 
years,  this  sign  has  proved  of  great  value.  Patients  suffering 
from  this   affection  sometimes  describe  what  they  term  'little 
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abscesses'  bursting  from  time  to  time.  In  certain  rare  cases  the 
retained  uterine  contents  are  actually  offensive  to  the  smell,^the 
fluid  having  become  putrescent  before  it  is  discharged.  The 
uterus  becomes  irritated,  and  the  lining  membrane  secretes  more 
fluid  than  usual ;  there  is,  in  short,  what  is  termed  endometritis. 


Menorrhagia. — The  menstrual  periodic  discharge  is  frequently 
increased  in  quantity  in  cases  of  flexion,  though  by  no  means 
constantly  so — for  the  quite  opposite  effect  may  be  noted.  Never- 
theless, taking  all  cases  of  menorrhagia,  one  with  another,  the 
commonest  cause  is  found  to  be  either  uterine  flexion,  or  some  of 
the  secondary  effects  resulting  from  uterine  flexion. 

Menorrhagia  occurs  often  in  consequence  of  the  impediment 
to  escape  of  blood  ;  the  blood  accumulates  in  the  uterus,  distends 

'  Fig.  42  shows  the  third  stage  of  antcdexiou  with  distension  of  cavitj-  and 
thickness  of  nterine  walls,  such  us  may  be  found  in  cases  of  chronic  mcnorrhagic 
and  leucorrhoea  occurring  in  gushes. 
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it,  and  is  from  time  to  time  expelled  in  gushes.  The  process 
observed  is  sometimes  like  that  of  labour  on  a  small  scale,  the 
patient  experiencing  severe  recurrent  pains  ;  and  after  a  time  these 
pains  result  in  expulsion  of  blood  in  considerable  quantity  :  here 
we  have  dysmenorrhoea  and  menorrhagia  combined.  After  a 
time  the  uterus  becomes  hypertrophied,  its  cavity  permanently 
dilated,  and  the  area  of  its  internal  surface  proportionately  extended. 
Then  the  patient  becomes  subject  to  permanent  menorrhagia,  and 
the  quantity  lost  at  each  period  may  be  exceedingly  great.  Ex- 
amination reveals  probably  the  existence  of  long-standing  flexion, 
with  considerable  hypertrophy  of  the  whole  uterus  ;  or  the  whole 
organ  may  be  found  in  a  loose,  soft,  congested,  sponge-like  condi- 
tion, the  blood  poor  and  watery  in  character  from  long-continued 
losses,  and  the  large  retort-shaped  uterus  pouring  out  much  blood 
for  many  days  together. 

The  presence  of  clots  in  cases  of  menorrhagia  is  sometimes 
noticed.  Sometimes  such  clots  are  formed  in  the  vagina,  but 
more  generally  they  originate  in  the  cavity  of  the  uterus.  Keteu- 
tion  of  blood  is,  probably,  the  first  event  in  such  cases  ;  the  blood 
so  retained  becomes  clotted,  and  has  finally  to  be  expelled.  The 
passage  of  the  clot  through  this  narrow  internal  os  uteri  neces- 
sarily occasions  much  pain.  The  dysmenorrhoea  is  most  severe  in 
those  cases  where  clots  have  to  be  got  rid  of,  and  the  pain  is  some- 
times of  a  most  agonising  character.  In  some  cases  the  clot 
never  is  expelled  as  such,  but  becomes  broken  up.  No  doubt 
some  of  the  cases  where  a  sanious  leucorrhoea  is  observed  for  a 
few  days  after  the  regular  period  is  over  are  cases  of  this  kind  ; 
the  clots  retained  break  doAvn,  and  the  debris  are  gradually,  but 
slowly,  expelled. 

It  must  be  further  remarked  that  the  difficulty  experienced 
by  the  uterus  in  relieving  itself  of  the  retained  products  in  cases 
such  as  above  described  is  materially  increased  by  the  dependent 
position  of  the  pouch  containing  the  fluid.  When  the  patient  is 
upright,  and  the  body  of  the  uterus  strongly  bent  forwards  or 
backwards,  the  action  of  gravity  is  opposed  to  the  evacuation  of 
the  uterine  contents  (see  figs.  23  and  18).  Thus,  in  the 
retort-shaped  uterus,  the  enlarged  pouch  hangs  downwards,  for- 
wards, or  backwards,  as  the  case  may  be,  and  the  fluid  must  move 
really  upwards,  in  order  to  pass  through  the  internal  os  uteri, 
where  the  obstruction  which  exists  further  adds  to  the  difficulty. 
The  double  difficulty  of  moving  upwards  in  a  direction  opposed  to 
the  action  of  gravity  and  moving  round  a  corner  presents  itself 
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under  such  circumstances.  Clinical  observation  of  these  cases 
offers  convincing  proofs  of  the  operation  of  these  natural  laws. 
Thus  it  may  be  found  that  in  a  case  of  anteflexion,  with  purulent 
retention,  the  discharge  is  free  and  continuous  so  long  as  the 
patient  remains  in  bed,  but  on  rising  in  the  morning  it  suddenly 
ceases,  appearing  only  in  gushes  at  intervals  during  the  day,  and 


on  lying  down  again  at  night  a  further  comparatively  free  and 
continuous  escape  of  fluid  occurs. 

Amenorrhcea. — The  effect  of  uterine  flexion  in  arresting  the 
discharge  for  a  time  has  been  mentioned,  but  in  connection  with 
menstrual  retention  only.  In  a  certain  number  of  cases,  however, 
the  discharge  becomes  gradually  less  and  less,  the  periods  become 

'  Fig.  43  represents  severe  anteflexion  with  enlarged  uterine  cavity,  as  in  fig. 
42,  but  the  position  of  the  pelvis  is  here  altered,  as  if  the  patient  were  recumbent 
on  the  back.  'J'ho  tendency  of  this  position  is  obvioiisly  to  throw  the  fimdvus 
upwards  and  backwards. 
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habitually  '  scanty,' and  in  a  few  the  discharge  ceases.  Actn;d 
suppression  of  menstruation  for  some  months,  or  its  premature 
termination  at  a  comparatively  early  age,  is  now  and  then  observed, 
in  cases  of  acute  flexion.  Probably  the  compression  of  the  organ 
which  is  the  effect  of  the  flexion  has  much  to  do  with  it.  The 
uterus  having  its  circulation  interfered  with  is  no  longer  capable 
of  carrying  on  its  function  properly. 

The  whole  process  is  occasionally  witnessed.  In  a  known 
case  of  flexion,  menstruation  is  for  a  time  scanty.  Each  month  it 
is  less  in  quantity.  By-and-by  a  month  is  passed  over  without 
discharge.  After  a  time  the  interval  is  longer.  And,  concur- 
rently with  these  effects,  other  symptoms  are  noticed  which  give 
evidence  that  the  flexion  has  become  aggravated.  The  flexion 
is  now  dealt  with  and  treated,  and  the  amenorrhoea  ceases. 
Cases  of  this  kind  are  interesting  and  convey  important  clinical 
lessons  (see  chapter  on  'Amenorrhoea  '). 

Sterility. — Any  circumstance  producing  imperviousness  of  the 
external  or  internal  os  uteri  must  necessarily  produce  sterility,  and 
flexions  are  responsible  for  this  result  in  very  many  cases,  the 
narrowed  condition  of  the  internal  os  obstructing  the  passage  of 
fluid  upwards.  But  in  very  many  cases  the  mere  obstruction  is 
not  the  sole  cause  of  the  sterility.  Another  circumstance  is  to  be 
taken  into  consideration — viz.,  the  altered  condition  of  the  lining 
of  the  body  of  the  uterus,  which,  as  previously  pointed  out,  is 
liable  to  be  produced  by  retention  of  secretions  within  the  uterine 
cavity.  These  retained  secretions  have  doubtless  a  powerful  in- 
fluence in  deranging  the  physiological  process  and  damaging  the 
products  of  conception.  Further,  an  irritated  altered  mucous 
membrane,  such  as  must  be  present  in  such  cases,  cannot  offer  a 
proper  surface  for  the  attachment  and  growth  of  the  ovum,  even 
supposing  that  the  ovum  has  been  impregnated  and  has  descended 
into  the  uterine  cavity. 

Abortions. — By  far  the  most  common  cause  of  abortions  is  the 
existence  of  flexion  of  the  uterus.  The  almost  incessantly  observed 
conjunction  of  the  two  elements — existence  of  a  known  flexion  of 
the  uterus  and  liability  to  abortion  in  the  same  individual — has 
led  me  to  this  conclusion.  There  are  undoubtedly  other  causes  of 
abortion — syphilis,  lead  poison,  accidents,  falls,  blows,  mental 
emotions,  &c.  But,  after  all,  cases  referable  to  these  heads  col- 
lectively form  a  very  small  percentage  of  the  number  of  cases  of 
abortion  actually  observed. 

The  connection  between  retroflexion  of  the  uterus  and  liability 
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to  abortion  is  tolerably  well  recognised,  the  affection  retroflexion 
being  comparatively  well  known,  and  ready  of  detection.  But  it 
is  not  so  well  known,  in  the  first  place,  that  anteflexion  is  a  rather 
common  affection,  or,  in  the  second,  that  it  is  a  common  cause  ot 
abortion. 

The  proof  of  the  truth  of  the  statement  that  abortion  is  often 
due  to  uterine  flexion  is  necessarily  to  be  obtained  only  from  care- 
ful clinical  observations.  Such  observations  only  require  to  be 
made  in  order  that  the  proofs  may  be  obtained  necessary  to  con- 
vince others  as  they  have  convinced  me.  Clinical  histories,  such 
as  the  following,  constitute  important  evidence.  In  a  case  of 
known  anteflexion,  pregnancy  occurs,  and  is  shortl})  followed  by  an 
abortion.  In  another  case,  a  flexion  is  undergoing  treatment; 
becomes  relieved  up  to  a  certain  point;  pregnancy  occurs,  and 
abortion  happens.  In  another  case  also  where  flexion  is  known 
to  exist,  pregnancy  happens,  and  the  patient  goes  to  full  term ; 
recovers  from  her  confinement ;  becomes  again  pregnant,  and  is 
threatened  with  an  abortion.  On  examination  it  is  found  that 
the  old  evil  has  recurred  ;  the  uterus  is  in  a  state  of  flexion. 
Take  another  class  of  cases.  In  a  certain  case  abortion  happens, 
the  ovum  partly  escapes  ;  the  thickened  decidua  and  commencing 
placenta  are  retained  in  utero.  Examination  is  made,  and  the 
uterus  is  found  acutely  anteflexed  or  retroflexed.  A  succession  of 
such  cases  present  themselves,  the  circumstances  being  a  little 
varied.  What  other  opinion  can  be  arrived  at  than  that  the 
abortion  is  due  to  the  flexion  ?  I  assume,  of  course,  that  the 
operation  of  other  possible  causes  of  abortion  is  duly  regarded, 
and  the  particular  case  excluded  from  these  categories.  Complete 
the  proof:  trace  the  further  history  of  these  very  cases,  and  suppose 
it  to  be  found  that  the  phenomena  described  have  a  great  tendency 
to  recur.  Let  this  kind  of  observation  be  made  over  and  over 
again  :  conviction  naturally  follows. 

The  following  table  contains  a  statistical  account  of  cases  in 
hospital  and  private  practice,  with  interesting  particulars  in  refer- 
ence to  the  question  as  to  the  influence  of  flexion  of  the  uterus  in 
producing  sterility  and  in  inducing  a  liability  to  abortion.  Some 
of  the  facts  were  observed  in  hospital  practice  two  years  ago.  A 
second  series  of  facts  are  the  results  observed  in  private  practice. 
And  the  two  series  of  facts  are  so  arranged  that  they  can  be  com- 
I)ared.  The  general  conclusion  to  be  drawn  is  that,  taking  100 
pat  ients  affected  with  flexion  of  the  uterus,  it  may  be  expected  that 
in  aliout  one-half  of  them  sterility  or  abortions  will  be  noticed  to 


186 


DISPLACEMENTS  AND  DISTOKTIONS 


occur.  There  is  a  remarkable  coincidence  in  regard  to  the  two  classes 
of  cases,  hospital  and  private,  there  being  sterility  or  only  abortions 
in  34  per  cent,  in  both  series.  So  also  in  regard  to  the  fecundity, 
for,  in  the  hospital  series,  65  per  cent,  bore  children  (including 

Frequency  of  Sterility  and  Abortions  in  Cases  of  Flexions. 


Hospital  Practice. 
Cases  of  uterine  flexion, 

1865-1869:— 
2^ry  /  ^^'5  anteflexion  ■) 
1^100  retroflexion  / 

PHvate  Practice 
Cases  of  uterine  flexion, 
1873-1879 :- 
668  cases 
(499  married,  169  single) 
I  360  anteflexion 


499 


39  retroflexion 


sterile  or 
only  abor- 
tions 


81 

(34-4  p.  0.) 


129 


42 


1  34-2 
J'p.c. 


Absolutely 
sterile :  no 
pregnancy. 


57 

(24-1  p.  c.) 


107 


35 


J  p. 


28-4 
c. 


Abortions 
only 


(10  p.  c.) 


.J 


Cliil(li-en 

and 
abortions 


27 
(11-4 
p.  c.) 


67 


22 


J  p. 


17-8 
c. 


No  abortion 


127 
(54  p.  c.) 


164 


\47-J 
r  p.c 
75  J 


Facts  as  to 
number  of 
children 


51  patients 
had  only 

1  child' 
21  had  only 

1  child. 


11  per  cent,  who  also  had  abortions),  and  the  private  practice 
series  67  per  cent,  had  had  children  (including  17  who  had  also 
had  abortions^. 

Of  those  absolutely  sterile — that  is,  who  had  never  had  a 
pregnancy  at  all — there  were  24  per  cent,  of  the  hospital  cases, 
and  28  per  cent,  in  the  private  cases. 

Abortions  occur  very  frequently,  as  evidenced  in  the  above 
statistics.  There  were  some  few  cases  (10  per  cent,  in  the 
hospital  series  and  5  per  cent,  in  the  private  series)  who  had 
never  had  a  child,  but  had  had  abortions,  and  in  addition  to  these 
there  were  cases  in  which,  although  the  patient  had  had  children, 
there  had  been  noticed  abortions  also — 11  per  cent,  in  the 
hospital  series,  and  17  per  cent,  in  the  private  series.  The  total 
percentage  of  cases  of  flexion  in  which  abortion  was  noted  was,  for 
hospital  cases  21  per  cent.,  for  private  cases  22  per  cent. — 
figures  which  are  almost  identical. 

The  above  figures  have  been  extracted  with  great  care  from 
records  of  cases  in  my  possession. 

It  may  be  well  in  the  next  place  to  speak  of  what  may  lie 
termed  '  secondary  '  sterility  in  connection  with  flexions  of  tlie 
uterus.  There  is  alrandant  evidence  that  flexions  arising  after  labour 
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give  rise  not  seldom  to  sterility.  The  patient  has  had  one  or  two 
children  but  has  become  afterwards  sterile.  The  following  table 
gives,  from  records  in  my  possession,  statistics  in  regard  to  the 
influence  of  flexions  in  producing  sterility  in  women  who  have  had 
children. 


Cases  of  Fertility  with  Subsequent  Sterility. 

(Private  Practice.) 


Number  of  cases 

Average  number  of 
years  elapsed  since 

Variation  in  number 
of  years  expired  since 

One  child  only"! 
(over  1  year  > 
expired  since)  J 

Two  children  T 
only  (over  1  year  n 
expired  since)  J 

r  Anteflexion  51 

72 

I,  Retroflexion  21 

r  Anteflexion  38 
50  < 

[_  Retroflexion  12 

Anteflexion  6'4:  yrs. 
Retroflexion  8  yrs. 

Anteflexion  4' 4  yi*s. 
Retroflexion,  5'1  yrs. 

Anteflexion  1  to  22 

years. 
Retroflexion  1  to  24 

years. 

Anteflexion  1  to  16 

years. 
Retroflexion  1  to  14 

years. 

Disturbance  of  functions  of  the  bladder. — These  constitute  a 
class  of  symptoms  rather  common  in  cases  of  uterine  flexion, 
G-reat  frequency  of  micturition  is  often  observed  in  anteflexion 
cases.  This  symptom  is  sometimes  distressing  to  a  degree,  there 
being  a  perpetual  necessity  for  evacuating  the  bladder,  as  often,  in 
one  case,  as  every  five  or  ten  minutes.  Retention  of  urine  some- 
times occurs  as  a  consequence  of  flexion— more  often  from  retro- 
flexion. Incontinence  of  urine  is  occasionally  observed  as  a  result 
of  retroflexion.  Extreme  pain  in  the  bladder  after  evacuation  of 
its  contents  is  sometimes  noticed  in  cases  of  anteflexion,  ap- 
parently due  to  pressure  of  one  wall  of  the  empty  bladder  on  the 
other. 

Taken  as  a  whole,  the  bladder  symptoms  are  not  always  ob- 
served in  cases  of  flexion,  but  they  sometimes  constitute  the  chief 
or  most  distressing  of  the  symptoms  of  which  the  patient  com- 
plains. 

Disturbance  of  functions  of  rectum.-— In  cases  of  uterine 
flexion  the  function  of  defjEcation  is  often  interfered  with  in 
various  ways,  the  patient  finding  often  a  difficulty  in  evacuating 
the  contents  of  the  rectum,  in  consequence  of  the  pressure  of  the 
uterus  upon  it.  The  pressure  of  the  uterus  acts  in  a  kind  of 
valvular  manner,  and,  the  more  the  patient  strains,  the  more  com- 
plete is  the  closure.  In  other  cases,  def{3ecation  is  attended  with 
considerable  pain.  The  most  aggravated  cases,  and  they  are  not 
very  commonly  met  with,  are  those  in  which  there  is  retroflexion 
accompanied  by  rectocele.     The  perinjBum  is  partly  destroyed' 
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nnd  the  rectum  obtrudes  a  little  through  the  vaginal  axjerture. 
The  uterus  is  retroflexed,  and  presses  down  the  rectum,  and  it 
thus  obstructs  the  canal ;  a  state  of  things  may  then  arise  which 
produces  intolerable  anguish  to  the  patient.  The  rectum  may 
become  ulcerated.  At  the  part  where  the  rectum  projects  into 
the  vagina  there  is  a  bend,  and  in  this  position  ulcers  are  liable  to 
form.  This  is  an  extreme  case,  but  the  right  explanation  of  such 
a  case  is  of  some  moment.  Eetroflexion  may  thus,  sometimes, 
produce  what  appears  to  be  a  serious  disease  of  the  rectum.  In 
some  cases,  anteversion  leads  to  very  serious  interference  with 
defascation.  Chronic  and  troublesome  diarrhoea  is  sometimes 
caused  by  retroflexion  of  the  uterus. 

Pain  on  intercourse — dyspareunia. — This  is  a  symptom  and 
effect  of  the  presence  of  flexions  of  the  uterus  which  is  very 
commonly  present  and  deserves  attention.  There  are  of  course 
other  conditions  of  the  generative  organs  capable  of  giving  rise  to 
the  symptom  in  question,  but,  certainly,  flexions  of  the  organ  are 
most  common  causes. 

Reflex  nervous  symptoms. — The  symptoms  included  under 
this  heading  constitute  a  most  interesting  class.  The  existence 
of  a  relationship  between  these  symptoms  and  the  presence  of 
uterine  flexion  is  only  now  beginning  to  be  known  and  admitted 
by  uterine  pathologists.  '  Nausea  and  vomiting,'  '  hysteria,' 
*  convulsions,'  '  mental  derangements,'  are  the  more  important  of 
these  reflex  symptoms.  It  is  impossible  to  discuss  the  whole 
question  in  this  place ;  the  reader  is  referred  to  the  separate 
chapters  which  will  be  found  devoted  to  these  subjects.  Here  it 
is  necessary,  however,  to  say  that  the  clinical  evidence  of  the  very 
close  connection  as  cause  and  effect  between  uterine  flexion  and 
these  reflex  nervous  symptoms  is  most  distinct  and  clear.  There 
cannot  be  a  question  that,  in  the  future,  as  observations  are 
increased  in  number  the  truth  of  this  statement  will  come  to  be 
universally  admitted. 

Keflex  nervous  symptoms  are,  however,  by  no  means  always 
present  in  every  case  of  uterine  flexion. 
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CHAPTER  XVIII. 

DISPLACEMENTS  AND  DISTORTIONS  OF  THE  UTERUS  (FLEXIONs). 
6.  GENERAL  PRINCIPLES  OF  TREATMENT. 

Principles  op  Treatment.  —  Indications — Restoration  of  General  Strength. 
2.  Restoration  of  Uterus  to  Proper  Shape  and  Position. 

Difficulties  Encountered.— Question  of  Necessity  for  Examination — Defini- 
tion of  General  and  Local  Treatment — Curability  of  Flexions— Various  Causes 
of  Difficulty. 

General  Treatment. — Restoration  of  Nutritional  Power  and  Activity — Rest, 
how  to  be  carried  ou'^  —  Utilisation  of  Influence  of  Gravity — Attention  to 
Condition  of  Bowels. 

Local  Treatment. — Positional  or  Postural  Treatment — Prone  Kneeling  Posi- 
tion— Horizontal  Position.  Use  of  the  Sound  repeatedly — Cases  adapted  for  it. 
Use  of  Sound  combined  with  Dilatation  of  Canal  by  means  of  a  Dilating 
Sound.  Treatment  by  means  of  Stems :  Cases  requiring  it — its  Value  and 
Applicability.  Use  of  Tents.  Incision  of  the  Uterine  Canal.  Vaginal  Pessaries — 
General  Method  of  Action— Cases  suitable  for.  Necessity  for  conjoint 
Postural  Treatment  and  use  of  Sound.  Other  Requirements  when  Vaginal 
Pessaries  are  employed.  Material  of  Vaginal  Pessaries.  General  Summary. 
Palliative  Treatment.  Use  of  Hot-water  Injections.  Opiates.  Treatment  of  the 
accompanying  Congestion. 

Various  modifications  in  regard  to  detail  and  mechanical 
procedure  are  required  in  different  cases  of  uterine  flexion,  as 
will  be  more  particularly  explained  later  on.  Here,  however,  it  is 
intended  to  describe  the  general  principles  of  trreatment  of  these 
affections. 

The  principal  indications  are — 

1.  To  restore  or  improve  the  general  strength  and  vitality  of 
the  patient,  almost  always  in  a  state  of  deterioration  more  or  less 
pronounced. 

2.  To  restore  the  uterus  to  its  proper  shape  and  position. 
The  above  indications  are  formulated  in  conformity  with  the 

general  views  which  have  been  set  forth  in  previous  pages  in 
reference  to  the  natm-e  and  cause  of  flexions  of  the  uterus.  It 
will  be  found  in  practice  impossible  satisfactorily  to  treat  cases 
unless  both  of  the  indications  alluded  to  receive  due  attention. 

Whether  the  first  or  the  second  indication  is  the  more  important 
will  depend  on  the  nature  of  the  particular  case. 
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In  cases  where  the  flexion  is  shght  in  degree  and  recent  in 
occurrence,  general  measures  may  prove  entirely  effectual,  the 
uterus  participating  in  the  general  improvement  produced  by  the 
treatment  in  question. 

When,  however,  the  flexion  is  severe  and  of  long  standing,  no 
amount  of  attention  to  the  general  treatment  will  prove  efficacious 
in  curing  the  flexion,  local  treatment  being  necessary  before  real 
improvement  can  be  expected. 

In  severe  and  long-standing  cases  local  treatment  alone  is 
insufficient.  Greneral  treatment  must  be  associated  with  it  or 
disappointment  will  be  experienced. 

At  the  outset  the  question  arises  as  to  the  employment  of 
local  treatment  of  the  uterus  in  cases  of  unmarried  women  affected 
with  the  disorders  now  under  consideration.  It  may  be  well  to 
consider  how  best  to  obviate  these  difficulties. 

The  first  difficulty  is  as  regards  the  diagnosis.  In  young 
unmarried  women  the  diagnosis  is  at  first  of  com'se  only  presump- 
tive. Persistence  of  particular  symptoms  for  many  months 
in  succession,  such  as  marked  deterioration  of  health,  obsti- 
nate sickness,  obstinate  dysmenorrhcea,  continued  difficulty  in 
locomotion,  continued  suffering  of  some  kind  referable  to  the 
uterus  ;  under  these  circumstances  a  complete  diagnosis  of  the 
case  should  be  made,  instead  of  waiting,  as  is  sometimes  done, 
two  or  three  years  before  any  reliable  information  is  attempted 
to  be  gained.  In  many  cases  a  tolerably  exact  notion  of  the  case 
can  be  obtained  by  an  examination  per  rectum,  or  it  can  be  thus 
ascertained  if  a  further  and  more  exact  investigation  is  required. 
The  diagnosis  made  even  in  this  imperfect  way  is  of  service  in 
pointing  out  what  general  method  of  treatment  is  likely  to  be 
of  use  (decision,  for  instance,  between  anteflexion  and  retro- 
flexion), or  whether  the  affection  is  so  severe  as  to  make  a  vaginal 
examination  imperative.  In  young  unmarried  women  an  sxnses- 
thetic  is  frequently  advisable  in  cases  where  it  is  decided  to  make 
a  vaginal  examination.  It  is  impossible  to  lay  down  a  strict  line 
of  conduct  for  all  cases.  On  the  one  hand,  it  is  improper  to  sub- 
ject young  women  to  vaginal  examinations  unless  they  are  con- 
sidered necessary  after  proper  consultation  on  the  subject.  On 
the  other  hand,  it  must  be  borne  in  mind  that  the  foundation  of 
a  life-long  condition  of  invalidism  and  general  inefficiency  may  be 
laid  by  two,  three,  or  four  years'  neglect  of  a  severe  uterine 
flexion,  and  consequently  that  delay  in  making  a  necessary 
examination  may  be  most  injurious  to  the  i)atient.    In  cases 
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where  the  symptoms  have  existed  for  some  years,  there  should  be 
no  scruple  in  insisting  on  the  necessity  for  a  proper  examination. 

Some  explanatory  remarks  are  here  required  respecting  what 
is  meant  by  general  and  local  treatment.  It  has  already  been 
stated  that  general  treatment  has  often  a  local  effect.  As  regards 
local  treatment  itself,  the  most  efficacious  treatment  is  a  mecha- 
nical treatment.  By  mechanical  treatment  is  not  meant,  how- 
ever, the  use  of  instruments  or  necessarily  of  instrumental 
procedures.  There  are  methods  of  treatment  which  are  in  their 
mode  of  action  strictly  mechanical — utilising  the  force  of  gravity, 
rest,  and  the  like— although  not  including  surgical  procedure 
in  the  ordinary  sense  of  the  word. 

Curability  of  uterine  flexions. — The  apparently  intractable 
character  of  certain  forms  of  the  affection  has  led  some  authorities 
to  conclude  that  flexions  are  incurable.  As  a  general  statement 
this  is  undoubtedly  a  mistake,  although  in  some  cases  a  complete 
cure  is  no  doubt  very  difficult  to  obtain. 

a.  One  source  of  difficulty  is  weakness  of  the  uterus  from 
mal-nutrition.  So  long  as  the  tissues  of  the  organ  remain  soft 
and  give  way  to  pressure,  the  cure  of  the  flexion  is  a  matter  of 
impossibility. 

h.  Another  is  the  atrophy  often  present  in  long-standing 
flexions  at  the  seat  of  the  bend,  which  has  this  effect,  that  while 
it  may  be  easy  to  maintain  the  organ  artificially  in  its  normal 
shape,  the  moment  the  assistance  ceases  the  flexion  recurs.  The 
uterus  has  virtually  lost  its  stem. 

c.  Another  is  the  rigidity  of  the  uterus.  It  has  become  set 
in  a  certain  abnormal  shape,  and  though  it  may  be  unbent  by 
m-eans  of  the  sound,  the  flexion  recurs  directly  it  is  withdrawn. 
This  rigidity  may  be  accompanied  with  atrophy  around  the 
internal  os,  or  not. 

d.  Another  difficulty  is  the  presence  of  adhesions  tying  the  ' 
fundus  down  in  its  abnormal  position. 

e.  The  most  common  difficulty,  however,  is  the  absence  of  an 
exact  and  appreciative  diagnosis  of  the  exact  physical  condition 
of  the  uterus  present  in  the  particular  case. 

The  use  of  the  sound  is  an  important  aid  in  determining  che 
curability  of  a  given  case  of  flexion.    At  all  events,  it  is  possible 
by  its  means  to  measure  the  rigidity  of  the  uterus.    By  gently 
unbending  the  uterus  by  the  sound,  and  then  withdrawing  it  and  " 
observing  how  quickly  the  uterus  returns  to  the  flexed  state 
the  degree  of  rigidity  is  indicated.    In  a  long-standing  severe 
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retroflexion  we  suppose,  for  instance,  that  the  sound  raises  the 
fundus  up  to  its  proper  position,  but  immediately  it  is  withdrawn 
the  fundus  is  felt  by  the  finger  to  resume  its  old  position.  This 
indicates  considerable  rigidity ;  but  the  fact  that  the  uterus  can 
be  raised  by  the  sound  shows  that  a  cure  is  possible.  The  degree 
of  resistance  encountered  in  changing  the  form  of  the  uterus  by 
the  sound  is  in  some  degree  a  measure  of  the  difficulty  of  the 
cure. 

The  presence  of  atrophy  in  the  uterine  wall  is  indicated  by 
the  touch;  the  sound  having  been  previously  introduced,  the 
thickness  of  the  uterine  wall  at  the  flexion  can  be  estimated  by 
the  pressure  of  the  finger  opposite  this  situation. 

Some  general  statements  may  be  made  as  to  the  curability  of 
different  cases. 

The  cases  are  most  amenable  to  treatment  in  which  the  affec- 
tion is  of  not  over  two  years  standing,  and  the  uterus  not  very 
resistant  to  the  restitution  of  proper  shape  by  the  aid  of  the  sound. 

Cases  are  tolerably  amenable  to  treatment  up  to  the  age  of 
thirty,  even  when  the  affection  has  lasted  some  years,  provided 
that  there  is  no  considerable  parietal  atrophy,  that  the  reposition 
by  the  sound  is  not  very  difficult,  and  that  there  are  no  other 
complications. 

After  the  age  of  thirty  the  cure  of  long-standing  flexions 
becomes  more  and  more  difficult,  and  the  cure  at  the  age  of  forty, 
for  instance,  of  a  severe  retroflexion  of  ten  years  standing  would 
be  very  difficult. 

As  a  rule  it  may  be  stated  that  the  time  required  to  effect  a 
cure  is  in  direct  proportion  to  the  duration  of  the  disease.  Eecenf 
cases  are  cured  most  readily.    Eecent  cases,  too,  are  cured  most 
completely,  for  long-standing  flexions,  even  when  cured,  have  a 
^  great  tendency  to  recur.    Thus,  I  could  give  particulars  of  cases 
both  of  anteflexion  and  retroflexion  cured  so  that  the  patients 
conceived  and  had  children,  and  the  flexion  recuiTed  interme- 
diately three  or  four  times — i.e.  once  after  each  labour  was  over 
— requiring  treatment,  which  was  again  and  agciin  successful.  It 
seems  probable  that  when  proper  attention  is  paid  to  the  general 
treatment,  the  cure  of  uterine  flexions  will  become  more  com- 
plete.   My  own  experience  gives  reason  for  this  conclusion. 

T.astly,  it  is  to  be  stated  that  particular  kinds  of  flexion  are 
more  difficult  to  cure  than  others,  as  will  be  more  particularly 
described  later  on  (see  chapters  on  'Anteflexion'  and  'Retro- 
flexion '). 
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Dr.  Paul  E.  Munde  ^  recently  read  a  very  interesting  paper 
'  On  the  Curability  of  Uterine  Displacements.'  Dr.  Munde  says, 
'  Permanent  relief,  ciLve,  can  be  expected  and  will  be  obtained 
only  when  the  displacement  is  of  recent  origin,  especially  when  it 
has  been  produced  by  some  sudden  physical  shock,  or  when  the 
complete  tissue-metamoi-phosis  accompanying  puerperal  involution 
aids  in  restoring  to  the  uterine  supports  and  to  the  uterus  itself 
their  original  and  healthy  tone.' 

Pessaries,  according  to  Dr.  Munde,  give  temporary  relief,  but 
cm-e  only  in  a  few  cases.  He  prefers  the  wearing  of  astringent 
vaginal  tampons  introduced  daily,  for  some  cases  of  ante-  and 
retro-displacement,  and  considers  this  method  the  only  efficient 
and  safe  remedy  for  most  cases  of  procidentia.  He  contends  that 
this  treatment  is  preferable  to  the  use  of  hard  or  soft  pessaries. 

Dr.  Munde's  views  as  to  the  difficulty  of  cure  are  to  a 
certain  extent  correct,  but  I  think  the  difficulty  is  over-stated. 
The  importance  of  seizing  the  time  of  puerperal  involution  for 
remedying  the  shape  of  the  uterus  is  certainly  great,  as  Dr. 
Munde  points  out ;  but,  unfortunately,  in  many  cases  there  is  no 
pregnancy  to  help  us. 

General  treatment. — The  first  object  is  to  maintain  the 
nutrition  of  the  body  in  a  state  of  activity.  Attention  to  this  is 
specially  required  in  cases  where  there  is  much  general  debility, 
and  where  it  is  known  or  suspected  that  the  uterus  is  in  a  con- 
dition of  undue  softness.  Many  months  may  elapse  before  much 
improvement  is  observed  in  regard  to  this  special  point.  In  a 
case  of  chronic  starvation  of  some  years  duration  the  nutritional 
activity  takes  long  to  restore.  How  this  is  best  to  be  effected 
has  been  already  described  (see  p.  93).  But  it  must  here  be 
stated  that  experience  renders  it  evident  that  the  secret  of  success 
in  the  treatment  of  chronic  flexions  with  the  uterus  in  a  weak, 
atonic,  soft  condition  is  perseverance  in  careful  feeding. 

There  are  not  a  great  number  of  cases,  indeed,  in  which  great 
care  in  the  matter  of  the  nutrition  of  the  system  generally  can 
be  dispensed  with.  It  is  not  rare  to  see  cases  of  chronic  flexion 
in  which  the  prostration  is  so  severe  from  long-continued  semi- 
starvation  that  it  demands  at  first  almost  exclusive  attention 
The  principal  malady  for  the  moment  is  in  fact  the  starvation 
and  great  care  is  required  even  to  save  the  patient  from  perishing 
from  its  effects.  Such  extreme  cases  are  chiefly  noticed  where 
the  flexion  has  set  up  a  chronic  obstinate  vomiting,  and  the 
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patient  has  been  thus  effectually  deprived  of  nourishment  for  a 
long  time. 

Rest  is  a  most  important  part  of  the  general  treatment. 

The  indication  is  to  take  ofiF  all  pressure  from  the  uterus. 
The  horizontal  position,  modified  in  various  ways,  best  effects 
this. 

The  extent  to  which  rest  must  be  insisted  on  depends  on  the 
severity  of  the  case.  In  some  cases  it  is  merely  necessary  to 
order  the  patient  to  abstain  from  certain  exertions  and  to  walk 
little ;  in  others,  on  the  contrary,  no  good  can  be  done  without 
insisting  on  the  most  absolute  rest,  and  that  to  be  maintained  for 
some  time. 

Certain  errors  are  prevalent  in  regard  to  what  constitutes  rest. 
Sitting  in  the  ordinary  position  in  a  chair  with  a  vertical  back  is 
not  rest  for  cases  of  flexion  of  the  uterus ;  nor  is  riding  in  a 
carriage  rest  under  these  circumstances. 

Eest  is  more  particularly  necessary  at  the  menstrual  periods, 
for  the  troublesome  symptoms  are  then  likely  to  be  aggravated. 
There  are  various  other  precautions  to  take  which  will  be  suggested 
by  reading  over  the  list  of  causes  of  uterine  flexion  given  at 
page  143. 

Experience  has  convinced  me  that  in  chronic  cases  the  persis- 
tent action  of  the  force  of  gravity  can  be  utilised  very  largely  by 
a  well-adjusted  system  of  rest.  In  cases  where  mechanical 
internal  appliances  are  employed  this  agent  should  be  carefully 
brought  in  as  an  ally  in  the  treatment.  In  this  way  only  can 
some  of  the  difficulties  of  chronic  cases  be  overcome. 

The  scientific  employment  of  rest  in  association  with  feeding, 
massage,  &c.,  which  has  been  largely  employed  by  Dr.  Weir 
Mitchell  in  America,  and  which  has  been  alluded  to  in  a  former 
chapter,  is  precisely  the  treatment  adapted  to  the  cases  now  under 
consideration. 

The  condition  of  the  bowels  is  always  a  matter  demanding 
attention.  The  bowels  should  be  opened  daily,  either  by  means 
of  an  enema  of  half  a  pint  of  tepid  water  or  a  minute  dose  of  some 
aperient  found  to  suit.  It  is  most  important  to  prevent  the 
straining  and  forcing  liable  to  occur  when  the  bowels  become 
constipated ;  and  it  may  be  assumed  that  such  precautions  will 
always  be  required  in  patients  who  do  not  take  regular  exercise. 

Local  treatment. — The  first  procedure  to  be  adopted  in  regard 
to  the  local  treatment  is  what  may  be  termed  '  positional '  or 
'  postural '  treatment.    Of  late  years  I  have  employed  it  with 
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gi-eut  advantage,  either  by  itself  or  as  an  assistance  to  other  local 
measures.  In  the  United  States,  Dr.  Campbell  of  Georgia  has 
particularly  advocated  the  knee-and-breast  position  in  the  treat- 

FlG.  44. 


ment  of  retroflexions  of  the  non-gravid  uterus.  The  accompany- 
ing figures  illustrate  this  principle  of  treatment.    Fig.  44  is  an 

Fig.  45. 


outline  of  the  position  taken  by  the  patient.  Fig.  45  shows  the 
uterus  in  a  retroverted  position  ;  the  patient  being  in  the  knee- 

FlG.  46. 


elbow  position  it  is  evident  that  the  weight  of  the  uterus  will 
tend  to  throw  the  body  of  the  organ  forwards.  Fig.  46  shows 
the  patient  in  the  same  position  with  the  uterus  turned  forwards 
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as  just  described.  Fig.  47  represents  a  speculum  or  air-tube 
which  Dr.  Campbell  recommends  to  be  inserted  in  the  vagina  so 
as  to  allow  the  air  to  enter  the  vagina,  the  object  being  to 
facilitate  the  movement  of  the  body  of  the  uterus  into  its  normal 
position.  The  necessity  for  the  use  of  the  air-tube  has  been  dis- 
puted. I  have  largely  employed  the  positional  treatment  as 
described,  but  without  the  air-tube,  and  the  effects  have  appeared 
to  be  satisfactory.    I  have  found  the  knee-and-elbow  posture  very 


Fig.  47. 


serviceable  in  cases  of  uterine  flexion,  whether  backwards  or  for- 
wards. The  patient  must  be  directed  to  maintain  this  position 
from  two  to  four  or  five  minutes  several  times  in  the  day,  or 
whenever  it  is  convenient  to  do  so ;  and  this  is  to  be  kept  up  for 
some  weeks.  Postural  treatment  can  of  course  be  carried  out  by 
the  patient  herself,  which  is  an  advantage  in  many  cases  where 
other  methods  of  local  treatment  are  inapplicable.  Postural  treat- 
ment is  not  sufficient  by  itself  in  severe  cases,  but  it  is  always 
available  as  an  adjuvant  to  other  procedures. 

In  cases  of  forward  displacement  of  the  uterus  the  horizontal 
position  on  the  back  is  the  best  position,  the  effect  being  increased 
by  placing  a  pillow  under  the  sacrum.  This  position  is  the  worst 
possible  for  cases  of  backward  displacement,  and  it  is  not  rare  to 
meet  with  cases  of  retroflexion  rendered  chronic  by  the  j)atient 
having  been  kept  lying  on  the  back  for  a  considerable  time.  In 
cases  of  backward  flexion  the  patient  must  be  made  as  a  rule  to 
lie  on  the  side,  or  at  all  events  not  on  the  back.  These  points  will 
have  to  be  further  discussed  later  on. 

We  now  come  to  special  methods  of  internal  local  treat- 
ment. 

The  sound  is  an  instrument  by  which  the  shape  of  the  uterus 
can  be  rectified.  A  repetition  of  this  rectification  at  intervals  is 
a  method  of  internal  treatment  of  great  value.  The  operation 
consists  in  carefully  introducing  the  sound  beyond  the  seat  of  the 
flexion,  and  then  gently  turning  it  round  so  that  the  concavity  is 
turned  the  opposite  way.    The  sound  should  be  very  slightly 
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curved,  should  be  gently  inserted,  and  no  force  whatever  em- 
ployed. By  holding  the  sound  in  the  uterus  for  a  few  minutes 
after  the  flexion  has  been  reduced  by  its  means,  a  greater  effect 
is  produced.  This  method  of  reduction  may,  if  carefully  done, 
be  repeated  every  two  or  three  days  if  necessary :  the  plan 
offers  a  means  of  gradually  reducing  an  obstinate  flexion.  It  is 
frequently  found  advisable  to  conjoin  the  use  of  a  pessary  with 
treatment  by  the  sound,  but  the  double  treatment  is  more  likely 
to  produce  irritative  symptoms,  and  if  a  vaginal  pessary  be  at  the 
same  time  worn,  the  frequent  repetition  of  the  use  of  the  sound 
is  not  so  well  borne. 

In  unbending  the  uterus  by  means  of  the  sound,  great  gentle- 
ness should  be  employed,  and  it  should  be  done  slowly.  It  is 
advantageous  to  use  a  nearly  straight  sound,  because  the  torsion 
of  the  uterus  effected  by  it  is  less.  It  is  more  difficult,  of  course, 
to  introduce  a  nearly  straight  sound,  but  this  method  of  treatment 
should  never  be  employed  by  anyone  unable  to  thread  an  acute 
flexion  with  a  nearly  straight  sound. 

The  dangers  attendant  on  the  above  treatment  are  irritation 
and  abrasion  of  the  lining  of  the  uterus  and  production  of  a  quasi- 
pyjEmic  or  actually  pygemic  process  ;  great  care  is  therefore  re- 

I  quired  to  avoid  abrasion  or  injury  of  the  uterine  lining. 

'  The  *  sound  '  treatment  is  not  adapted  for  cases  in  which  the 
uterus  is  very  soft.  It  should  not  be  employed  too  near  to  the 
time  of  the  menstrual  period,  either  before  or  after,  and  it  is 
better  that  the  patient  remain  recumbent  for  half  an  hour  or  so 
after  use  of  the  sound. 

Sound  combined  with  dilatation.- — A  method  of  treatment 
consisting  of  use  of  a  dilating  sound  is  sometimes  very  effectual. 
It  is  not  adapted  for  cases  where  the  uterine  canal  is  very  tor- 
tuous, but  when  it  has  become  tolerably  easy  to  introduce  a 
nearly  straight  ordinary  sound,  the  process  now  to  be  described 
can  be  adopted. 

The  instrument  I  employ  for  the  purpose  is  one  which  has 
been  copied  from  a  larger-sized  one,  used  by  the  late  Dr.  Eigby, 
and  made  for  me  by  Coxeter.  The  principle  is  not  new,  being 
that  of  a  pair  of  glove-stretchers,  but  the  dilating  blades  are 
small  and  can  be  introduced  easily.  After  introduction  they  are 
separated  by  a  screw  action,  and  very  great  force  can  be  made  to 
bear  at  the  position  where  dilatation  is  most  required,  viz.  the 
!  internal  os.  This  instrument  must  be  used  with  great  caution 
and  care.    The  object  is  by  its  means  to  very  gradually  open  out 
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the  uterine  canal.  Kei^etition  of  this  dilatation  should  therefore 
be  effected  at  intervals  of  two  or  more  days,  and  the  dilatation 


Fig.  48.' 
I 


Fid.  4!>.' 


should  be  slight.  It  is  not  safe  to  effect  dilatation  by  its  means 
unless  the  instrument  can  be  introduced  without  abrading  the 

'  Figs.  48  and  40  represent  Graily  Hewitt's  Uterine  Dilator.  Fig.  48  is  a 
reduced  drawing.    In  Fig.  49  the  blades  are  shewn  the  actual  size. 
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uterine  canal.  On  the  whole  it  is  safer  also  to  avoid  using  the 
dilator  when  vaginal  pessaries  are  being  employed. 

The  metallic  dilator  above  described  should  have  a  slight 
gi-oove  cut  on  the  side  opposite  the  slight  projection  indicating 
the  depth  of  the  uterine  canal.  By  this  means  the  operator  is 
able  to  tell  when  the  instrument  is  properly  and  sufficiently 
inserted  (see  fig.  49,  p.  198). 

The  system  of  dilatation  above  described  is  in  principle  iden- 
tical with  the  gradual  dilatation  by  a  succession  of  bougies  em- 
ployed some  years  ago  by  Dr.  Mackintosh  for  the  relief  of 
dysmenorrhoea. 

A  more  rapid  and  extensive  dilatation  of  the  uterine  canal 
has  been  employed  by  Schultze,  the  object  being  at  one  operation 
to  produce  considerable  enlargement  of  the  uterine  canal.  The 
procedure  consists  first  in  dilating  the  canal  by  tents,  and  then 
forcible  dilatation  is  effected,  by  means  of  a  two-bladed  instrument, 
in  such  a  way  that  the  structures  of  the  cervix  are  made  to  give 
way,  and  a  large-sized  canal  at  once  procured. 

The  treatment  of  flexions  by  means  of  the  Uterine  Stem  must 
be  next  considered.  The  object  of  the  use  of  the  stem  is  to 
maintain  a  continuous  reduction  of  the  flexion,  and  to  keep  the 
uterine  canal  straight,  with  the  notion  that  after  employment  of 
this  treatment  for  some  weeks,  or  months,  or  longer,  the  uterus 
will  be  made  to  assume  permanently  a  more  normal  shape,  and 
the  uterine  canal  cease  to  offer  obstruction  to  menstruation  and 
to  interfere  with  other  of  the  uterine  functions. 

With  certain  reservations,  which  will  be  presently  pointed  out, 
there  is  no  doubt  that  the  uterine  stem  treatment  offers  one  of 
the  best  methods  of  dealing  with  cases  of  chronic  flexion  of  the 
uterus.  Many  condemn  the  practice,  and  of  those  who  consider 
it  a  justifiable  and  good  method  some  do  not  practise  it  much, 
and  reserve  it  for  exceptional  cases. 

There  are  various  methods  of  using  an  intra-uterine  stem, 
some  of  which  are  much  better  and  safer  than  others. 

The  requirements,  according  to  my  own  judgment,  are  

1.  The  stem  should  be  smooth,  rounded  at  the  extremity,  of 
an  incorrodible  material,  and  should  not  project  more  than  one- 
third  of  an  inch  into  the  cavity  of  the  body  of  the  uterus  i.e.  the 

whole  length  of  the  stem  should  not  exceed  If  or  2  inches. 

2.  It  should  be  attached  to  or  connected  with  a  vaginal  por- 
tion, so  that  the  uterus  as  a  whole  shall  have  its  motions  con- 
trolled within  certain  limits.    Some  are  in  the  habit  of  employing 
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a  simple  uterine  stem,  the  objection  to  which  is  that  it  only  keeps 
the  uterine  canal  straight,  and  does  not  prevent  the  uterus  from 
falling  into  a  state  of  anteversion  or  retroversion. 

3.  The  uterine  canal  must  be  previously  sufficiently  dilated  to 
allow  of  the  easy  introduction  of  the  stem. 

4.  The  uterus  must  be  in  a  non-irritated  condition. 

Cases  of  retroflexion  are,  as  a  rule,  not  suitable  for  the  stem 
treatment. 

There  can  be  no  question  that  the  uterine  stem  can  be  quite 
safely  employed  by  an  expert  fully  alive  to  the  nature  of  the 
accidents  which  may  occur,  and  who  properly  selects  the  cases  in 
which  to  employ  them  ;  and  it  is  equally  certain  that  the  treat- 
ment is  a  great  help  in  the  cure  of  certain  difficult  cases.  On  the 
other  hand,  it  must  be  admitted  that,  owing  to  the  impossibility 
always  of  exercising  the  needful  supervision,  other  methods  of 
treatment  will  very  frequently  be  preferred.  When  the  uterus 
has  attained  to  the  condition  of  toleration  of  the  stem,  and  it  is 
well  fitted,  it  may  be  worn  without  trouble  of  any  kind  often  for 
months  together.  According  to  my  own  experience  it  is  best 
borne  in  cases  where  the  flexion  is  least  severe ;  and  this  is  to  be 
remembered  in  considering  the  question  as  to  the  general  appli- 
cability, or  rather  as  to  the  general  superiority  of  the  stem 
method  of  treatment.  Again,  when  there  is  great  parietal  atrophy 
as  a  consequence  of  the  long-standing  flexion,  the  stem  treatment 
must,  to  be  successful,  be  continued  for  a  very  long  time ;  even 
after  it  has  been  in  operation  for  a  year  or  so,  on  removal  of  the 
stem  the  flexion  may  be  found  to  return  almost  as  badly  as  before. 
In  some  such  cases  I  have  found  vaginal  or  extra-uterine  pessaries 
to  be  the  only  practical  method  of  preventing  the  recurrence  of 
the  flexion.  Various  details  as  to  the  application  of  stems  will 
be  found  in  the  chapters  on  *  Anteflexion  of  the  Uterus.' 

Use  of  tents. — Tents  are  sometimes  employed  as  a  method  of 
curing  flexions  of  the  uterus.  They  offer  a  means  of  dilating  the 
uterine  canal  and  temporarily  abolish  the  flexion.  Tents  have 
been  used  both  for  the  purpose  of  procuring  room  for  the  inser- 
tion of  a  stem,  and  also  for  the  purpose  of  straightening  the 
canal. 

When  tents  have  to  be  inserted  so  as  to  pass  the  internal  os 
uteri— the  part  which  generally  requires  dilatation  most— it  is 
frequently  necessary  to  dilate  the  uterine  canal  below  the  situa- 
tion in  the  first  place,  in  order  more  readily  to  reach  the  internal 

OS. 


OF  THE  UTERUS  (FLEXIONS). 


201 


Tents  have  a  temporary  effect  only  on  the  uterus.  They 
might  probably  be  used  at  intervals  for  the  purpose  of  straight- 
ening the  canal  by  repetitions  of  the  process,  but  it  does  not 
appear  that  one  operation  is  by  itself  of  much  service  in  the  case 
of  a  chronic  flexion,  though  it  may  be  of  the  greatest  assistance 
to  the  carrying  out  of  other  methods. 

Tents  require  great  care  and  caution  in  their  use.  Details 
respecting  their  employment  will  be  given  later  on. 

Incisions  of  the  uterine  canal. — For  the  cure  of  sterility,  or 
for  the  cure  of  dysmenorrhoea,  the  operation  of  incision  of  the 
uterine  canal  has  been  largely  employed.  This  operation  is  not 
so  largely  in  favour  now  it  is  coming  to  be  better  understood 
that  the  supposed  stricture  of  the  cervical  canal  is  in  most  cases 
due  to  the  uterus  being  flexed.  But  it  has  also  been  practised 
with  the  express  object  of  facilitating  the  cure  of  flexion  of  the 
uterus,  the  latter  condition  being  at  the  time  recognised  and 
duly  appreciated. 

The  method  adopted  is  to  make  longitudinal  incisions  to  a 
considerable  depth  in  the  cervical  canal,  to  fill  the  enlarged 
canal  at  first  with  a  plug  of  lint,  and  afterwards  by  a  stem.  This 
operation  will  be  described  more  in  detail  later  on. 

Vaginal  'pessaries. — Formerly  vaginal  pessaries  were  em- 
ployed simply  to  prevent  prolapse  of  the  uterus.  They  are  now 
also  employed  with  great  success  in  the  treatment  of  uterine 
flexions. 

It  is  a  very  great  mistake  to  suppose  that  any  pessary  will 
suit  any  case.  If  employed  with  the  view  of  curing  or  relieving 
a  case  of  uterine  flexion  the  vaginal  pessary  must  be  very  carefully 
adjusted  to  the  necessities  of  the  case,  or  it  will  do  more  harm 
than  good.  Dr.  T.  Graillard  Thomas  says  on  this  subject :  '  A 
great  deal  of  experience  is  necessary  before  anyone  can  use  them 
with  certainty  of  accomplishing  good  results.  A  large  and  varied 
assortment  is  necessary,  and  sufficient  mechanical  ingenuity  to 
mould  and  adapt  to  special  requirements  of  cases.' 

The  secret  of  success  in  adjustment  of  a  vaginal  pessary,  when 
one  is  required  in  the  treatment  of  uterine  flexions  is — (1)  A  right 
appreciation  of  the  shape,  size,  and  position  of  the  vaginal  canal. 
(2)  The  use  of  an  instrument  which  shall  not  unduly  distend 
the  vaginal  canal,  but  which  shall  exercise  a  constant  controlling 
action  on  the  movements  of  the  body  of  the  uterus.  No  better 
notion  can  be  given  of  the  kind  of  effect  necessary  to  be  produced 
than  by  pressing  the  fundus  upwards  by  means  of  the  finger.  Let 
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US  suppose  the  uterine  body  can  be  felt  behind  the  cervix  (in 
position  of  retroflexion).  By  pushing  against  this  with  the  finger 
it  can  be  made  to  ascend.  Now  this  is  the  kind  of  action  required 
to  be  efifected  by  the  vaginal  pessary,  and  it  has  the  advantage  of 
being  in  constant  operation.  In  the  case  of  anteflexion  the 
pressure  is  required  in  front  of  the  cervix. 

It  generally  happens  that  pressure  is  required  either  in  front 
of  or  behind  the  cervix.  This  pressure  must  have  a  point  d'appui^ 
or  basis,  from  which  to  start.  This  is  the  vaginal  canal,  in  which 
the  supporting  agent  must  be  placed.  Some  vaginal  pessaries 
give  pressure  in  a  circular  manner  all  round  the  uterus,  and  where 
the  diagnosis  is  not  very  exact  such  pessaries  are  better,  or  at  all 
events  safer,  than  others  more  specially  designed  to  give  pressure 
in  one  determinate  direction. 

Vaginal  pessaries  giving  distinct  pressure  (forwards  or  back- 
wards, as  the  case  may  be)  operate  on  the  flexion — (1)  By  pushing 
up  the  fundus  ;  and  (2)  By  exercising  traction  on  the  cervix  uteri. 
Thus  in  a  case  of  retroflexion  the  Hodge-shaped  j)essary  both 
pushes  up  the  fundus  and  draws  the  cervix  backwards.  It  is  a 
joint  action,  and  sometimes  the  effect  is  not  what  is  intended, 
because  the  traction  on  the  cervix  is  too  great  and  the  uterus  is 
turned  on  its  transverse  axis  without  being  unbent.  There  are 
many  details  connected  with  this  subject  which  will  be  found 
later  on. 

By  a  proper  system  of  graduation  in  regard  to  size  the  effect  of 
the  vaginal  pessary  can  be  increased,  if  required,  from  time  to  time. 

Vaginal  pessaries  with  special  pressure  action  require  super- 
vision ;  otherwise  it  may  happen  that  the  uterus  gives  way  and 
becomes  flexed  in  the  opposite  direction.  This  can  only  happen 
when  the  uterus  is  rather  soft  in  texture.  It  thus  follows  that 
a  vaginal  pessary  may  work  well  for  three  months,  but  after  that 
time  it  may  require  to  be  readjusted. 

In  flexions  slight  in  degree  and  recent,  a  vaginal  pessary  alone 
is  often  the  only  treatment  required.  If  chronic,  a  preKminary 
treatment  is  necessary,  or  (and  this  is  a  point  to  which  attention 
is  particularly  directed)  it  will  be  necessary  to  keep  the  patient  in 
a  state  of  great  quietude,  in  the  horizontal  position,  until  the 
pressure  of  the  support  is  well  tolerated.  It  is  a  great  mistake 
to  apply  a  support  giving  considerable  pressure  and  at  the  same 
time  to  allow  the  patient  to  go  about  as  usual. 

Positional  or  postural  treatment  should  be  always  used  con- 
jointly with  the  vaginal  pessary  in  severe  cases.    In  most  of  the 
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difficult  long-standing  chronic  cases  no  method  has  seemed  to  me 
better  than  conjoint  treatment,  consisting  of— (1)  postural  treat- 
ment, (2)  use  of  vaginal  pessary,  (3)  use  of  uterine  sound,  or 
uterine  dilator.  This  process  of  cure,  though  tedious,  seems  the 
most  eflfectual. 

A  point  worthy  of  attention  is  the  necessity  for  aperient 
medicine  or  daily  enemata  in  cases  where  vaginal  pessaries  are 
worn.  It  is  not  always  so,  but  frequently  it  is  observed  that 
the  natural  action  of  the  bowels  is  a  little  interfered  with,  and 
medicine  or  enemata  will  then  be  required. 

Another  point  is  the  necessity  for  use  of  vaginal  injections  in 
most  cases  where  vaginal  pessaries  are  worn ;  especially  should 
such  injections  be  used  as  the  menstrual  period  is  coming  to  an, 
end.  Half  a  pint  of  rather  warm  water  mixed  with  a  teaspoonful 
of  Condy's  fluid  is  the  best  injection  to  employ. 

As  regards  the  material  of  which  vaginal  pessaries  are  con- 
structed something  has  to  be  said.    When  the  pessary  has  to  be 

Fig.  50.' 


worn  some  time,  and  no  further  change  of  shape  is  required, 
ebonite  is  the  best  material.  Copper-wire  covered  with  india- 
rubber  is  a  good  material  because  of  the  softness,  because,  owing 
to  the  nature  of  its  surface,  it  retains  its  position  rather  better 
than  the  ebonite  pessary,  and  because  any  slight  change  of  shape 
can  be  readily  made  in  it.  Cleansing  injections  are,  however, 
more  often  required.  Metallic  pessaries  are  sometimes  very  con- 
venient. Block  tin  is  a  good  material,  though  heavier  than 
ebonite.  Aluminium  is  an  excellent  material,  owing  to  its  light- 
ness. 

'  Fig.  50  shows  (after  Thoraas)  the  position  of  the  tampon  in  the  vaginal 
canal. 
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Vaginal  tampons  have  been  rather  largely  used  by  practitioners 
in  America  and  elsewhere  in  the  treatment  of  flexions.  Thus  Dr. 
Paul  F.  Munde  of  New  York  says :  '  The  protracted  wearing  of 
astringent  vaginal  tampons  introduced  daily  offers  for  some  cases  of 
ante-  and  retro-displacement  an  excellent  and,  for  some  cases  of 
procidentia,  almost  the  only  efficient  and  safe  remedy  for  the  dis- 
placement— far  superior  to  all  steadily  worn  hard  or  soft  pessaries.'  ^ 
For  my  own  part  I  have  little  experience  of  the  use  of  tampons, 
but  it  is  easy  to  see  that  they  might  be  of  great  service,  though 
the  necessity  for  daily  attendance  on  the  patient  which  their 
employment  involves  is  a  very  great  drawback. 

Electricity  has  been  employed,  I  believe,  in  Paris  for  the  cure 
of  uterine  flexions,  with  some  success,  and  it  appears  to  me  likely 
that  it  might  be  found  of  great  service  if  perseveringly  and 
skilfully  employed.  But  it  could  not  be  expected  to  do  very 
much  in  long-standing  chronic  cases,  while  in  the  more  recent 
ones  simpler  methods  of  treatment  are  found  successful. 

General  summary. — A  restoration  of  the  firmness  and  natural 
resistance  of  the  tissues  of  the  uterus  is  required  in  the  majority 
of  cases  where  the  affection  is  recent,  and  in  many  also  where  it  is 
of  long  standing. 

So  long  as  the  uterus  is  deficient  in  these  qualities  it  is 
necessary  to  enforce  a  system  of  rest,  or  else  to  provide  means — 
e.g.  internal  appliances — for  preventing  the  action  of  gravity  from 
reproducing  the  flexion. 

When  the  flexion  is  confirmed  and  the  uterus  hard,  con- 
siderable time  is  required  to  be  spent  in  straightening  it,  and 
prolonged  assistance  by  means  of  internal  appliances  is  required 
after  the  cure  of  the  flexion,  in  order  to  prevent  the  action  of 
gravity  from  reproducing  it. 

Dilatation  of  the  uterine  canal  is  frequently  required  in  the 
latter  class  of  cases.  And  in  some  cases  incision  of  the  cervix  is 
required  in  order  to  facilitate  the  restoration  of  the  proper  shape. 

Palliative  treatment.— In  many  cases  it  is  necessary  to 
institute  treatment  for  the  relief  of  the  pain,  irritation,  and  dis- 
comfort the  patient  is  suffering  from,  irrespective  of,  or  in  addition 
to,  the  measures  required  for  the  cure  of  the  affection.  Thus, 
when  there  is  acute  congestion  of.  the  uterus  the  pain  present 
may  be  very  great.  In  relieving  this  pain  vaginal  injections  of 
hot  water  (temperature  100°  to  110°)  are  of  great  service.  Dr. 
Emmet  strongly  recommends  frequent  use  of  hot-water  injections 
'  On  the  Cvrahility  of  Uterine  msjdaccments,  p.  24. 
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in  cases  where  the  uterus  is  in  a  state  of  irritation,  and  I  have 
also  observed  very  great  benefit  from  their  employment. 

Opiates  are  most  readily  employed  to  relieve  pain  in  form  of 
suppository,  or  laudanum  with  water  injected  per  rectum. 

The  congestion  so  frequently  coupled  with  flexion  is  treated 
by  some  practitioners  by  leeches  or  scarifications  of  the  os 
uteri.  And  there  can  be  no  question  as  to  the  utiUty  of  such 
local  depletion  in  such  cases.  I  confess,  however,  that  in  practice 
I  find  these  measures  very  rarely  required,  for  it  is  found  that 
when  steps  are  taken  to  relieve  the  embarrassed  uterine  circula- 
tion by  elevating  the  fundus  of  the  uterus,  the  congestion  dis- 
appears. There  are  cases  where  this  procedure  cannot  be  at  once 
effected,  and  in  such  it  may  be  expedient  to  use  leeches.  But  here 
comes  the  question.  Are  we  to  wait  for  subsidence  of  congestion 
before  employing  mechanical  resources  ?  The  reply  to  this  ques- 
tion is,  that  a  well-adjusted  pessary,  together  with  observance  of 
complete  rest  and  a  suitable  postural  treatment,  will  be  found 
not  only  a  possible,  but  a  most  efficacious  method  in  all  but  a  very 
few  cases.  It  is  only  necessary  to  carry  out  this  plan  of  procedure 
to  become  convinced  of  its  propriety  and  suitability.  In  cases 
where  the  use  of  a  pessary  is  postponed,  the  vaginal  tampon  would 
be  found  temporarily  a  suitable  method  of  treatment. 

Counter-irritation  may  be  employed  in  a  variety  of  ways,  the 
plan  selected  being  in  accordance  with  the  peculiar  requirements 
of  the  case.  A  severe,  sharp,  acute  pain  is  best  met  by  a]3plication 
of  a  strong  mustard  poultice  over  the  hypogastric  region,  or  round 
the  loins ;  this  is  to  be  repeated  at  intervals.  Turpentine  dropped 
on  a  piece  of  flannel  wrung  out  of  boiling  water,  and  applied  to 
the  skin,  is  another  counter-irritant,  even  quicker  in  its  action 
than  the  mustard  poultice. 

Warmth. — Hot  poultices  of  linseed-meal  or  bran  are  most 
valuable  for  the  relief  of  the  pain  present  in  all  kinds  of  inflam- 
matory affections.  They  should  be  large,  quite  a  third  of  an  inch 
in  thickness,  and  applied  very  hot.  Several  layers  of  flannel 
wrung  out  of  boiling  water,  and  rolled  round  the  pelvis,  offer  a 
ready  means  of  applying  warmth.  The  warm  hip-bath  may  be 
used  for  like  purpose.  Bottles  of  hot  water,  or  hot  bricks 
wrapped  up  in  flannel,  are  household  remedies  of  every-dav  use 
A  warm  decoction  of  poppies  is  often  advantageously  substituted 
for  simply  hot  water  for  fomentations.  The  application  of  cold  is 
not  without  its  uses  ;  but,  as  an  anodyne,  warmth  is  generally  far 
more  serviceable. 
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Anodynes. — The  internal  anodyne  most  ordinarily  available  is 
opium.  The  '  liquor  opii  sedativus,'  of  Battley,  is  one  of  the  best 
forms  in  which  to  iise  the  medicine  in  question.  Opium  is  often 
combined  advantageously  -vyith  some  of  the  sethereal  preparations. 
A  draught  containing  '  Battley  '  and  the  compound  spirit  of  sul- 
phuric aether  is  one  of  the  best  remedies  for  the  relief  of  severe 
non-inflammatory  pain  referable  to  the  uterus  or  ovaries  which  can 
be  employed. 

.  In  chloroform  we  have  an  agent  often  of  great  service.  Com- 
plete anaesthesia  by  means  of  inhalation  of  chloroform  is  not 
often  required,  except  in  cases  where  pain  is  very  severe,  or  in 
order  to  facilitate  operative  manoeuvres  of  various  kinds.  Taken 
internally,  in  the  form  of  chloric  aether,  it  is  very  useful  as  an 
adjunct  to  opium. 

Belladonna,  hyoscyamus,  and  conium  are  uncertain,  and  there- 
fore very  unsatisfactory,  remedies,  for  the  relief  of  pain,  compared 
with  those  just  mentioned.  The  Indian  hemp  is,  however,  better 
entitled  to  consideration,  and  in  many  cases  undoubtedly  exer- 
cises a  marked  influence  in  allaying  or  preventing  pain.  Camj^hor 
and  Indian  hemp  combined  I  have  often  found  of  great  service. 
Indian  hem^)  is  a  medicine  which,  so  far  as  my  experience  goes, 
appears  to  affect  different  individuals  very  imequally. 

Camphor,  alone  or  combined  with  opium,  is  of  service  when 
the  pain  present  is  of  spasmodic  character.  The  various  remedies 
known  as  '  antispasmodic  '  fulfll  a  like  indication,  and,  as  already 
observed,  the  aethereal  preparations  are  most  important  for  the  re- 
lief of  certain  kinds  of  pain.  The  pain  associated  with  uterine  con- 
tractions, such  as  is  present  in  cases  of  diflBcult  menstruation,  is 
best  influenced  by  the  use  of  antispasmodics.  The  comjDound 
tincture  of  lavender,  chloric  ether,  and  the  comj)ound  sjDirit  of 
sulphuric  ether,  may  be  often  very  usefully  associated  (twenty 
drops  of  each  for  a  dose),  opium  being  added  or  not,  as  may  be 
judged  necessary  ;  this  forms  a  combination  adapted  for  these, 
and,  indeed,  all  cases  where  there  is  pain  of  a  spasmodic  character, 
whether  at  the  menstrual  period  or  at  other  times ;  this  '  red ' 
mixture  is  one  which  is  very  highly  approved  of  by  patients. 

Local  application  of  anodynes  is  often  attended  with  good 
effect.  The  hypodermic  application  of  one  of  the  salts  of  morphia 
is  the  most  potent  of  these.  Chloroform  dropped  on  a  piece  of 
lint,  and  applied  over  the  uterine  or  ovarian  regions,  is  a  remedy 
now  and  then  very  useful  for  the  rehef  of  temporary  pains  in  these 
regions.    Tincture  of  aconite  may  be  rubbed  in  with  a  like  object. 
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Suppositories  or  enemas,  which  are  in  a  manner  local  remedies, 
offer  frequently  a  ready  means  of  inducing  cessation  of  pain  in  the 
pelvic  organs.  The  solid  opium  may  be  employed  for  this  purpose, 
or  the  tincture  of  opium  suspended  in  water-gruel,  or  mixed  with 
tincture  of  valerian  or  assafoetida ;  the  latter  combination  is  par- 
ticularly useful  in  hysterical  cases.  Opiates  and  sedative  remedies 
may  be  also  used  locally,  by  making  them  up  into  the  form  of 
pessaries,  which  are  inserted  in  the  vagina. 
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CHAPTER  XIX. 

RETROFLEXION  AND  RETROVERSION  OF  THE  UTERUS. 
Severity  of  the  Affection — Curability. 

Frequency— In  Hospital  and  Private  Practice — Compared  with  Anteflexion  

Single  or  Married. 

Special  Causes — Traunaatic  Influences— Dr.  Squarey's  Views — Influence  of 
Bladder — Pregnancy — Straining  Efforts  in  Defgecation. 

Varieties  — Basis  for  Classification.  1.  Degree  of  the  Flexion,  first,  second,  third. 
2.  The  Degree  of  Version  (rotation) — Substitution  of  Word  '  Rotation '  for 
Version — Degrees,  one,  two  and  three.  3.  Degree  of  Descent  of  Uterus  as  a 
Whole.  4.  Degree  of  Resistance  to  Replacement  and  Unbending.  5.  Degree 
of  Congestion  and  Enlargement. 

Progress. 

Complications — Adhesions- — Congestion — Not  to  be  confounded  with  Rigidity  

Prolapse  of  Ovary — Rupture  of  Perinaeum — Fibroid  Tumour — Prolapsus  of 
Rectum. 

Symptoms— Pain,  Dysmenorrhoea,  Menorrhagia,  Leucorrhoea,  Amenorrhoea — 
Sterility — Abortions — Derangements  of  Bladder,  of  Rectum — Reflex  Disturb- 
ances. 

Diagnosis. 

The  backward  displacements  and  flexions  of  the  uterus — retrover- 
sion and  retroflexion — constitute  a  class  bj  themselves,  and  may  be 
conveniently  considered  together. 

Retroflexion  of  the  uterus  is  one  of  the  most  painful  and 
troublesome  of  the  affections  to  which  women  are  liable.  The 
affection  is  not  always  severe,  it  may  be  a  very  slight  one — so 
much  so  as  to  give  rise  to  no  symptoms  calling  for  particular 
attention  ;  but  it  is  not  uncommon  to  see  patients  who  have  been 
for  years  tortured  and  incapacitated  by  it  to  an  extreme  degree, 
and  reduced  to  a  helpless  condition  of  invalidism.  The  obscm'ity 
which  has  surrounded  it  has  not  even  yet  been  completely 
dissipated,  there  being  still  some  who  deny  the  importance  and 
seriousness  of  the  affection ;  so  strong  is  the  effect  of  past 
teaching  in  j)erpetuating  imperfect  and  erroneous  views  in  this 
as  well  as  in  other  departments  of  medicine. 

Curability. — It  is  well  known  to  those  who  have  paid  attention 
to  the  subject  that  retroflexion  of  the  uterus  is  sometimes  so 
troublesome  and  severe  in  character  that  it  can  only  be  cm-ed  by 
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the  greatest  patience  and  care.  Not  only  so,  but  cases  are  not 
rare  in  which  the  affection  has  been  pronounced  incurable.  And 
more  recently  some  such  cases,  considered  otherwise  incurable, 
have  been  submitted  to  the  operation  now  known  as  Battey's 
operation,  in  order  to  relieve  the  patient  of  her  sufferings. 

According  to  my  experience,  however,  the  very  worst  cases 
are  generally  amenable  to  a  judicious  and  patient  course  of  treat- 
ment. When  the  disease  has  existed  in  a  severe  form  for  several 
years  nothing  can  be  done  in  the  way  of  permanent  rectification  in 
less  than  a  year  or  a  year  and  a  half ;  and  in  such  cases,  when  the 
rectification  is  accomplished  the  uterus  will  require  artificial 
assistance  for  a  still  longer  time.  I  have  succeeded  in  completely 
curing  many  very  chronic  cases,  the  success  obtained  being 
largely  attributable,  as  I  believe,  to  the  great  attention  paid  not 
only  to  the  perfect  maintenance  of  the  uterus  in  its  proper  shape, 
but  to  the  restoration  of  the  general  strength  by  adequate 
nutritional  treatment.  I  have  known  cases  where  success  has  not 
resulted  from  mechanical  treatment  owing  to  neglect  of  the  latter 
element  in  the  treatment,  and,  under  such  circumstances,  it  is  no 
wonder  to  me  that  they  should  be  found  '  incurable.' 

Frequency. — The  following  figures  convey  the  results  of  my 
own  observations  : — 

During  four  and  a  half  years  (1 865-1869)  at  University  College 
1  Hospital,'  out  of  about  1,200  cases  prescribed  for  in  the  depart- 
i  ment  for  diseases  of  women,  112  were  found  to  be  affected  with 
;  retroflexion  and  retroversion.    [Cases  of  anteflexion  or  -version, 

•  184.] 

j  During  a  period  of  six  years  of  private  practice  (April  1873- 
'  1879),  out  of  1,140  cases,  180  were  found  to  be  affected  with  this 
distortion  of  the  uterus.  [During  the  same  period  488  cases  of 
anteversion  and  -flexion  were  recorded.]  Thus  1,140  private 
patients  afforded  488  cases  of  anteflexion  as  against  180  retro- 
tlexion,  and  hospital  practice  afforded  out  of  a  total  of  1,200 

•  patients,  184  cases  of  anteflexion  compared  with  112  of  retro- 
•■  flexion.  (For  further  remarks  on  this  point  see  chapters  on  '  Ante- 
i  flexion.') 

Single  or  married. — Eetroflexion  of  the  uterus  is  frequently 
observed  in  single  women,  though  the  greater  number  «pplving  for 
relief  are  found  to  be  married.  Out  of  180  retroflexion  cases  in 
private  practice  41  patients  were  unmarried  (22-7  per  cent.). 

I'  These  cases  were  given  in  detail  in  the  3rd  edition  of  this  work. 
P 
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The  folloioim/  Particulnrs  refer  to  180  Cases  in  Private  Practice. 


Age 

Unmarried 

Married :  fertile 

Married  :  8t«rlle 

18 

2  cases 

0 

0 

19 

8  „ 

0 

1 

20 

0  „ 

0 

1 

20-25 

9 

14 

25-80 

21 

19 

nU— do 

» 

1 9 

4 

35-40 

11 

5 

40-45 

15 

1 

45-50 

2  „ 

I 

0 

over  50 

0  „ 

2 

age  not  stated 

7 

8 

41 

97 

42 

Total 

180 

Special  causes  of  retroflexion. — The  general  question  as  to  the 
causes  of  uterine  flexions  has  been  already  discussed  (see  p.  143). 
The  remarks  there  made  apply  for  the  most  part  equally  to  cases 
of  retroflexion  and  anteflexion. 

Attention  may,  however,  again  be  drawn  to  the  great  frequency 
with  which  what  may  be  termed  traumatic  influences  can  be  shown 
to  give  rise  to  this  form  of  displacement.  In  a  table  given  at 
p.  144,  particulars  of  44  cases  of  retroflexion  in  single  or  sterile 
women  are  given.  The  table  is  to  be  read  in  this  manner : — 
There  were  41  single  patients 

42  married  sterile  patients  r  suffering  from  retroflexion : 
97  married  fertile  patients] 
41  4-42  =  83  cases  in  whom  child-bearing  had  no  part  in  the  pro- 
duction of  the  malady  (7  of  them,  however,  had  had  abortions). 
Now  out  of  these  83  cases  it  was  found  easy  to  trace  a  traumatic 
origin  for  the  retroflexion  in  44  instances.  In  the  remainder  a 
traumatic  influence  was  not  proved  to  exist,  or  at  all  events  it  was 
not  detected.  This  is  an  exceedingly  important  fact  as  showing 
the  frequent  trewimatic  origin  of  the  affection.  And  in  other  cases 
where  no  particular  accident  or  special  exertion  could  be  traced  a 
mechariical  cause  had  evidently  been  in  operation,  acting  more 
continuously  and  slowly,  but  gradually  bringing  about  the  change 
of  shape  and  position. 

It  may  be  inquired,  Are  there  any  special  mechanical  causes 
for  retroflexion  ? — that  is  to  say,  is  any  particular  force  more  likely 
to  produce  a  retroflexion  rather  than  an  anteflexion.  In  a 
very  interesting  paper  by  the  late  Dr.  Squarey  '  On  the  Causation 
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of  Acquired  Flexions  of  the  Uterus,' '  the  attempt  is  made  to  ex- 
plain why  in  some  cases  flexion  backwards  occurs  and  in  others 
flexion  forwards.  Dr.  Squarey  suggests  that  it  is  due  to  the 
position  of  the  uterus  at  the  time  of  the  blow  or  shock  or  fall 
which  occasions  the  flexion,  and  that  if  the  uterus  be  high  in  the 
pelvis  it  is  more  likely  to  be  pushed  forwards,  having  a  natural 
inclination  in  that  direction  when  high  in  the  pelvis ;  whereas,  if 
it  be  low  down  in  the  pelvis,  it  has  a  natural  inclination  back- 
wards, and  the  force  will  have  the  efifect  of  producing  in  the  latter 
case  retroflexion.  There  is  much  to  be  said  in  favour  of  this 
view.  On  looking  at  the  list  of  causes  given  at  page  144,  where 
the  results  of  observations  and  of  inquiries  in  340  cases  are 
tabulated,  it  will  be  seen  that  various  '  traumatic  '  influences  (as 
Dr.  Meadows  would  term  them)  were  shown  to  have  produced  in 
some  cases  one  form  of  flexion,  in  others  another.  And  particular 
accidents  or  exertions  seem  to  have  been  tolerably  impartial  in 
regard  to  the  effect  produced.  It  must  be  recollected  that  the 
uterus  in  a  state  of  health  is  well  balanced,  and  a  very  trifling 
thing,  the  fulness  or  emptiness  of  the  bladder,  of  the  rectum — the 
position  of  the  body  at  the  moment — or  other  circumstances, 
may  determine  whether  the  fundus  is  to  go  backwards  or 
forwards. 

It  has  been  shown  (see  p.  131)  that  the  uterus  has  natm-ally  a 
certain  degree  of  what  may  be  termed  '  play  '  forwards  and  back- 
wards, in  order  to  allow  of  due  action  to  the  neighbouring  viscera. 
The  extent  of  this  play  is  not,  probably,  in  a  state  of  health  very 
great.  The  bladder  is  no  doubt  capable  of  producing  a  con- 
siderable exaggeration  of  the  natural  movement  of  the  uterine 
fundus  backwards,  and  it  is  quite  possible  that  the  fulness  or 
emptiness  of  the  bladder  at  the  moment  when  a  j)articular 
accident  or  shock  is  sustained  may  be  the  reason  why  the  fundus 
is  driven  violently  downwards  and  backwards  in  a  state  of  acute 
flexion,  whereas  if  the  bladder  had  been  empty  the  result  of  the 
accident  may  have  been  quite  different.  It  is  a  fact  that  undue 
distension  of  the  bladder  may  actually  produce  retroflexion.  In 
the  etiological  list  (p.  144)  mention  is  made  of  one  case  of  this 
kind.  In  this  instance,  retention  of  urine  during  a  railway  journey 
produced  retroflexion  of  a  very  marked  character. 

This  effect  of  bladder  distension  in  causing  (or  rather  predis- 
l)osing  to)  retroflexion  must  not  be  confounded  with  bladder 
distension  the  effect  of  retroflexion,  for,  as  is  well  known,  retro- 

'  out.  Trans,  vol.  xiv.  1873. 
p  2 
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flexion  of  a  large  uterus  may  give  rise  to  distension  of  the  bladder 
and  actual  retention. 

One  important  factor  in  the  etiology  of  retroflexion  appears  to 
me  to  be  the  circumstance  that  when  the  uterus  happens  to  be 
bent  backwards  there  is  less  power  of  self-rectification  than  when 
it  is  bent  in  the  opposite  direction.  In  the  case  of  anteflexion 
the  filling  of  the  bladder  may  again  lift  the  fundus  upwards,  but 
in  the  case  of  the  retroflected  fundus  there  is  nothing  to  lift  it 
out  of  the  Douglas  pouch,  or  at  all  events  to  push  it  upwards. 
The  action  of  the  distended  rectum  is  not  analogous  to  that  of  the 
distended  bladder.  The  restorative  influences  in  the  case  of 
retroflexion  are  only  the  natural  erectile  resiliency  and  elasticity 
of  the  uterus,  and  possibly  in  some  degree  the  action  of  the  round 
ligii.ments.  There  is  also  a  possibility  of  a  gi-eater  amount  of 
flexion  in  the  posterior  than  in  the  anterior  direction,  owing  to 
the  depth  of  the  Douglas  pouch  behind  the  uterus.  I  should  be 
inclined  to  think,  judging  from  actual  experience,  that  in  cases 
where  severe  accidents  have  produced  severe  displacements  the 
uterus  must  have  had  an  inclination  forwards  or  backwards  at  the 
time,  and  that  the  result  of  this  accident  was  a  great  exaggeration 
of  the  previously  existing  inclination. 

There  can  be  no  question  that  traumatic  influences  are  capable 
of  producing  severe  retroflexion  in  individuals  previously  in  a 
state  of  good  health  ;  but  it  is  also  certain  that  general  mal- 
nutrition provides  a  predisposition  of  a  powerful  character,  the 
practical  effect  of  which  is  that  a  weakly  patient  will  be  more 
likely  to  be  injured  by  a  severe  exertion  or  accident  than  one  who 
is  strong.    Put  in  this  way  it  is  a  truism. 

Another  important  class  of  influences  capable  of  producing 
retroflexion  of  the  uterus  is  pregnancy  and  its  effects.  In  some 
few  cases  retroflexion  occurs  for  the  first  time  soon  after  pregnancy 
has  begun ;  this  appears,  however,  to  be  a  rather  rare  event. 
Many  women  become  subjects  of  retroflexion  after  pregnancy  is 
over  who  were  not  affected  with  it  before.  It  does  not  appear, 
however,  that  pregnancy  has  any  special  effect  in  subsequently 
causing  retroflexion  rather  than  anteflexion.  A  pregnancy  is  not 
necessarily  followed  by  a  flexion  at  all.  It  is  not,  I  believe, 
so  often  followed  by  retroflexion  as  by  anteflexion.  Still  the  fact 
remains  that  we  meet  with  retroflexion  in  women  who  have  borne 
children  and  in  whom  the  retroflexion  is  indubitably  connected 
with  the  previous  occurrence  of  pregnancy. 

Pregnancy  leaves  the  uterus  soft,  large,  heavy,  and  more  liable 
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to  be  acted  on  by  the  force  of  'gra^dty.  It  sometimes  leaves 
behind  a  special  predisj)osition,  viz.  rupture  of  the  perinseum.  I 
find  that  of  180  cases  of  retroflexion  in  private  practice  97  were 
observed  in  married  women  who  had  had  children.  In  these  97 
cases  traumatic  influences  were  found  to  have  produced  the  retro- 
flexion in  a  considerable  number  of  cases.  The  undue  weight  of 
the  uterus,  deficiency  of  the  perinasum — there  are  two  predisposi- 
tions, and  H  slight  walk,  or  slight  strain,  even  the  act  of  straining 
at  stool,  may  under  such  circumstances  produce  suddenly  the 
backward  displacement.  Protraction  of  the  period  of  involution 
of  the  uterus,  which  means  generally  extreme  weakness  "and  mal- 
nutrition, is  the  precursor  of  the  retroflexion  in  many  cases. 

One  very  common  cause  of  severe  exaggeration  of  retroflexion 
is  straining  in  the  process  of  defcecation.  It  is  probable  that  such 
straining  is  the  primary  cause  in  a  considerable  number  of  cases. 

Is  retroflexion  of  the  literus  ever  congenital  ?  My  own 
observations  have  not  furnished  me  with  a  single  case.  Schroeder 
gives  the  opinion  that  it  never  occurs..  Grenser,  in  an  interesting 
paper  on '  Retroflexion,'  ^  says,  however,  that  Ruge  in  1875  described 
a  case  of  retroflexion  in  a  newly  born  child. 

Varieties  of  retrofiexion. — -It  will  now  be  necessary  more 
precisely  to  define  the  varieties  of  retroflexion  of  the  uterus. 

Four  principal  conditions  offer  a  basis  for  classification.  One 
is  the  degree  of  the  bend,  another  the  amount  of  version  (or 
rotation),  a  third  the  descent  of  the  uterus  as  a  whole,  and,  fourth, 
the  degree  of  resistance  which  is  offered  to  the  replacement  of 
the  uterus  in  its  proper  position  and  shape.  There  are  various 
other  conditions  liable  to  be  present  in  various  degrees  in  different 
cases. 

The  degree  of  the  flexion. — Flexion  may  be  conveniently 
spoken  of  as  existing  in  three  degrees — first,  second,  and  third  ; 
the  first  degree  when  the  axis  of  the  body  of  the  uterus  has  a 
relation  to  the  axis  of  the  cervix  of  about  45°;  the  second 
degree  when  the  angle  is  90°;  and  the  third  when  the  angle  is 
between  90°  and  135°  or  greater  than  135°— the  uterus  in  the 
latter  case  being  doubled  upon  itself. 

The  accompanying  figures  represent  the  outline  of  the  uterus 
I  in  these  three  degrees  of  flexion. 

Fig.  51  shows  the  first  degree  of  retroflexion. 

Fig.  52  shows  the  second  stage  of  retroflexion  of  the  uterus. 
The  body  of  the  uterus  is  heavier,  and  its  walls  are  shown  to  be 

'  Arch.f.  Oyndk.  ii.  p.  145. 
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thicker  than  normaL  There  is  considerable  congestion  of  all 
parts  of  the  uterus,  both  fundus  and  cervix  being  larger  than 


Fig,  51. 


Fia.  52. 


usual.  The  os  uteri  externum  is  widely  open  and  the  lining  of 
the  cervical  canal  partly  everted. 

Fig.  53  exhibits  the  third  stage  of  retroflexion  of  the  utt  ui. 
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with  niiicli  contraction  and  compression  of  the  canal  at  and  near 
the  internal  os  uteri.  There  is  a  very  dependent  position  of  the 
fundus  uteri ;  there  is  also  considerable  distension  of  the  cavity 
of  the  body  of  the  uterus,  much  swelling  of  the  lips  of  the  os 


Fig.  53. 


uteri,  especially  the  posterior  lip,  and  much  eversion  of  the  cervical 

I    canal  at  the  os  uteri. 

There  are  other  intermediate  degrees  of  flexion  possible,  but 
for  practical  purposes  this  subdivision  will  probably  be  sufficient. 
It  is  not  intended  to  imply  that  the  angle  formed  is  represented 

I  by  straight  lines ;  the  uterine  canal  as  a  rule  forms  a  curve,  no 
part  of  it  being  a  straight  line. 

The  degree  of  version  {rotatioii). — If  the  uterus  were  perfectly 
rigid,  and  if  its  axis  of  suspension  (a  horizontal  line  drawn  trans- 
versely across  the  pelvis  at  the  centre  of  the  uterus)  were  also 
fixed,  the  descent  of  the  fundus  backwards  would  imply  necessarily 
a  corresponding  elevation  of  the  os  uteri.  The  motion  would  be 
a  see-saw  motion — as  the  fundus  descended  the  os  uteri  would  be 

I  elevated — there  would  be  true  retroversion.  But  the  uterus  is 
not  absolutely  rigid,  and  when  the  fundus  descends  backwards  it 
usually  becomes  bent  in  the  process  above  the  seat  of  the  axis  of 
suspension,  and  below  it  also.  The  attachments  of  the  cervix 
uteri  prevent  the  elevation  of  the  os  uteri  to  a  considerable  extent, 
so  that  the  whole  canal  becomes  flexed.  When  the  uterus  is  less 
rigid  than  usual  the  flexion  is  liable  to  become  greatest.  The  os 
uteri  has  different  degrees  of  elevation  in  different  cases.  Three 
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factors  regulate  this— (1)  The  general  rigidity  of  the  uterus; 
(2)  The  degree  of  lixation  of  the  cervix  uteri;  (3)  The  mobility 
(which  varies)  of  the  axis  of  suspension  of  the  uterus  as  a  whole. 

A  true  notion  of  what  really  happens  to  the  uterus  in  cases  of 
flexion  cannot  he  conveyed  by  using  the  words  'version'  and 
'flexion'  only,  for  there  is  another  motion  to  be  considered — viz. 


Fig.  54.' 


the  rotation  of  the  uterus  on  its  axis  of  suspension  when  in  a 
flexed  condition. 

Let  us  suppose  the  uterus  to  be  flexed  backwards  in  the  first 
degree  and  incapable  of  flexion  beyond  that  degree.  If  an  imagi- 
nary fixed  rod  be  passed  transversely  through  it  at  its  middle,  and 
pressure  be  made  upon  the  fundus,  the  uterus  will  have  a  rotatory 
motion  imparted  to  it.  The  flexion  will  not  be  increased,  but  tho 
fundus  will  descend  lower  while  the  os  uteri  will  be  elevated.  It 
is  possible  to  have  this  rotatory  motion  with  any  degree  of  flexion 

'  Fig.  54  shows  the  second  stage  of  retroflexion,  together  with  the  second 
degree  of  rotation  ;  the  rectum  and  bladder  are  also  shown. 
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present,  and  as  a  matter  of  fact  the  rotatory  movement  in  question 
is  one  of  the  most  important  of  the  clinical  features  of  cases  of 
retroflexion. 

Rotation  may,  and  generally  does,  increase  the  degree  of  the 
flexion,  but  it  is  not  rare  to  meet  with  cases  in  which  the  uterus 
has  become  so  hard  in  its  flexed  state  that,  although  considerable 
rotatory  motion  often  occurs,  the  degree  of  the  flexion  is  not  much 
increased  thereby. 

Fig.  55.' 


In  ^•iew  of  the  foregoing  considerations  it  appears  to  me 
desirable  to  substitute  the  word '  rotation  '  for '  version  '  in  speaking 
of  retroflexions,  more  particularly  as  it  will  then  be  more  easy  to 
give  a  practical  and  clinical  classification  of  cases. 

It  may  be  convenient  to  consider  that  there  are  three  degrees 
of  rotation— first,  second,  and  third. 

Thus,  when  the  uterus  is  slightly  turned  backwards  on  its 
central  transverse  suspensory  axis,  that  will  constitute  the  first 

'  Fig.  55  represents  a  third  stage  of  retroflexion  of  the  uterus,  with  third  decree 
ot  posterior  rotation;  the  pressure  on  the  rectum  and  dragging  on  the  urethra 
are  also  represented 
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degree  of  rotation;  when  the  rotation  is  greater,  the  second  degree ; 
and  when  the  rotation  is  extreme,  the  third  degree. 

Eotation  may  be  great  while  flexion  is  very  shght.  Thus  we 
may  have  rotation  in  third  degree  with  flexion  in  first  degree. 
Such  a  case  as  this  would  be  what  is  usually  termed  pure  and 


Fig.  56. 


simple  retroversion  of  the  uterus,  and  it  is  a  condition  very  rarely 
met  with. 

On  the  other  hand,  rotation  may  be  slight  (first  degree)  while 
flexion  is  great  (third  degree).  But  neither  is  this  a  very  com- 
mon combination.  It  is  more  common  to  meet  with  the  con- 
junction of  rotation  in  the  second  degree,  and  flexion  in  the 
second  or  third  degree. 
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Increase  of  rotation  has  a  tendency  to  increase  the  degree  of 
flexion,  and  indirectly,  also,  vice  versa. 

In  cases  of  retroflexion,  the  degree  of  rotation  present  is  ever 
liable  to  change.  Exertions  of  various  kinds  increase  the  degree 
of  rotation  for  the  time  being.  The  degree  of  flexion  is  generally 
increased  at  the  same  time,  so  that  the  displacement  as  well  as 
the  distortion  of  the  uterus  is  conjointly  intensified.  When, 
however,  the  exertion  is  at  an  end,  there  is  a  more  or  less  com- 
plete return  to  the  previous  condition.  As,  however,  the  return 
is  hardly  ever  equal  to  the  disturbance,  the  tendency  is  to  a 
gradual  intensification  of  both  rotation  and  flexion. 

The  drawing  (fig.  56)  shows  three  degrees  of  retroflexion — 
first,  second,  and  third. 

After  what  has  been  said,  it  is  hardly  necessary  to  point  out 
that  ascent  of  the  fundus  from  a  low  position  in  the  Douglas 
pouch  does  not  necessarily  imply  a  lessening  of  the  flexion  ;  it 
may  mean  simply  reduction  in  the  degree  of  rotation.  The 
application  of  this  remark  to  treatment  is  obvious. 

The  degree  of  descent  of  the  uterus  as  a  whole. — Mention  has 
been  made  of  the  axis  of  suspension.  This  axis  is  not  fixed,  and 
it  is  sometimes  so  little  fixed,  that  the  uterus  is  allowed  to  fall 
very  low — even  to  protrude  from  the  vulva. 

When  the  uterus  is  very  low  in  the  pelvis  its  shape  is 
more  readily  made  out,  but  the  uterus  may  be  much  distorted 
without  falling  very  low.  As  a  rule,  however,  when  the  distortion 
is  great,  the  uterus  is  low.  In  a  very  severe  case  we  may  have 
third  degree  of  flexion,  third  degree  of  rotation,  and  descent  of 
the  uterus  to  the  perinseum,  all  conjoined.  And  in  some  instances 
the  whole  uterus  so  retroflexed  escapes  at  the  vulva  (see  '  Pro- 
lapsus '). 

Degree  of  resistance  to  replacement  and  unbending. — Cases 
differ  much  in  this  respect.  The  unbending  and  replacement 
may  be  easy,  difficult,  or  very  difficult.  The  sound  is  used  to 
determine  the  degree  of  difficulty. 

When  replacement  is  very  easy,  the  uterus  is  usually  abnor- 
mally soft.  When  difficult  or  very  difficult,  the  flexion  is  usually 
of  duration  in  proportion  to  the  degree  of  difficulty.  The  resist- 
ance encountered  arises,  I  believe,  generally  from  the  acquired 
rigidity  of  the  uterus  as  a  whole,  and  only  very  rarely  from  the 
presence  of  peritoneal  adhesions.  The  uterus  in  chronic  cases  of 
retroflexion  is  almost  always  hypertrophied,  and  frequently  becomes 
in  time  hard  and  resistant,  so  that  it  becomes  more  and  more  diffi- 
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cult  to  bend  it  as  years  go  on.  But  this  is  by  no  means  constantly 
the  case  ;  for  I  have  met  with  very  long-standing  retroflexions  in 
single  patients  in  whom  the  uterus  was  found  exceedingly  soft 
and  pliable.  Extreme  and  long-continued  mal-nutrition  has 
always  been  a  feature  in  such  cases.  The  utero-sacral  ligaments 
have,  perhaps,  been  occasionally  taken  to  be  adhesions.  In  some 
few  cases  the  uterus  is  readily  straightened  owing  to  the  presence 
of  atrophy  at  the  seat  of  the  bend.  Long  duration  of  the  malady 
does  not  therefore  necessarily  produce  difficulty  of  restitution. 

Degree  of  congestion  or  enlargement. — Eetroflexion  of  the 
uterus  is  remarkable  for  the  extreme  degree  of  acute  congestion 
which  may  be  associated  with  it.    The  cases  which  used  to  be  re- 
corded as  cases  of  acute  inflammation  of  the  uterus  were  unques- 
tionably most  of  them  cases  of  severe  retroflexion  coupled  with 
very  acute  congestion  ;  and  when  the  acute  stage  had  passed 
away  the  uterus  w^as  left  in  a  state  of  chronic  irritability.  Some 
of  these  latter  were  encountered  by  Gooch,  and  described  by  him 
as  cases  of  '  irritable  uterus.'    Congestion  may  be  present  in  all 
degrees  in  different  cases.    It  is  most  severe  when  the  flexion  is 
greatest,  and  its  access  in  great  severity  marks  the  presence  of 
almost  complete  arrest  of  the  circulation  in  the  organ.  The  uterus 
swells,  is  acutely  sensitive,  and  all  motion  is  painful  to  a  degree. 
In  other  cases  it  is  less  severe,  and  in  a  few  it  does  not  form  a 
noted  feature  of  the  case,  or  at  all  events  has  ceased  to  do  so  when 
under  observation.    In  cases  where  the  flexion  is  only  in  the  first 
degree,  but  where  the  rotation  is  not  great — such  as  approach  to 
version  pure  and  simple — the  congestion  may  not  at  any  period  be 
very  intense.    In  some  such  cases  the  symptoms,  being  slight  in 
degree,  have  given  apparent  foundation  for  the  notion  entertained 
by  some  that  retroflexion  is  an  affection  of  no  clinical  importance. 
One  effect  of  persistent  congestion  is  great  enlargement  of  the 
uterus  as  a  whole,  and  specially  of  the  fundus.    I  have  found  the 
body  of  the  uterus  four  or  five  times  its  natural  size  in  cases  of 
severe  flexion,  and  if  allowed  to  remain  in  its  flexed  condition  the 
enlargement  is  persistent.    The  enlargement  due  to  congestion  of 
the  retroflexed  fundus  is  sometimes  so  great  that  there  seems  to 
be  a  large  tumour  behind  the  uterus,  and  I  have  more  than  once 
been  misled  by  this,  on  making  a  first  examination. 

The  congestion  affects  the  os  uteri  also,  rendering  it  swollen, 
tumid ;  and  as  it  is  engorged  with  blood,  the  mucous  membrane 
of  the  partially  everted  cervix  presents  a  highly  vascular  appear- 
ance.   Other  important  secondary  changes  occur  (see  '  Congestion 
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of  the  Uterus,'  p.  76).  Later  on  the  uterus  is  le'ss  congested,  but 
in  a  state  of  chronic  induration,  liable  to  attacks  of  congestion  on 
slight  provocation. 

Progress.— It  seems  very  possible  that  the  first  step  in  the 
production  of  retroflexion  is  often  a  slight  exaggeration  of  the 
natural  rotatory  motion  in  the  backward  direction ;  next  slight 
flexion  ;  then  increased  rotation  and  increased  flexion ;  and  so  on . 

From  time  to  time  the  flexion  and  rotation  are  increased,  a 
daily  oscillation  at  the  same  time  occurring  in  degree.  During 
the  day  it  is  increased,  at  night  diminished.  The  affection 
remains  a  slight  one,  but  more  usually  tends  to  become  severe.  It 
may  occur  acutely,  rapidly,  even  instantly,  attaining  a  high  degree 
of  intensity  (as  from  a,  sudden  accident),  or  in  the  course  of  months 
may  gradually  become  worse  and  worse. 

Having  become  very  severe,  and  the  patient  being  quite  laid  ujd 
for  some  time  with  it,  a  certain  degree  of  improvement  may 
occur,  the  uterus  acquires  some  tolerance  of  its  distorted  condition, 
and  an  incomplete  recovery  follows.  Slowly  there  is  a  return  to 
efficiency,  but  suddenly,  after  a  few  weeks  or  so,  a  slight  exertion 
brings  back  all  the  symptoms  with  redoubled  force,  the  flexion  and 
rotation  having  become  suddenly  intensified.  Again  a  rest ;  and 
again  an  illness. 

In  com-se  of  longer  or  shorter  time  tolerance  may  be  estab- 
lished, the  uterus  has  become  harder,  it  bends  less  on  motion,  and 
a  tolerable  recovery  is  effected.  It  is  not  common  to  meet  with 
this  latter  result  where  the  flexion  passes  the  second  degree,  or 
where  the  rotation  exceeds  the  second  degree.  In  the  latter  class 
of  cases  recovery  of  efficiency  (by  which  is  meant  ordinary  capa- 
bility for  the  duties  of  life)  is  very  rare,  and  chronic  invalidism  is 
the  rule. 

The  above  statements  apply  to  the  malady  as  observed  in  cases 
where  no  particular  attempt  has  been  made  to  remedy  the  retro- 
flexion, and  where  the  disease  has  taken  its  own  course. 

Marriage  usually  makes  things  worse  for  a  time.  Pregnancy 
may  occur ;  more  often,  perhaps,  does  not.  If  pregnancy  occurs 
abortion  may,  and  most  frequently  does,  follow.  If  abortion  does 
not  occur,  a  cure  is  for  the  time  effected.  The  further  history 
in  such  a  case  varies:  either  the  retroflexion  recurs,  becomes 
worse,  and  remains  worse,  or  there  is  a  succession  of  abortions  or 
a  succession  of  pregnancies  with  occasional  abortions,  or  a  comi:)lete 


cure. 


ComjAications. —Congestion  of  the  uterus  in  a  most  intense 
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form  is  almost  a  part  and  parcel  of  severe  degrees  of  retroflexion. 
The  congestion  is  the  mechanical  result  of  the  flexion  (see  p.  77) ; 
it  usually  becomes  increased  in  direct  proportion  to  the  degree  of 
the  flexion  and  rotation.  It  is  most  intense  in  cases  where  the 
flexion  is  in  the  third  degree,  but  the  rotation  in  the  second.  It  is 
certainly  less  severe  in  proportion  as  the  flexion  approaches  the 
first  degree ;  and  after  some  years  it  sometimes  happens  that  con- 
gestion ceases  to  occur.  Congestion  is  so  common  that  it  can 
hardly  be  considered  as  a  '  complication ; '  in  fact,  the  absence  of  it, 
rather  than  its  presence,  is  the  complication. 

Presence  of  adhesions  is  a  real  complication.  It  appears  to  be 
rare,  but  certain  cases  of  its  occurrence  are  well  authenticated.  The 
fundus  in  such  cases  is  bound  down  by  peritoneal  bands  in  its 
unnatural  position.  The  elevation  of  the  uterus  by  the  sound, 
conjointly  with  the  use  of  the  finger  in  the  rectum,  is  the  best 
method  of  diagnosing  their  presence,  for  mere  difficulty  in  raising 
the  fundus  does  not  prove  j)resence  of  adhesions,  as  already  stated 
(see  p.  219). 

In  a  paper  by  Dr.  Erich  are  described  *  Seven  Cases  of  Retro- 
flexion Avith  peritoneal  adhesions  of  the  fundus  in  the  hollow  of 
the  sacrum,  treated  by  forcible  separation  of  the  adhesions  ; '  • 
but  on  reading  the  reports  of  these  cases,  evidence  of  a  satisfactory 
nature  as  to  the  actual  presence  of  adhesions  is  wanting.  The 
reports  give  the  notion  that  they  were  cases  in  which  rigidity 
of  the  flexion  was  present,  rather  than  cases  of  peritoneal  adhe- 
sions. I  have  repeatedly  found  the  same  difficulty  of  repositing  the 
uterus  which  Dr.  Erich  describes ;  but,  except  in  one  or  two  cases, 
I  have  not  had  reason  to  suspect  presence  of  natural  peritoneal 
adhesions.  The  fact  is,  that  after  a  time  the  uterus  often  becomes 
very  firmly  set  in  its  abnormal  shape.  Forcible  action  of  the  sound 
straightens  it  for  the  moment,  but  the  flexion  returns  directly. 
This  return  of  the  flexion  is  certainly  not  a  proof  of  the  presence 
of  adhesions. 

The  utero-sacral  ligaments  sometimes  catch  the  fundus,  as  it 
were,  between  them  in  its  retroflexed  position  (as  Dr.  John  Williams 
has  pointed  out)  and  occasion  an  intensification  of  the  congestion. 
It  is  evident  that  this  kind  of  incarceration  might  give  rise  to  the 
notion  of  presence  of  adhesions.  These  bands  would  be  felt 
tightly  on  each  side,  and,  as  a  matter  of  fiict,  these  utero-sacral  liga- 
ments vary  much  in  distinctness  in  diff'erent  cases,  and  it  is  only 
in  exceptional  cases  that  they  are  very  strong  and  well  marked. 

>  Afuer.  Journ.  Ohst.  Oct.  1880. 
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Prolapse  of  the  ovary  on  one  or  both  sides  is  a  complication  of 
a  very  troublesome  character.  It  does  not  occur  very  often,  but 
when  the  ovary  falls  down  along  with  the  fundus  uteri  into 
the  Douglas  pouch,  and  becomes  adherent  in  that  position — a  con- 
dition sometimes  met  with— the  case  becomes  a  very  difficult 
one  to  deal  with  in  the  ordinary  manner.  If  the  ovary  be  not 
adherent  the  comi)lication  is  not  so  troublesome,  and  when  the 
fundus  is  replaced  and  kept  so,  the  ovary  goes  back  into  its  place 
also. 

Kupture  of  the  perinseum  is  a  complication,  grave  or  not 
according  to  the  degree  of  the  rupture.  The  retroflexion  is  some- 
times entirely  due  to  the  deficiency  of  the  perinoeal  support,  and 
the  one  cannot  be  cured  without  remedying  the  other. 

Fibroid  tumour  sometimes  complicates  retroflexion  :  a  tumour 
growing  at  the  back  of  the  uterus  tilts  the  uterus  backwards,  and 
constitutes  by  its  presence  a  very  grave  complication.  The  tumour 
occasions  most  trouble  perhaps  where  it  is  not  bigger  than  an 
orange. 

Prolapsus  of  the  rectum  is  sometimes  due  to  the  fundus  being 
pushed  down  into  the  rectum,  partially  inverting  it  and  forced 
partly  out  at  the  anal  aperture  during  attempted  defaecation. 
Here  the  fundus  uteri  acts  as  a  complete  ball-valve  in  the  rectum, 
and  seriously  interferes  with  its  due  action. 


SYMPTOMS. 


A  general  account  of  the  symptoms  observed  in  cases  of 
flexions  has  been  already  given  (see  p.  163).    These  symptoms 

are  observed  in  an  intense  degree — some  more,  some  less  in 

different  cases  of  retroflexion. 

Some  of  these  symptoms  present  peculiarities  in  cases  of 
retroflexion  which  require  to  be  noted. 

The  degree  of  pain  (spontaneous)  is  as  a  rule  greater  in  retro- 
flexion than  in  anteflexion,  probably  because  the  degree  of  the 
flexion  is  greater  in  the  former  than  in  the  latter.  The  pain  is 
generally  in  the  sacral  region,  but  it  may  be  a  fixed  pain  on 
one  side  of  the  umbilicus,  or  even  higher,  or  it  may  be  in  the 
groin.  I  have  met  with  a  few  cases  in  Avhich  the  pain  present 
lias  been  so  situated  as  to  entirely  attract  attention  away  from  the 
uterus  as  the  cause.  I  have  known  it  to  be  so  persistent  in  this 
situation  as  to  have  been  diagnosed  to  indicate  cancer  of  the  py- 
lorus.   The  pain  on  locomotion  or  movement  (uterine  dyskinesia) 
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is  ofl  en  most  intense.  This  symptom  is  one  almost  always  very  de- 
cidedly and  painfully  well-marked  in  retroflexion  cases.  Anything 
which  gives  the  action  of  gravity  an  opportunity  for  still  further  ro- 
tating and  bending  the  uterus — as  standing,  walking,  stooping,  even 
sitting — may  give  rise  to  extreme  torture.  This  symptom  may  bo 
absent,  or  not  noticed,  when  the  disease  is  of  slow  growth,  but  in  the 
end  it  shows  itself  in  a  marked  form.  A  not  uncommon  circum- 
stance is  to  find  that  a  patient  is  what  is  called  '  very  weak.'  This 
may  turn  out  on  inquiry  to  mean  that  she  can  walk  but  little  ;  and 
investigation  shows  perhaps  that  she  does  not  walk,  because  of 
the  discomfort  produced  by  it.  This  discomfort  finally  is  discovered 
to  be  due  to  an  unsuspected  retroflexion. 

The  sensitiveness  of  the  uterus  to  touch  is  in  very  severe 
cases  most  extravagantly  great.  These  are  the  typical  cases  of 
what  has  been  known  as  '  Gfooch's  irritable  uterus,'  the  pathology 
of  which  has  been  explained  at  p.  177.  Chronic  severe  cases  of 
retroflexion  are  cases  of  this  kind.  This  degree  of  sensitiveness 
is  not  so  often  present  in  anteflexion  cases,  though  it  is  some- 
times met  with.  The  sensitiveness  is  accompanied  with  con- 
gestion. The  part  most  sensitive  is  the  fundus  ;  the  os  uteri  is 
not  generally  so  sensitive  to  touch  as  the  fundus.  Any  attempt 
to  examine  the  uterus  with  the  finger,  unless  done  with  the 
greatest  care,  causes  the  patient  to  shriek  out ;  and  it  is  at  first 
rather  surprising  to  find  the  uterus  so  sensitive  when  the  amount 
of  spontaneous  imin  felt  may  not  be  very  great.  There  is,  I 
believe,  always  present  in  such  cases  considerable  mechanical 
pressure  on  uterine  nerves,  due  to  the  squeezing  of  the  tissues  of 
the  organ.  Dyspareunia  is  almost  always  well  marked  in  severe 
cases  of  retroflexion. 

Dysmenorrhcea  is  often  severe,  but  as  a  rule  not  so  common  as 
in  anteflexion. 

Leucorrhoea,  ax^pearing  in  the  form  of  gushes,  is  not  uncommon. 
A  more  or  less  copious  puriform  discharge  is  rather  frequently 
observed. 

Menorrhagia  is  common.  Patients  with  retroflexion  often 
lose  largely  at  the  periods,  and  there  are  losses  often  at  intervals 
besides.  Large  clots  often  form  in  the  dilated  uterine  pouch,  and 
are  expelled  with  great  pain  and  further  loss  of  blood. 

Amcnorrhoea  is  the  result  in  some  few  cases.  Chronic  retro- 
flexion at  first  has  a  tendency  to  increase  the  quantity  of  menstrual 
fluid,  but  after  a  time  in  some  few  cases  it  may  even  bring  it  to 
a  premature  end.    This  latter  result  is  due  to  the  compression 
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ar.d  hardening  and  contraction  the  retroflexed  uterus  in  some 
cases  finally  undergoes.  Its  circulating  apparatus  becomes  in  fact 
less  and  less  efficient,  and  menstruation  ceases. 

Sterility  is  a  common  symptom  (see  p.  184). 

Abortions  also  are  common  (see  p.  184). 

The  disturbances  of  the  functions  of  the  bladder  due  to  retro- 
flexion are  various.  In  slight  cases  no  disturbance  may  be  noticed. 
In  severe  cases  micturition  is  sometimes  entirely  impossible  for  a 
time,  owing  to  the  dragging  upwards  of  the  meatus  by  the  elevation 
of  the  cervix,  or  by  the  actual  compression  of  the  meatus  against  • 
the  x>nbic  symphysis  by  the  os  uteri.  Then  we  have  retention  of 
urine.    Sometimes  micturition  is  more  frequent  than  usual  only. 

The  7'ectitm  lies  close  to  the  uterus  and  suffers  frequently  in 
cases  of  retroflexion.  The  commonest  symptom  is  constipation, 
result  of  actual  compression  of  the  rectum  by  the  fundus  uteri. 
The  more  the  patient  strains  the  greater  the  difficulty,  because 
flexion  is  increased.  Defaecation  becomes  also  extremely  painful — • 
it  is  positive  torture  in  bad  cases.  The  bowel  is  sometimes  in  such 
cases  thought  to  be  diseased  when  it  is  really  quite  sound.  Haemor- 
rhoids are  unquestionably  rather  commonly  produced  by  retro- 
flexion.  A  raw  bleeding  ulcerated  surface  is  sometimes  found  pro- 

\  duced  by  prolapsus  of  the  bowel,  result  of  the  continuous  straining 
efforts  in  the  process  of  defaication  (see  '  Complications,'  p.  221). 

The  reflex  nervous  symptoms  due  to  retroflexion  are  numer- 
ous, and  they  are  of  the  greatest  importance.    Severe  sickness, 

!  severe  hysterical  symptoms,   are  the  tnost  marked  of  these, 

i  but  these  and  other  reflex  symptoms  are  not  peculiar  to  retro- 
flexion, and  are  not  therefore  specially  indicative  of  its  presence. 
These  symptoms  are,  on  account  of  their  great  interest,  reserved  for 

I  consideration  in  a  separate  chapter. 


DIAGNOSIS. 

Diagnosis  is  generally  easy,  but  in  a  few  cases  difficult.  It  is 
;ibsolutely  impossible  to  certainly  diagnosticate  retroflexion  with- 
out a  physical  examination,  many  of  the  symptoms  observed  being 
liable  to  occur  also  in  anteflexion  cases. 

The  uterine  fundus  is  readily  felt  from  the  vagina  by  the 
linger:  also  from  the  rectum.  I  have  known  cases  where  it  has 
teen  overlooked,  however,  apparently  from  want  of  due  wire  in 
])lacing  the  patient  in  a  favourable  position  for  examination.  The 
I;iteral  position,  with  the  knees  well  drawn  up,  is  required  •  thi^ 
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position  allows  the  finger  to  pass  higher  than  any  other.  When 
the  flexion  and  rotation  are  only  in  first  degree,  the  fundus  might 
not  be  reached  even  then  by  the  finger.  When  in  second  or  third 
de^  ree  it  could  h;irdly  be  missed.  The  lower  down  the  uterus  is 
as  a  whole,  the  easier  becomes  the  exploration. 

The  tumour  felt  behind  has  the  shape  of  the  fundus.  But  not 
always  so:  it  may  be  much  swollen.  In  some  rare  cases  it  is 
pyi-iform,  from  the  fundus  having  been  repeatedly  and  forcibly 
propelled  down  into  the  rectal  aperture.  It  is  not  always,  but  is 
generally,  very  sensitive  to  the  touch.  It  is  of  course  continuous 
with  the  uterine  cervix.  It  can,  however,  only  certainly  be  dia- 
gnosticated to  be  the  uterine  fundus — unless  by  an  expert 
observer — by  using  the  uterine  sound.  Very  gently  and  carefully 
the  sound,  only  slightly  curved,  is  passed,  with  the  point  directed 
backwards,  and  if  it  passes  to  the  full  extent  the  diagnosis  is 
established.  In  flexions  of  third  degree,  especially  with  rotation 
to  second  or  third  degrees,  the  sound  must  be  more  decidedly 
bent  in  order  that  it  may  enter.  Further  the  diagnosis  can  be 
carried  by  gently  turning  the  sound  round  after  so  introducing  it, 
when  the  tumour  generally  can  be  made  to  disappear  and  can  no 
longer  be  felt  by  the  finger.  On  withdrawing  the  sound  the 
fundus  again  descends  unless  the  flexion  be  very  recent. 

The  sound  enables  us  to  distinguish  retroflexion  from  fibroid 
tumour  growing  at  the  back  of  the  uterus — a  condition  which 
sometimes  very  closely  simulates  it ;  also  from  a  small  ovarian 
tumour  which  might  be  felt  in  the  same  position  (very  rare) ; 
also  from  tumour  produced  by  hsematocele,  and  from  tumour  due 
to  pelvic  cellulitis  ;  though  the  two  latter  conditions  could  hardly 
be  confounded  with  retroflexion  (of  the  non-gravid  uterus  at  all 
events);  also  from  carcinomatous  infiltration  between  the  uterus 
and  the  rectum. 

The  shape  of  the  os  is  peculiar  (as  a  rule)  in  retroflexion.  It 
is  crescentic,  the  posterior  lip  is  longest ;  and  it  is  everted,  and 
often  very  much  swollen.  In  the  nulliparous  uterus  this  charac- 
teristic shape  of  the  os  is  not  usually  observed. 

The  position  of  the  cervix  is  abnormal.  It  is  more  or  les 
tilted  upwards ;  sometimes  it  is  quite  high  up  behind  the  symphysis 
and  very  close  to  the  pubic  bones.  The  vaginal  pouch  behin" 
the  cervix  is  lost,  owing  to  the  fundus  pressing  it  downwards  and 
obliterating  it.  And  there  is  an  unnatural  pouch  up  behind  the 
symphysis  pubis  in  front  of  the  cervix.  Moreover,  by  the  double 
touch  the  fundus  is  found  absent  from  its  normal  position. 
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CHAPTER  XX. 
RETROFLEXION  AND  RETROVERSION  OF  THE  UTERUS — 

[continued). 

Treatment. — General  —  Local  —  Plan  recommended — Outline  and  Details  — 
Postural  Treatment — Mechanical  Direct  Reposition — ^Maintenance  of  Proper 
Position  by  Vaginal  Pessary — Form  of  Pessary  recommended — Various  Sizes 
required. 

Position  of  Patient— Use  of  the  Sound — Conjoint  use  of  Sound  and  Pessary  — 
Difficulties  encountered  in  Treatment  of  Cases — Adjustment  of  Size  of  Pessary — 
How  far  Vaginal  Pessaries  are  reliable — Action  of  the  A.  Smith  Modification  of 
Hodge  Pessary — Necessity  for  Rest,  and  gradual  Elevation  of  Fundus  in  some 
Cases — Occasional  Over-action  of  the  Retroflexion  I'essary — How  long  to  be 
continued — Method  of  Introduction — Change  of  Pessary — Various  Modifications 
of  Retroflexion  Pessary — Dilatation  and  Moulding  for  Cure  of  Retroflexion  ~ 
Stem  Pessary — Incision  and  Immediate  Rectification  —  Radical  Operation 
(Koeberle) — Oophorectomy. 

TREATMENT. 

The  general  principles  of  treatment  of  flexions  laid  down  at 
ip.  189  apply  and  should  be  applied  to  the  treatment  of  this  par- 
iticular  variety- — retroflexion.  It  is  most  important  at  the  outset 
of  the  treatment  that  the  view  taken  of  the  case  be  as  complete  as 
possible,  and  that  the  general  and  the  local  receive  each  their  proper 
and  due  share  of  attention. 

Premising  that  this  has  been  done,  we  proceed  to  consider  the 
various  details  of  the  treatment  of  cases  of  retroflexion. 

The  local  treatment. — There  are  various  plans  adopted  for 
the  treatment  of  cases  of  retroflexion.  The  plan  which  I  have 
found  satisfactory  in  the  large  majority  of  cases  I  propose  to 
mention  first.    It  may  be  described  as  follows : — 

The  fundus  uteri  is  pushed  upwards  from  behind,  rapidlv  or 
Uowly  according  to  circumstances,  by  means  of  a  pessary  con- 
structed on  the  Hodge  principle  ;  the  pessary  is  kept  in  situ 
oersistently  and  the  size  altered  as  circumstances  require.  The 
ound  is  employed  from  time  to  time  to  aid  in  the  elevation  if 
he  elevation  be  at  all  difficult.  The  patient  is  kept  more  or  less 
"rnpletely  at  rest  until  the  uterus  is  well  in  its  place,  and 
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suitably  maintained  there.  Every  advantage  is  taken  of  the 
assistance  of  gravity  in  rigliting  the  fundus,  by  the  prone  position, 
by  the  knee-and-elbow  position,  by  avoidance  of  the  recumbent- 
dorsal  position,  by  avoidance  of  the  sitting  posture,  etc.  The 
bowels  are  kept  in  order  by  daily  injections,  or  otherwise.  Pain 
is  relieved  by  opiates  or  by  vaginal  injections  of  hot  water. 
Careful  general  appropriate  treatment. 

The  above  is  an  outline.  The  details  require  further  speci- 
fication. 

Direct  mechanical  reposition. — Regarding  the  condition  as 
entirely  a  mechanical  one,  the  resort  to  mechanical  treatment  is  only 

Fig.  o7.' 


natm-al.  There  ia  no  necessity  to  be  afraid  of  restoring  an  acutely 
congested  retroflexion,  or  of  beginning  the  attempt  at  all  events, 
simply  because  the  uterus  is  acutely  sensitive  and  in  a  state  of  in- 
tense congestion.  Nor  is  there  any  necessity  for  depleting  the uteru 
by  leeches  before  commencing  the  mechanical  restoration,  seein| 
that  this  restoration  will  pretty  certainly  remove  the  congestio 
(see  p.  102),  as  I  have  observed  over  and  over  again  in  practic 
The  uterine  fundus  may,  if  very  sensitive,  be  gently  pushed  upwards 

'  Fig.  .57  represents  u  meclinm-sizcd  pessary  of  this  kind.  The  ground  plan 
and  the  sectional  lateral  view  are  given  together. 
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by  the  fingers  at  first,  the  postural  treatment  following  it ;  or 
it  may  often  be  replaced  wholly  or  in  part  by  the  sound  at  once  if 
the  practitioner  is  gentle  and  skilful  in  its  use.  A  day  or  two  of 
postural  treatment  is  a  good  preparation  for  the  above  measures. 
Surprising  relief  often  follows  the  elevation  of  the  fundus  in  the 
acutely  suffering  cases.  The  pessary  may  be  often  used  at  once, 
pressm-e  being  made  slight  at  first  and  gradually  increased.  It  is 
absolutely  necessary  at  first  to  maintain  the  recumbent  position,  if 
a  pessary  be  employed  and  the  case  at  all  a  difficult  one  or  one  of 
long  standing.    The  pessary  I  have  for  some  time  employed  is  a 

Fig.  58. 


vaginal  pessary  on  the  Hodge  principle.  I  have  for  the  last  three  or 
four  years,  in  the  majority  of  cases  at  least,  used  a  shape  nearly 
identical  with  that  known  as  the  '  Albert  Smith  '  shape— broad 
above  and  narrow  below. 

From  a  copper  ring  covered  with  india-rubber  an  admirable 
instrument  can  be  made.  The  type  of  the  instrument  is  that 
shown  in  figs.  57  and  60.  It  requires  various  modification,  in 
different  cases.  Therefore,  various-sized  rings  are  required  ^  A 
series  of  rings  ranging  in  outside  diameter  from  two  inches  to 
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about  three  and  a  quarter  inches  are  required  (see  fig.  58) :  the 
first  measuring  two  inches,  the  second  two  and  a  quarter,  the  third 
two  and  a  half,  the  fourth  two  and  three-quarters,  and  so  on  up 
to  three  and  a  quarter  inches.  The  thickness  here  shown  is  five- 
sixteenths  of  an  inch  ;  other  degrees  of  thickness  are  required  or 
may  be  used  at  the  discretion  of  the  practitioner.  The  copper 
wire  used  should  be  rather  stout  for  the  large-sized  rings — rather 
thicker  than  for  the  smaller  ones. 

The  thickness  of  the  ring  when  covered  with  india-rubber 
may  with  advantage  be  a  quarter  of  an  inch  for  the  very  small 


Fig.  59.' 


rings  (instead  of  that  shown  in  the  figure,  which  is  five-sixteenths), 
but  about  five-sixteenths  is  a  good  thickness  for  the  ordinarily 
required  sizes.  For  the  rather  larger  sizes  the  thickness  may  be 
increased  to  six-sixteenths  with  advantage. 

'  Fig.  59  sliows  ihc  fid  ion  of  tlie  pessary  described  in  the  text.  The  dotted 
line  represents  tlie  posilion  of  the  uterus  prior  to  the  insertion  of  the  pessary. 
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The  accompanying  drawing  (fig.  59)  shows  the  retroflexion 
pessary  of  the  A.  Smith  type  in  situ ;  the  drawing  is  life-size,  the 
pessary  shown  in  situ  is  constructed  from  a  ring  two  and  three- 
quarters  inches  in  diameter.  The  upper  curve  of  the  instrument 
may  be  modified.  I  find  that  the  curve  I  generally  employ  is  a 
rather  less  sharp  curve  than  that  depicted  in  some  of  the  American 
works,  but  it  must  be  understood  that  this  is  liable  to  modification 
according  to  the  particular  case. 

In  the  last  edition  of  this  work  are  represented  figures  of  an 
oval-shaped  j^essary  rather  larger  at  one  end  than  the  other,  the 
smaller  end  being  behind  the  cervix  uteri.  But  I  have  found  the 
shape  originally  introduced  by  Dr.  A.  Smith  to  work  so  satis- 
factorily that  I  prefer  it  to  all  others.  His  modification  of  the 
Hodge  pessary  for  retroflexion  is  broad  above,  narrow  below ;  it  has 
a  rather  sharply  double  bent  outline  looked  at  from  the  side,  and 
it  is  this  outline  which  preserves  it  from  slipping  downwards. 
Eoughly  speaking,  the  instrument  is  a  triangle  :•  the  base  above 
behind  the  cervix  supports  the  fundus,  the  apex  below  should  be 
so  curved  that  it  lies  on  the  vaginal  floor,  and  does  not  press  on 
the  urethra. 

Fig.  60.» 


In  considering  the  Albert  Smith  type  of  the  Hodge  pessary  as 
the  best,  I  am  in  agreement  with  several  distinguished  gynsecolo- 
gists,  both  American  and  European. 

Various  sizes  are  required  to  be  used  in  different  cases.  In 
figs.  61  and  62  are  represented  eight  different  sizes.  The  ex- 
tremely small  and  extremely  large  sizes  are  rarely  required.  In 
single  women  a  narrower  pessary  is  required  than  in  other  cases. 
The  size  will  generally  require  to  be  altered  as  the  cure  advances, 
and  as  the  fundus  rises  up  to  near  its  proper  position,  for  if  the  case 

Fig.  60  shows  an  oblique  view  of  a  medium-sized  A.  Smith  type  Ilodge  pessary. 
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is  a  chronic  one  it  is  quite  certain  that  only  a  small-sized  pessary 
will  be  borne  at  first ;  the  pessaries  constructed  from  rings  of  two 
and  three-quarters  to  three  or  three  and  a  quarter  inches  in 
diameter  are  most  often  required  for  married  patients.  The  very 
large  sizes  marked  6,  7,  8,  in  fig.  62  are  rarely  required,  but 
they  are  sometimes  necessary  when  the  uterus  is  exceptionally 
hypertrophied  as  well  as  retroflexed.  \¥hen  the  swelling  of  the 
uterus  has  gone  down,  as  it  may  do  after  a  few  weeks,  a  smaller 
pessary  can  be  employed. 


Fig.  61. 


Position  of  the  patient. — The  patient  should  lie  not  upon  the 
back,  but  upon  the  side,  or,  still  better,  upon  the.  face.  This  is 
effected  by  making  a  kind  of  inclined  plane  with  pillows  placed 
under  the  chest  and  abdomen,  one  arm  being  placed  quite  behind 
the  patient's  back.  By  a  little  management  a  very  comfortable 
position  is  thus  attained.  The  result  is,  that  the  weight  of  the 
fundus  uteri  is  in  a  great  degree  thrown  forwards  instead  of  back- 
wards, and  great  assistance  in  the  mechanical  treatment  is  thus 
afforded.  In  severe  cases  this  position  of  the  body  is  in  fact  abso- 
lutely necessary,  and  I  have  seen  patients  who  before  had  been  iu 
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a  state  of  absolute  torture  while  lying  flat  on  the  back  restored  to 
comparative  comfort  by  the  simple  procedure  of  enforcing  the  posi- 
tion on  the  face.  The  length  of  time  during  which  it  is  necessary 
to  maintain  this  position  of  the  body  depends  upon  the  acuteness 
of  the  case.  But  when  there  is  much  irritation  about  the  uterus 
it  is  absolutely  necessary  for  the  patient  to  remain  in  this  position 

Fig.  G2. 


for  some  weeks.  The  upright  position  is  destructive  of  progress 
m  the  right  direction.  The  knee-and-breast  position  should  be 
used  several  times  a  day  for  three  or  four  minutes  at  a  time.  All 
exertion  must  be  absolutely  interdicted  for  a  time  varying  accord- 
ing to  circumstances.  In  this  manner  we  carry  out  as  far  as 
possible  what  may  be  termed  the  treatment  of  rest,  a  most  im- 
portant element  in  the  treatment  of  these  cases. 

The  use  of  the  mund.-The  method  which  I  recommend  in 
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the  treatment  of  a  recent  case  of  retroflexion  is  that  the  sound, 
very  slightly  curved  indeed,  should  be  introduced  gently  and 
gradually  into  the  uterus,  and  then  gently  turned  round,  so  that 
the  concavity  looks  forward,  and  the  uterus  thus  restored  to  its 
proper  shape  ;  that  the  sound  should  be  used  once  in  two  or 
three  days,  perhaps  at  intervals  of  a  week ;  and  that  this  treatment 
should  be  combined  with  the  continuous  use  of  the  vaginal  pessary. 
In  a  recent  case,  the  use  of  the  sound  is  generally  unnecessary  for 
more  than  a  limited  time,  perhaps  for  a  week  or  two.    In  a 
chronic  case,  where  disease  has  existed  perhaps  for  some  years, 
the  use  of  the  sound  is  necessary  at  intervals  of  a  few  days,  em- 
ployed with  great  care,  extending  over  a  period  of  possibly  two  or 
three  months,  and  we  may  be  obliged  to  intermit  the  use  of  it 
occasionally.    Some  cases  do  not  tolerate  the  repeated  use  of  the 
sound,  owing  to  occurrence  of  irritative  symptoms ;  and  these  are 
more  likely  to  occur  if  the  vaginal  pessary  is  at  the  same  time 
continued  to  be  worn.    When  the  sound  is  used  for  altering  the 
shape  of  the  uterus  it  should  be  bent  very  slightly  indeed, 
and  indeed  it  should  be  very  nearly  straight.    The  difficulty  of 
introducing  the  sound  is  got  over  by  pushing  up  the  fundus  uteri 
by  the  finger  at  the  same  time  that  the  sound  is  gently  passed 
inwards  with  the  concavity  backwards.    Even  in  cases  where  the 
flexion  is  very  acute  the  bend  of  the  sound  need  not  be  great  if 
the  procedure  be  simultaneously  adopted  of  pushing  up  the 
fundus.    The  use  of  the  sound  alone  is  rarely  attended  with  any 
permanent  benefit.    The  uterus  almost  invariably  returns  to  a 
flexed  condition  a  few  moments  after  the  sound  is  withdrawn. 
The  rapidity  with  which  the  flexion  returns  on  withdiwal  of  the 
f.ound  is  a  useful  indication  as  to  the  difficulty  or  not  of  the  cure. 
The  sound  should  always  be  used  gently  and  held  lightly.  Force 
must  not  be  employed,  for  the  process  of  unbending  the  uterus  in 
a  chronic  case  is  necessarily  a  long  one,  and  involves  considerable 
change  and  stretching  of  the  tissues.    It  is  very  advantageous  in 
many  cases  to  hold  the  uterus  in  its  proper  shape  by  means  of  the 
sound  for  half  an  hour  or  an  hour  at  a  time. 

Difficulties  in  regard  to  treatment.— There  is  a  very  striking 
difference  in  regard  to  curability  under  different  circumstances. 
A  case  of  retroflexion  which  has  only  existed  for  two  or  three 
months,  and  which  is  not  very  acute  in  regard  to  the  degree  of 
flexion,  we  may  be  able  to  cure  in  a  few  weeks.  If  the  flexion 
has  existed  for  two  or  three  years  it  may  be  expected  that  the 
treatment  will  not  be  completely  successful  under,  perhaps,  six  or 
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eight  months.  And  in  cases  where  the  malady  has  existed  for 
nine  or  ten  years  the  treatment  may  not  be  successful,  even  in  a 
much  longer  time,  in  removing  absolutely  all  effects  of  the  disease. 
The  changes  in  the  texture  of  the  uterus  itself  are  sometimes  so 
great  that  it  is  difficult  to  restore  the  organ  to  its  natural  state, 
to  its  natural  size  and  position,  and  its  walls  to  their  natural 
thickness  (see  fig.  63,  which  represents  a  long-standing  case, 
with  great  atrophy  of  the  posterior  wall).  And  I  have  known 
cases  in  which  the  long  continuance  of  the  compression  process  on 
the  tissues  in  the  posterior  wall  of  the  uterus  has  left  behind  it  a 
neuralgia  of  troublesome  character,  even  after  the  shape  of  the 

FiGr.  63. 


uterus  had  been  restored.     This  is  what  might  be  expected, 
and  it  is  analogous  to  those  cases  where  inflammatory  pro-  ' 
cesses,  resulting  in  compression  of  nerve  trunks  in  other  parts 
of  the  body,  leave  behind  them  a  persistent  and  intractable 
neuralgia. 

The  first  difficulty  is  the  selection  of  the  method  of  treatment 
appropriate  to  the  case.  And  it  is  not  easy  to  lay  down  precise 
rules  on  the  subject.  Some  generalisations  may,  however,  be 
offered  as  an  attemi)t  to  smooth  the  way  for  those  who  have  not 
hud  much  experience  in  the  matter. 

The  resistance  offered  to  straightening  the  uterus  is  of  great 
value  as  an  indication.  If  the  directions  previously  given  be 
attended  to,  and  the  sound  lightly  and  carefully  used,  the  neces- 
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sary  information  can  be  obtained.  If  there  is  any  resi.stance  to 
straightening,  or  if  the  uterus  returns  to  a  state  of  flexion  imme- 
diately on  withdrawal  of  the  sound,  it  is  certain  that  treatment  by 
a  vaginal  pessary  alone  will  not  be  likely  to  succeed,  and  repeated 
use  of  sound  (or  other  like  methods)  will  be  also  required.  A 
well- fitted  vaginal  pessary  will  do  much  ;  but  if  the  uterus  be  set 
and  firm  in  its  flexed  condition,  the  only  effect  of  its  use  will  be 
to  prevent  increase  of  rotation  of  the  uterus,  but  the  flexion  may 
remain  unaffected.  And  in  such  cases  the  patient  remains  im- 
perfectly relieved,  or  if  relieved,  it  is  found,  on  taking  out  the 
pessary  later  on,  that  the  flexion  is  as  bad  as  ever.  On  the  other 
hand,  if  the  uterus  be  soft  and  pliable,  easily  replaced  and 
remaining  replaced  after  withdrawal  of  sound  for  two  or  three 
minutes,  it  may  be  assumed  that  the  case  may  be  safely  treated  by 
vaginal  pessaries  and  postural  treatment  or  without  necessity  for 
repeated  straightening. 

Then  it  may  be  asked,  perhaps,  Cannot  some  cases  be  treated 
without  a  vaginal  pessary  at  all,  and  by  postural  treatment  alone  ? 
No  doubt  if  we  saw  the  case  in  its  earliest  inception  the  thing 
might  be  done  ;  but  I  have,  myself,  never  seen  a  case  at  a  suffi- 
ciently early  stage  to  allow  of  this.  On  the  other  hand,  I  have 
known  of  retroflexion  cases  which  have  been  treated  by  postural 
treatment  (lying  on  a  prone  couch  at  all  events)  for  a  year,  or 
upwards,  and  which  have  not  been  cured  thereby.  Still,  it  is 
possible  that  as  diagnosis  becomes  more  complete  and  early  in  its 
recognition  of  these  cases,  simple  postm-al  treatment  maybe  found 
efficacious.  At  the  present  it  too  frequently  happens  that  the 
affection  is  not  recognised  until  it  has  been  a  year  or  two  in 
existence. 

The  adjustment  of  vaginal  pessaries  is  a  matter  of  no  little 
difficulty.  I  do  not  mean  the  actual  operation  or  insertion,  but 
the  selection  of  the  instrument  to  be  used. 

This  seems  the  place  for  the  discussion  of  the  question  as  to 
the  efficacy  of  vaginal  pessaries  in  treatment  of  retroflexion.  I  have 
had  the  greatest  success  with  them,  and  have  cured  many  very  severe 
cases  by  their  aid,  assisted,  as  above  described,  by  use  of  the  sound. 
Their  action  requires  to  be  carefully  watched  and  adjusted  until 
the  uterus  is  secured  in  a  good  shape  and  position,  after  which 
they  give  little  trouble.  The  upper  extremity  of  the  pessary  must 
carry  the  fundus  up  to  its  proper  place.  In  order  to  do  this  it 
must  be  sufficiently  long.  The  vaginal  pouch  behind  the  cervix 
is  of  course  pushed  up  in  accomplishing  this,  and  I  have  hardly 
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ever  met  with  a  case  where  a  sufficiently  long  pessary  could  not 
be  inserted.  The  process  often  requires  a  little  patience,  and 
the  pessary  requires  to  be  exchanged  for  a  longer  one  from  time  to 
time  until  the  object  is  obtained.  The  pessary  must  be  carefully 
examined  when  in  situ  to  ascertain  if  the  work  required  is 
actually  done,  for  sometimes  it  will  be  found  that  the  pessary  is 
simply  embedded  in  the  concavity  of  the  flexion,  and  is  doing  not 
only  no  good,  but  actual  harm.  One  practical  direction  may  here 
be  given.  Sufficient  care  is  often  not  given  to  the  method  of 
making  the  digital  examination.  If  the  patient  be  properly 
placed  with  the  knees  well  drawn  up,  the  finger  can  be  made  to 
reach  nearly  an  inch  higher  in  the  vagina  than  would  otherwise 
be  the  case,  and  thus  the  displaced  fundus  can  be  felt  more 
readily.  This  is  important  in  testing  the  action  of  the  pessary. 
The  sound  can  of  course  be  used  to  test  the  position  of  the  fundus  ; 
this  requires  to  be  done  carefully,  and  the  sound  should  be  used 
nearly  straight.  In  some  cases  it  is  found  that  the  pessary 
requires  to  be  carried  so  high  up  behind  the  uterus  that  it  is 
difficult  to  reach  the  upper  end  with  the  point  of  the  finger.  It 
is  impossible  to  do  more  than  give  the  possible  range  of  length 
and  size  of  instruments,  for  each  case  has  a  law  for  itself  as  regards 
size  and  shape. 

The  pessary  which  I  have  above  mentioned  (the  Albert  Smith 
variety  of  the  Hodge  pessary)  is  very  successful  in  getting  over 
a  difficulty  I  had  frequently  experienced  before  employing  it. 
Retroflexion  of  the  uterus  is  rarely  exactly  median,  the  fundus 
having  generally  an  inclination  to  one  side.  Hence,  the  fundus  is 
found  often  to  slip  to  one  side  of  the  ordinary- shaped  instrument. 
But  when  the  instrument  is  made  wide  above,  as  in  the  Albert 
Smith  pessary,  this  slipping  of  the  fundus  is  prevented.  Some- 
times the  width  required  to  prevent  such  lateral  deviation  is  con- 
siderable. It  is  difficult  to  introduce  a  wide  instrument  when  the 
vaginal  entrance  is  narrow,  but  in  women  who  have  borne 
children  it  is  quite  practicable.  It  is  sometimes  advisable  to  give 
the  upper  limb  a  slight  extra  projection  to  one  side  or  the  other. 

A  valuable  modification  of  the  retroflexion  jDessary  is  described 
by  Dr.  Gehrung,'  consisting  in  giving  the  upper  part  of  the 
pessary  a  central  depression,  so  as  to  prevent  the  fundus  slipping 
to  one  side  of  the  pessary.  The  same  idea  is  carried  out  in  Dr. 
Gervis'  pessary.  Gehrung's  pessary  is  shown  in  the  accompanying 
figure  (fig.  64)  and  is  peculiarly  useful  in  cases  where  the  uterus 
'  St.  Louis  Med:  and  Stirg.  Jour.,  August,  1878. 
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is  really  retroflexed  a  little  to  one  side.  The  principle  of  this 
modification  is  excellent,  and  I  have  repeatedly  employed  it. 

The  pessary  above  recommended  has  a  double  action  :  it  draws 
the  cervix  backwards  and  thus  reduces  the  rotation,  and  it  appears 
to  be  considered  by  some  writers  that  the  action  of  the  Hodge 
pessary  is  limited  to  this.  But  it  is  not  so,  and  I  know  from 
practical  experience  that  by  the  dii'ect  pressure  and  lifting  action 
of  the  ujDper  limb  of  the  pessary  the- fundus  can  be  carried  to  the 


Fig.  64. 


necessary  height,  though  to  accomplish  this  a  rather  long  pessary 
may  be  needed. 

In  some  cases  where  the  uterus  is  very  large,  a  pessary  of 
considerable  size  is  needed  (see  p.  232),  and  unless  one  of  suffi- 
cient size  be  used  the  uterus  cannot  be  kept  in  place. 

Other  modifications  of  the  retroflexion  pessary. — There  is 
no  doubt  that  in  some  cases  it  is  an  advantage  to  have  the  upper 
part  of  the  pessary  of  considerable  thickness,  as  the  pressure  is 
better  borne,  and  it  acts  mechanically  better  ;  say,  the  size  of  the 
little  finger  (about  half  an  inch).  An  expedient  which  has  been 
frequently  had  recourse  to  in  cases  where  the  jaressure  of  the  in- 
strument against  the  fundus  is  badly  borne,  is  to  cover  the  upper 
end  with  a  cushion  containing  water  or  air.  Dr.  Priestley's  pes- 
sary (which  is  a  stem  acting  from  without)  is  arranged  in  this 
manner.  I  have  occasionally  had  pessaries  on  the  Hodge  principle 
covered  with  such  a  cushion  at  the  upper  end.  In  Dr.  Green- 
halgh's  pessary  (see  fig.  65*  representing  a  medium-sized  instru- 
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ment)  a  similar  object  is  effected  by  an  air-pad,  or  by  use  of  the 
soft  elastic  material  known  asmoc-main  covered  with  india-rubber. 

In  a  really  troublesome  case  it  would  be  best  to  have  an 
instrument  so  padded,  which  would  admit  of"  being  moulded  into 
the  exact  shape  required. 

Practically  I  find  that,  generally,  direct  pressure  on  the  fundus 
can  be  prevented ;  and  when  it  cannot,  by  proper  positional  treat- 

FlG.  65. 


ment  and  other  adjuvants,  the  necessity  for  a  padded  pessary  can 
be  often  avoided,  even  when  the  fundus  is  very  tender  to  the 
touch. 

Cutter's  pessary  for  retroflexion  is  one  well  worthy  of  trial  in 
cases  where  continuous  pressure  cannot  be  borne.  It  is  an 
ebonite  i)essary,  shaped  something  like  the  upper  part  of  a 
Hodge  pessary,  which  in  Dr.  Thomas's  modification  of  it  is  made 
rather  thick ;  but  the  lower  part  is  prolonged,  in  a  sigmoid  shape, 
and  jjrojects  at  the  vulva.  At  this  latter  point  it  is  curved  a 
i  little  back  over  the  perinseum,  and  a  tape  is  thereto  affixed, 
curved  upwards  over  the  sacrum,  and  tied  to  a  circular  waist-belt. 
The  pressure  made  on  the  fundus  is  thus  capable  of  regulation 
from  the  outside.    The  advantages  and  the  disadvantages  of  this 
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treatment  are  obvious  enough.  I  have  seen  cases  where  the  in- 
strument would  have  been  applicable  with  advantage,  but  person- 
ally I  prefer  other  methods  of  treatment.  In  fig.  66  is  shown 
Dr.  Th  omas's  modification  of  the  instrument. 

Fig.  66. 


General  remarJcs  on  the  employment  of  the  retroflexion  pes- 
sary.— It  is  sometimes  the  case  that  the  pessary,  though  well 
fitted,  can  be  tolerated  for  not  more  than  a  few  hours.  The 
uterus  will  not  always  bear  to  be  carried  at  once  to  its  proper 
position.  Two  coiurses  are  open  :  to  lessen  the  pressure  by  using 
a  smaller  pessary,  or  to  rigidly  enforce  the  prone  position;  and 
both  these  courses  may  have  to  be  taken  at  the  same  time.  The 
pessary  should  be  made  to  act  as  little  by  direct  pressure  on  the 
fimdus  as  may  be,  and  the  use  of  the  sound  takes  it  away  from 
the  pessary.  The  prone  position  and  the  knee-and-elbow  position 
have  the  same  result  in  a  more  or  less  complete  degree  according 
to  circumstances.  For  these  reasons  if  the  uterus  be  tender  to 
the  touch,  a  pessary  should  not  be  employed  unless  care  be  taken 
by  rest  and  suitable  position  to  lessen  as  much  as  possible  the 
direct  pressure  of  the  pessary  on  the  fundus  ;  and  this  is  a  great 
part  of  the  secret  of  success  in  difficult  cases. 

It  does  not  at  all  follow  because  the  pessary  does  well  for  a 
considerable  time  that  it  will  do  so  indefinitely.  In  fact,  there 
comes  a  period  in  some  cases  when,  the  condition  of  retroflexion 
having  been  cured,  the  uterus  is  rotated  forivards  by  the  action 
of  the  pessary,  and  the  retroflexion  is  changed  to  an  anteversion 
or  flexion.  I  have  seen  cases  where  much  disappointment  had 
been  experienced  in  consequence  of  an  apparent  recurrence  of 
symptoms,  and  where,  on  examination,  this  result  was  found  to 
have  occiu-red.  It  is  more  likely  to  happen  in  cases  where  the 
uterus  is  rather  soft  than  under  other  circumstances.  There  are 
a  few  cases  where  the  uterus  is  very  soft,  and  where  the  change 
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from  retroflexion  to  anteflexion  occurs  almost  at  once  on  applica- 
tion of  a  retroflexion  pessary  ;  but  they  are  very  rare. 

It  is  difficult  in  some  cases  to  say  when  the  pessary  can  be 
safely  left  off.  This  involves  the  question  as  to  the  complete 
curability  of  retroflexion  of  the  uterus.  When  pregnancy  occurs, 
the  pessary  can  be  removed  at  four  months,  after  which  time 
there  is  little  danger  of  recurrence.  After  pregnancy  is  over,  the 
pessary  will  probably  be  again  required  (in  about  three  weeks),  if 
the  distortion  is  of  long  standing.  On  the  whole,  it  may  be  said 
that  if  the  retroflexion  has  existed  for  two  years  it  will  probably 
be  necessary  to  employ  the  pessary  for  nearly  an  equal  time. 
And,  speaking  generally,  it  would  seem  that  the  duration  of  the 
disease  regulates  pretty  directly  the  duration  of  the  mecha- 
nical assistance  the  uterus  requires.  There  are  cases  which  are 
more  speedily  cm-ed,  but  they  are  exceptional.  Pregnancy  cer- 
tainly aids  in  the  cure,  but  does  not  absolutely  effect  it.  After 
long  years'  duration,  a  complete  cure  is  almost  impossible  ;  though, 
by  the  expenditure  of  much  time  and  patience,  the  uterus  may 
ultimately  be  made  to  assume  a  correct  form,  even  after  six,  eight, 
or  ten  years ;  but  in  such  cases  the  very  prolonged  use  of  a  vaginal 
;  pessary  will  be  required. 

It  must  be  understood  that  the  pessary  above  recommended 
I  has  no  fixed  bearing  against  any  part  of  the  bony  framework  of 
k  the  pelvis.    Any  pessary  pressing  against  the  pubic  bones  is  badly 
adjusted,  and  will  be  likely  to  be  mischievous.    The  pessary  must 
!  be  so  fitted  that  it  is  embraced  and  kept  in  place  by  the  vaginal 
j  canal  itself,  which  embraces  it  and  surrounds  it.    Ordinarily  it  is 
not  necessary  to  have  a  broad  base  for  the  instrument,  for  the 
sigmoid  curve  which  it  possesses  seems  admirably  to  ensure  its 
retention  in  the  vaginal  canal.    The  lower  extremity  of  the  pes- 
sary should  therefore  be  just  within  the  vulva  at  the  centre  of  the 
aperture,  and  should  not  press  against  the  rami  of  the  pubes. 

Introduction  of  the  retroflexion  pessary. — The  patient  must 
be  well  placed  on  the  side,  with  the  knees  drawn  high  up.  The 
instrument  should  be  well  covered  at  one  end  with  cold  cream  or 
fresh  lard.    It  should  be  held  a  little  obliquely  at  the  vaginal 
iperture,  as  it  then  passes  in  more  readily.    It  is  then  gently 
iiserted  about  half  way  into  the  canal.    When  arrived  at  this 
loint  the  finger  should  be  passed  in  behind  it,  and  the  upper 
xtromity  pushed  sharply  backwards  behind  the  cervix.    It  then 
hoots  rapidly  into  its  pro^jer  position.    It  almost  invariably  hap- 
'(5ns  that  the  instrument  x>asses  in  front  of  the  cervix  uteri 

li 
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instead  of  behind  it  if  these  precautions  be  not  attended  to,  and 
it  is  hardly  necessary  to  state  that  in  such  a  position  the  instru- 
ment will  do  considerably  more  harm  than  good.  After  it  is  in  its 
place  it  may  be  pressed  firmly  to  make  sure  its  pressure  can  be 
borne  ;  and  it  is  a  good  plan  to  make  the  patient  cough  or  to 
strain  downwards  in  order  to  test  the  question  as  to  whether'  the 
pessary  is  so  well  adjusted  that  it  will  not  escape.  It  is  some- 
times difficult  to  insert  a  pessary  owing  to  tenderness  or  spas- 
modic resistance  of  the  patient,  without  anaesthetic  aid. 

When  the  entrance  of  the  vagina  is  narrow  care  is  requisite  to 
avoid  bending  the  pessary,  if  made  of  copper  and  india-rubber,  in 
the  process  of  introducing  it.  A  solid  ebonite  pessary  is  in  such 
a  case  better,  unless  the  operator  is  well  skilled.  It  may  be  well 
to  mention  that  the  pessary  is  worse  than  useless  if  it  be  inserted 
with  the  concavity  downwards  instead  of  upwards.  No  one  who 
has  not  studied  the  construction  and  objects  of  the  instrument 
should  attempt  to  insert  it. 

Necessity  for  changing  the  'pessary.—  K  well-fitted  pessary^ 
should  require  to  be  changed  very  rarely.  The  object  of  the  pes- 
sary is  to  maintain  the  fundus  in  its  proper  place,  and  if  it  be 
taken  away  for  purposes  of  cleanliness  it  should  be  again  at  onc€ 
inserted,  otherwise  ground  gained  is  unnecessarily  lost.  The  pes! 
sary  should  be  considered  in  the  light  of  a  splint,  the  action  of 
which  should  be  continuous.  On  no  account  should  it  be  removed 
at  the  catamenial  period.  If  well-fitted  its  presence  will  at  that 
time  be  very  necessary  and  useful.  If  it  is  thought  serviceable 
to  remove  the  pessaiy  for  a  few  days  the  patient  should  not  be 
allowed  to  move  out  of  the  horizontal  position.  For  purposes  of 
cleanliness  it  is  sometimes  desirable  to  employ  daily  injections  of 
warm  water  with  a  little  disinfecting  fluid  when  the  pessary  is 
constructed  of  india-rubber ;  but  when  of  ebonite,  injections  are 
generally  only  required  just  after  the  monthly  period  is  over. 
Change  of  the  instrument  is  of  course  required  if  it  does  not  fit, 
or  when  circumstances  require  an  instrument  of  a  different  size. 
In  practice  I  have  found  that  patients  go  on  comfortably  wearing 
the  same  instrument  sometimes  for  years  together.  While  writ- 
ing this  I  receive  a  letter  from  a  patient  whom  I  have  not  seen 
or  heard  of  for  three  years,  and  who  writes  to  say  that  she  has  been 
perfectly  well  all  the  time,  and  wishes  to  know  what  to  do,  as 
pregnancy  has  now  occurred.  It  should  be  the  rule  to  take  note  of 
the  condition  of  things  at  stated  intervals ;  not  more  than  a  year 
certainly  should  elapse  without  proper  exaihination  and  removal 
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of  the  pessary ;  though  in  my  experience  I  have  not  met  with 
any  inconvenience  resulting  from  uninspected  long  protraction  of 
the  use  of  vaginal  pessaries. 

The  simple  ring  pessary  for  the  treatment  of  retroflexion. — 
Some  years  ago  Dr.  Meigs  introduced  the  '  ring  '  pessary  for  treat- 
ment of  retroflexion,  and  it  has  been  largely  employed  for  the 
purpose.  The  basis  is  a  piece  of  watch-spring.  The  instrument, 
as  now  a  good  deal  employed  by  Dr.  John  Williams  and  others,  is 
made  in  vaiious  sizes  and  covered  thickly  with  india-rubber.  This 
pessary  admits  of  easy  introduction.  Its  merits,  in  my  opinion, 
are  that  it  is  readily  introduced,  that  it  acts  fairly  well,  and  is 
borne  with  less  difficulty,  owing  to  its  elasticity,  than  a  more  rigid 
iustrument.  Its  defects  are,  that  it  is  incapable  of  carrying  the 
fundus  up  beyond  a  certain  limited  distance,  and  that  the  ring 
must  be  a  large  one  to  do  very  much  in  this  direction ;  involving 
thereby  undue  stretching  of  the  vagina  transversely.  It  is,  I  have 
found,  most  useful  as  a  temporary  expedient  in  cases  when  a  more 
thorough  treatment  has  to  be  postponed,  and  in  a  few  instances 
it  is  superior  to  other  pessaries.  When  thickly  covered  with 
india-rubber,  this  pessary  acts  somewhat  after  the  method  of  the 
old-fashioned  disc  pessary. 

Dilatation  and  moulding  of  the  uterus  as  a  cure  for  retro- 
fiexio7i. — Some  years  ago  Dr.  Mbir  of  Edinburgh  suggested  and 
practised  a  method  consisting  of  dilating  the  uterine  canal  by 
tents  and  the  subsequent  wearing  of  a  stem  pessary  ;  the  object 
being  to  overcome  the  resistance  and  flexion  by  full  dilatation  in 
the  first  place,  and  use  of  the  stem  afterwards  to  maintain  the 
straightness.    The  method  is  undoubtedly  sound  in  principle, 
;  and  could  be  employed  in  chronic  obstinate  cases  with  advantage 
(see  later  chapter  on  '  Methods  of  Dilating  Cervix  Uteri '). 
Schultze '  has  more  recently  adopted  the  plan  of  dilating  first  by 
I  means  of  tangle  tents,  and  afterwards  injecting  carbolic  acid  or 
I.  dilute  iron  solution  to  promote  contraction.    He  uses  also  a 
vaginal  pessary  of  figure  of  eight  shape  to  help  in  restoration.  It 
appears  that  he  has  employed  the  method  in  a  large  number  of 
cases  without  bad  result. 

The  stem  treatment  in  cases  of  retroflexion. — It  has  already 
been  stated  (p.  199)  that  as  a  rule  the  stem  treatment  is  best 
adapted  for  anteflexion  cases.  I  have  occasionally  treated  cases 
of  retroflexion  with  the  aid  of  stems,  and  successfully  ;  but  in  the 
large  majority  of  cases  I  have  found  the  ordinary  plan  the  best. 

'  Centralhlatt  f.  Gyn.,  No.  3,  1879. 
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In  the  last  edition  of  this  work  was  figured  an  instrument  I  have 
"  used  for  the  purpose.  It  consists  of  an  ebonite  stem  fitting  into 
a  vaginal  pessarj-  on  the  Hodge  principle,  so  that  it  has' a  double 
action.  My  own  impression  is  that  the  stem  pessary  should,  if 
adopted,  be  used  in  conjunction  with  the  vaginal  pessary,  as 
shown  in  the  annexed  figure.  It  is  essential  that  the  stem  be 
kept  thoroughly  in  the  canal  of  the  uterus  and  not  allowed 
partly  to  escajDe,  also  that  it  should  not  touch  the  top  of  the 


Fig.  67.' 


fundus,  and  it  is  certainly  less  likely  to  wound  the  uterus  if  th 
fundus  be  at  the  same  time  supported  from  behind  by  the  aid  o 
the  vaginal  pessary. 

Incision  and  immediate  rectification. — It  has  been  proposed 
to  incise  the  uterus  from  within  in  order  to  relieve  the  flexion  by 
an  operation  which  is  a  modification  of  one  which  has  been  largely 
practised  by  Dr.  Marion  Sims  for  strictm-e  of  the  uterine  canal. 

The  latest  phase  of  this  jjrocedure  is  an  operation  described  iu 
the  'American  Journal  of  Obstetrics,'  June  1876,  by  Dr.  Len- 

'  Fig.  67  shows  a  combined  stem  and  Hodge  pessary.  The  shape  of  the  Hodge 
pessary  in  the  above  figure  is  not  the  best  that  could  be  devised ;  the  Albert 
Smith  type  is  best  modilied  according  to  the  requirements  of  the  case. 
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necker  of  Chicago,  on  '  The  Surgical  Treatment  of  Primary  Ketro- 
tlexion  of  the  Uterus.' 

He  appears  to  speak  only  of  retroflexion  occurring  before 
marriage.  The  patient  is  placed  in  lithotomy  position;  he  then 
incises  the  cervix  with  scissors,  front  and  back  ;  then  with  nar- 
row knives  incises  the  uterus  up  to  fundus  laterally  and  ante- 
riorly (three  incisions),  the  knives,  three  in  number,  being  of 
peculiar  shape,  the  handles  bent  and  adapted  to  curve  of  canal. 
A.fter  sponging  with  iced  water,  cotton  is  inserted  soaked  in  car- 
bolic acid  to  cauterise  the  incision.  This  cautery  is  repeated  in 
is  hours  after  use  of  a  two-bladed  dilator ;  then  repeated  every 
:hird  day  till  twelfth  ;  then  once  a  week  for  six  weeks.  Ten 
Jays  after  operation  a  modified  Hodge  used  for  eight  to  ten 
(Veeks. 

He  has  operated  in  thirteen  cases  ;  in  all  complete  cure  ;  in 
:,hree  cases  pregnancy  speedily  followed.  Of  latter  :  case  6,  set.  19, 
narried  1  year;  case  10,  jet.  22,  married  2  years;  case  11,  aet.  22, 
narried  6  months. 

It  is  stated  that  all  the  cases  were  cured,  and  that  in  three 
)regnaiicy  speedily  followed,  but  as  the  ages  of  the  three  latter 
Fere  respectively  19,  22,  and  22,  the  inference  is  that  the 
etroflexion  was  not  of  long  standing,  and  could  have  been  readily 
ured  by  less  severe  procedures. 

I  have  now  entirely  relinquished  the  use  of  the  air  ball  and 
tem  pessary  described  in  the  last  edition  of  this  work. 

Radical  ojjeration. — Here  may  be  mentioned  an  operation 
erformed  by  Koeberle  in  Strasburg,  March  27,  1869,  for  the 
idical  cure  of  retroflexion  by  gastrotomy,  and  flxation  of  the 
items  to  the  anterior  abdominal  wall  by  means  of  the  broad 
1  gament,  which,  being  brought  forward,  was  fastened  to  the  edge 
f  the  abdominal  wound.    Dr.  Schetelig,  who  describes  the  opera- 
on,'  states  that  the  patient  recovered,  and  the  disjjlacement  of 
»e  uterus  was  cured.    The  patient's  age  was  twenty-five.  The 
nation  of  the  malady  was  2^  years.    The  operation  is  a  curiosity 
I'l  the  procedure  ingenious,  but  it  obviously  involves  a  confes- 
'U  of  deficient  mechanical  resource  of  the  less  dangerous  kind. 
Oojjhorectomy  (Battey's  operation). — In  cases  deemed  other- 
incurable,  the  operation  known  as  Battey's  operation  has 
'  n  in  some  instrmces  practised.    Such  an  operation  can  only  be 

'  Dr.  Sfihetolig,  Ui^her  cine  Radicaloperatwn  zvr  Begdtiguvg  der  Retrojiexio 
<l  Itetrwn-rio  UteH ;  Sep.  Abdr.  a.  d.  C'entralhlatt  f.  d.  vied.  Wigsensc/i.  1869 
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required  or  considered  justifiable  in  very  extreme  cases.    My  own 
experience  is,  to  the  effect  as  I  liave  already  stated,  that  with 
time  and  patience  even  the  worst  cases  are  curable.    It  is  possible 
that  there  may  be  cases  in  which  a  long  course  of  treatment 
would  not  succeed,  but  I  have  not  as  yet  met  with  such  cases. 
This  subject  will  be  again  referred  to  in  the  chapter  on  '  Diseases* 
of  the  Ovaries.'    Here  I  may  say,  however,  that  some  of  the  pub- 
'lished  records  of  cases  of  oophorectomy  in  which  chronic  retro- 
flexion existed  appear  to  me  to  offer  conclusive  evidence  that  the 
uterine  displacement  might  have  been  cured,  and  the  operation 
thus  rendered  unnecessary,  by  further  and  more  patient  efforts  to 
cure  the  retroflexion  of  the  uterus. 
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CHAPTER  XXI. 

ANTEFLEXION  AN1>  ANTEVERSION  OP  THE  UTERUS. 

Importance  op  Anterior  Displacements  and  Flexions  Considered. — 
Frequency  with  which  these  Conditions  give  rise  to  Uterine  Dyskinesia — Great 
Frequency  of  this  latter  Symptom  as  observed  in  Practice. 

Definition.— Difficulty  hitherto  Experienced  in  Definition — Owing  to  Existence 
of  slight  Anteflexion  in  normal  Uterus— Owing  also  to  Misapprehension  of  true 
nature  of  Congestion  of  Uterus  associated  with  Anteflexion — Author's  Defini- 
tion :  Exceptional  Cases  when  the  Definition  does  not  apply — Use  of  the  Finger 
in  making  the  necessary  Exploration — Precautions  to  take. 

Frequency. — Hospital  and  Private  Practice  compared — Single  or  Married — Age 
of  488  Cases  in  Private  Practice. 

Etiology.- — Predisposing  Causes — Discussion  of  Schultze's  views  as  to  Movement 
of  Uterus  when  P)ladder  is  Emptied — Author's  Dissent  from  Schultze's  Conclu- 
sions— Importance  of  Softness  of  Uterine  Tissues  and  want  of  Rigidity  as 
Causing  Anteflexion — Previous  Pregnancy — Rupture  of  Perinaeum — General 
Physical  Weakness  and  Prostration — Special  or  Exciting  Causes :  Traumatic 
Causes,  their  great  Frequency — Previous  Attacks  of  Parametritis — Schultze's 
'  Pathological  Anteflexion '  —  General  Perimetric  Fixation  result  of  Ante- 
flexion of  long  standing. 

The  anterior  displacements  and  flexions  of  the  uterus  are  real  and 
serious  ailments,  although  there  are  not  wanting  authorities  who 
dispute  this  view. 

At  the  present  day,  however,  many  gyngecologists  of  repute 
recognise  the  importance  of  anterior  displacements  of  the  uterus. 
The  growing  feeling  of  the  importance  of  these  maladies  is  shown 
in  the  fact  that  very  numerous  mechanical  appliances  have  been 
recommended  for  their  relief. 

In  reference  to  the  question  as  to  the  '  importance '  of  these 
affections  it  will  be  found  on  considering  the  matter  that  the  question 
really  at  issue,  but  which  many  who  have  discussed  it  have  not 
thought  it  worth  while  even  to  allude  to,  is  this :  Taking  the  case 
of  a  patient  who  is  suffering  from  symptoms  referable  to  the 
uterus,  what  is  the  actual  explanation  of  the  pain  or  discomfort, 
or  particular  symptom,  which  induces  the  patient  to  seek  medical 
advice  in  such  cases?  Having  for  many  years  systematically 
endeavoured  to  procure  an  answer  to  this  question  in  every 
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individual  case  which  has  come  before  me,  I  have  arrived  at  the 
conclusion  that  anteversion  and  anteflexion  are  maladies  having  a 
a  very  high  degree  of  '  importance.'  The  general  considerations 
which  have  led  me  to  arrive  at  this  conclusion  may  be  stated  as 
follows  : — 

In  the  first  place,  attention  must  be  directed  to  the  great 
frequency  with  which  jDatients  coming  to  consult  us  complain  of 
pain  or  discomfort  of  various  kinds  on  motion.  In  the  chapter 
on  '  Symptomatology '  this  subject  has  been  fully  discussed.  The 
analysis  of  this  symptom,  which  I  have  designated  '  uterine 
dyskinesia '  shows  clinically  in  the  most  conclusive  manner  its  de- 
pendence on  an  exaggerated  motion  or  mobility  of  the  uterus  in 
one  direction  or  another ;  and  a  multitude  of  observations  extending 


now  over  many  years  has  proved  to  me  that  the  generalisation  is  a 
sound  and  a  true  one.  Further,  it  can  be  abundantly  shown  from 
clinical  evidence  that  sufferings  coming  under  this  head  constitute 
the  large  proportion  of  the  complaints  of  patients  seeking  advice. 
Here  we  have  therefore  two  points  of  importance  :  ( 1 )  That  certain 
mechanical  motions  of  the  uterus  give  rise  to  pain  and  suffering ; 
and  (2)  that  such  mechanically  produced  pains  constitute  the 
greater  part  of  the  affection  present.  For,  in  the  patient's  esti- 
mation at  all  events,  what  she  feels  is  to  her  the  disease. 

In  the  next  place,  an  extended  observation  has  shown  that 
there  is  a  very  close  connection  between  presence  of  certain  degrees 
of  anteversion  or  flexion,  and  presence  of  marked  uterine  dys- 

'  Fig.  G8  shows  a  very  marked  case  of  anteHexion.  The  drawing  represents  a 
specimen  from  University  College  Museum. 
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kinesia,  and  that  the  latter  is  almost  invariably  associated  with 
the  former  (unless  in  the  cases  where  the  flexion  or  displacement 
is  in  the  backward  direction).  A  definite  symptom  is  thus  found 
to  indicate  so  generally  a  definite  condition  of  the  uterus  that  it 
is  obviously  a  relation  of  cause  and  effect. 

A  further  set  of  proofs  consisted  in  observation  of  the  effects  of 
rest,  maintenance  of  the  uterus  in  its  proper  shape  and  position, 
Ac,  in  removing  or  alleviating  this  particular  set  of  symptoms. 
This  effect  is  most  marked,  and  here  again  observation,  repeated 
over  and  over  again,  has  shown  that  these  symptoms  of  which  the 
patient  complains  so  much  give  way  to  a  treatment  which  is 
essentially  a  mechanical  one ;  and  cease  in  direct  proportion  to  the 
success  of  the  measures  taken  for  preventing  and  restraining  the 

Fig.  69.' 


abnormal  movements  of  the  uterus,  and  for  restoring  the  organ 
to  its  proper  shape. 

It  has  thus  by  observations,  repeated  day  after  day,  for  some 
years  past,  and  which  may  in  one  sense  of  the  word  be  termed '  expe- 
rimental,' that  conviction  has  followed  as  to  the  real  and  substantial 
influence  exercised  by  anteversion  and  flexion  of  the  uterus  in  the 
production  of  the  pain,  suffering,  and  discomfort  of  various  kinds 
of  which  patients  so  commonly  complain. 

The  same  reasoning  and  the  same  conclusions  apply  to  retro- 
version and  retroflexion,  and  the  foregoing  statement  concerns 
the  posterior  equally  with  the  anterior  displacements  of  the  uterus. 
The  reason  for  making  the  statement,  in  this  place,  is  that  while 
retroflexion  and  retroversion  are  admitted,  with  very  few  excep- 

'  Fig.  G9  cxliibits  acute  anteflexion  o£  the  nterus  in  profile,  sectional  view, 
become  chronic. 
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tions,  to  be  maladies,  it  is  not  so  in  regard  to  anteversion  and 
anteflexion  ;  and  I  desire  to  point  out  how  and  why  it  is  that  I  have 
been  led  to  regard  the  latter  as  substantial  and  important  affections. 

It  is  not  intended,  in  the  foregoing  remarks,  to  imply  that 
'  uterine  dyskinesia '  is  the  only  severe  symptom  jiresent  in  cases 
of  anterior  flexion.  Other  symptoms  are  important  also,  but  they 
are  better  known,  and  duly  recognised  as  such,  by  those  who  have 
given  attention  to  the  subject. 

Dejlnition. — It  is  now  necessary  to  give  a  definition  of  ante- 
flexion and  anteversion.  From  what  has  already  been  said,  it  will 
have  been  rendered  evident  that  a  definition  is  necessary. 

The  question  resolves  itself  into  this  :  What  degree  of  anterior 
flexion  or  anterior  version  is  to  be  considered  abnormal  ? 

The  particular  point  at  which  I  find  myself  at  issue  with 
some  writers  and  practitioners  of  repute  is  in  regard  to  the  impor- 
tance of  the  lesser  degrees  of  anterior  flexion  and  version,  and 
their  capability  of  producing  symptoms  of  a  troublesome  character. 
The  basis  of  my  conclusion  is,  as  already  stated,  a  prolonged  series 
of  clinical  observations  on  this  subject. 

With  reference  to  the  more  severe  degrees  of  anteflexion  and 
version  the  number  of  scientific  observers  who  recognise  their 
importance  is  very  considerable.  There  are  only  a  few  left  who 
still  deny  the  practical  significance  as  diseases  of  the  more  severe 
cases  of  anterior  displacement.  As  regards  the  importance  of 
the  less  severe  degrees  of  anterior  flexion  and  version  the  number 
of  converts  still  to  be  made  is  more  considerable. 

There  can  be  no  doubt  that  the  principal  cause  of  the  reluctance 
to  recognise  the  anterior  displacements  as  diseases,  is  the  notion 
that  inasmuch  as  the  uterus  has  a  slight  normal  curvature  and 
inclination  forwards,  further  degrees  of  that  curvatm-e  and  in- 
clination forwards  cannot  have  any  practical  importance.  Tlie 
prevalence  of  this  notion  is  and  has  been  so  great  that  few  have 
taken  the  trouble  to  differentiate  the  various  degrees  of  ante- 
flexion and  anteversion. 

This  is  not  the  only  reason  for  the  neglect  which  the  subject 
has  received.  Another  reason  has  been  the  complication  of  con- 
gestion of  the  uterus  so  frequently  met  with  in  these  cases,  which 
complication  has  received  exclusive  attention,  while  the  displace- 
ment has  been  either  not  recognised  at  all  (as  is  most  commonly 
the  case),  or,  if  recognised,  has  been  regarded  as  an  affair  of  quite 
secondary  importance.  Having  had  frequent  opportunities  of 
meeting  practitioners  in  consultation  in  cases  of  this  kind,  I  hiive 
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formed  the  conclusion  that  one  reason  why  so  little  is  known  as  to 
the  frequency  and  effects  of  anterior  displacements  is  that  the  very 
simple  and  easy  exploration  of  the  condition  of  the  uterus,  by 
means  of  a  digital  examination,  is  little  practised.  Over  and 
over  again  it  has  happened  in  cases  brought  to  me  for  consultation 
that  marked  anteversion  or  flexion  has  existed  and  remained  un- 
detected for  this  reason  and  this  reason  alone  :  the  condition  has 
been  unrecognised  simply  because  it  has  not  been  looked  for.  The 
too  exclusive  use  of  the  speculum  and  the  too  general  concentra- 
tion of  attention  to  the  condition  of  the  os  uteri  is  responsible  for 
this  too  common  omission  of  the  digital  examination. 

Thus  it  happens  that  these  affections  have  been  comparatively 
neglected,  sometimes  because  they  have  not  been  looked  for, 
sometimes  because,  when  known  to  exist,  they  have  been  misinter- 
preted. We  may  now  proceed  to  the  definition — which  I  would 
give  as  follows  : — 

Abnormal  anteflexion  or  version  exists  when  the  fundus  of 
the  uterus  can  be  felt  by  means  of  the  finger  introduced  as  far  as 
the  middle  of  the  proximal  phalanx,  the  patient  lying  on  the 
side  and  the  knees  draiun  up  in  a  favourable  position  for  such 
examination.  For  the  application  of  this  definition  it  is  to  be 
assumed  that  there  is  no  tumour  or  considerable  enlargement  of  the 
uterus  present. 

The  above  definition  covers  by  far  the  majority  of  cases,  but 
not  all.  For  in  some  exceptional  instances  the  uterus  lies  rather 
high  and  yet  it  is  much  and  abnormally  anteflexed. 

Neither  does  it  cover  those  cases  where  the  uterus  is  excessively 
mobile  and  the  fundus  retreats  before  the  point  of  the  finger,  for 
in  such  cases  the  condition  might  be  overlooked. 

Neither  does  it  provide  certainly  for  the  recognition  of  ante- 
flexion in  cases  where  the  uterus  is  excessively  soft,  for  the  uterine 
fundus  under  such  circumstances  may  not  be  easily  felt  by  the 
finger,  though  the  uterus  is  undoubtedly  in  a  state  of  ante- 
flexion. 

Neither  does  it  provide  for  recognition  of  cases  of  anteflexion 
with  retroversion,  to  be  explained  further  on.  It  will  be  found  on 
practising  the  investigation  above  described  that  the  lower  border 
of  the  triangular  ligament  corresponds  to  the  joint  between  the 
proximal  and  the  second  phalanx  of  the  finger.  It  is  generally 
easy  to  introduce  the  finger  as  far  as  this  by  placing  the  patient 
in  a  proper  position.  I  consider  it  necessary  to  insist  on  the  ob- 
servance of  this  latter  condition,  because  the  drawing  up  of  the 
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knees  enables  the  observer  to  introduce  this  finger  nearly  an  inch 
fiirther  than  can  be  done  when  the  patient  is  in  any  other 
position. 

Theoretically  the  condition  of  the  bladder  might  be  supposed 
to  modify  the  results  of  the  examination.  But  practically  it  is 
found  not  to  be  the  case,  for  if  abnormal  anteflexion  or  -version  be 
present  the  fundus  of  the  uterus  is  generally,  though  not  in- 
variably, always  within  reach  as  above  described. 

To  come  within  the  above  definition  the  uterine  body  must 
have  become  materially  flexed  or  rotated  forwards  from  what  has 
been  described  in  some  of  the  former  pages  (see  page  128)  as  the 
normal  position  of  the  uterus,  or  the  uterus  must  have  as  a  whole 
descended  much  lower  in  the  pelvis  than  usual. 

It  will  be  found  that,  without  using  any  force,  it  is  generally 
possible  easily  to  introduce  the  finger  to  the  extent  of  three 
inches,  and  when  the  fundus  is  easily  reached,  and  its  outline 
definable  within  this  distance  of  the  ostium  vagina,  a  displacement 
exists. 

The  question  as  to  the  normal  position  and  normal  motion  of 
the  uterus  has  been  already  fully  discussed  at  page  131. 

The  range  of  normal  anterior  motion  which  I  would  assign  to 
the  uterus  is  represented  in  the  accompanying  drawing  (fig.  70). 
The  labia  majora  offer  a  projection  externally,  and  a  portion  of  the 
three  inches  constituting  the  available  length  of  the  finger  is 
occupied  in  traversing  the  vulva,  generally  as  much  as  one  inch 
(in  cases  of  obesity  more  than  this),  so  that  only  two  inches  are 
left  for  the  exploration  of  the  vagina  proper.  It  is  possible  to 
introduce  the  finger  farther  than  this  by  exercising  some  degree 
of  pressure,  but  the  above  definition  applies  to  ordinary  exploration, 
without  exercise  of  undue  pressure.  (See  fig.  8,  showing  the  line 
of  direction  of  a  digital  examination.) 

When  the  motion  of  the  uterus  does  not  exceed  what  has  been 
above  laid  down  as  the  normal  limit,  the  space  left  between  the 
uterine  fundus  and  the  pubic  symphysis  is  as  nearly  as  possible 
one  inch  and  a  half.  When  the  fundus  encroaches  on  this  space, 
therefore,  the  position  is  abnormal,  unless  it  can  be  accounted  for 
by  increased  size  of  the  whole  organ.  This  latter  condition  would  . 
obviously  have  to  be  eliminated. 

Anterior  displacement  beyond  the  limit  mentioned  would 
bring  the  fundus  within  the  reach  of  the  finger,  introduced  to  the 
medium  degree,  as  above  described. 

There  are  cases  in  which  circumstances  prevent  the  recognition 
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;  of  the  fundus  by  the  digital  examination,  some  of  which  have  been 
;  mentioned.    It  must  not,  therefore,  be  concluded  absolutely, 
because  the  fundus  cannot  be  detected  by  the  touch  in  the 
manner  directed,  that  no  anterior  displacement  exists. 


It  is  to  be  remarked  that  the  directions  given  suppose  the 
patient  to  be  lying  on  the  side.    It  is  obvious  that  this  is  not  the 


most  favourable  position  for  the  detection  of  a  slight  anterior  dis- 
i  placement.    A  slight  anterior  displacement  would  no  doubt  be  more 
i  readily  detected  by  the  touch  in  the  upright  position.    But  this 
J  consideration  is  in  favour  of  the  definition  as  above  given,  for 
the  patient  being  in  the  lateral  position,  a  too  unfavourable 
view  of  the  case  would  not  be  so  likely  to  be  given  by  the  digital 
examination.     In  severe  cases  of  anteflexion  and -version  the 
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uterine  fundus  is  very  readily  reached,  whether  the  patient  be 
standing  or  lying  on  the  side. 

Frequency. — The  subject  has  already  been  mentioned  at 
page  140.  Here  it  may  be  stated  that  of  1,200  hospital  patients 
(1865-69),  184  were  cases  of  anteflexion  or  -version  (cases  of  retro- 
flexion or  -version,  112).  In  six  years'  private  practice  (1873-79), 
out  of  1,140  cases  488  were  cases  of  anteversion  or  -flexion  (cases  of 
retroflexion  or  -version,  180). 

The  above  figures  show  that  while  about  one-seventh  of 
hospital  patients  were  alfected  with  anteflexion  or  -version,  the 
proportion  in  private  practice  was  much  greater — viz.  about 
two-fifths  of  the  whole  number.  It  is  to  be  remarked  that  the 
large  number  of  cases  of  anteflexion  and  -version  in  private  practice 
is  partly  to  be  accounted  for  by  the  circumstance  that  many  such 
cases  have  been  specially  sent  to  me  to  be  treated. 

Frequency  of  anteflexion,  &c.,  and  retroflexion  compared.  The 
hospital  practice  results  given  above  apply  to  .that  class  of  patients 
alone,  giving  184  anteflexion  as  against  112  retroflexion.  The 
private  practice  results  give  488  cases  of  anteflexion  against  180 
of  retroflexion. 

Single  or  married. — Of  the  488  cases  of  anteflexion  or  -version 
in  private  practice,  360  were  married  and  128  single. 

Age. — The  following  are  the  statistics  of  six  years'  private 
practice : — 


Age 

Single 

Married  : 

Married : 

fertile 

sterile 

16  . 

1 

0 

0 

17  . 

.  0 

0 

1 

18  . 

1 

0 

0 

19  . 

.  3 

0 

1 

20  .       .  . 

.  4 

0 

2 

20-25  . 

.  26 

20 

27 

25-30  . 

.  36 

65 

41 

30-35  . 

.  34 

65? 

22 

35-40  . 

.  11 

38 

18 

40-45  . 

6 

20 

10 

45-50  . 

.  5 

9 

2 

50  . 

.  0 

5 

0 

Age  not  stated  . 

1 

13 

5 

128 

231 

129 

488 

ETIOLOGY. 

Prec^^sposi^^on.— There  can  be  no  doubt  that  there  is  wha 
may  be  termed  a  special  predisposition  to  anteflexion  and  -versio) 
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in  the  natural  slight  inclination  of  the  uterus  fonvards,  and  in 
the  fact  that  there  is  normally  a  very  slight  anterior  curvature  of 
the  uterine  canal.  Aided  by  its  own  natural  firmness  and  rigidity, 
and  supported  to  a  certain  extent  by  the  moderately  distended 
bladder,  the  position  and  the  shape  of  the  uterus  are  in  a  state  of 
health  preserved. 

The  relations  of  vailing  conditions  of  the  hladdef)-  to  the 
normal  movements  of  the  uterus  have  been  considered  at  p.  136 
Here  it  is  necessary,  however,  to  discuss  the  matter  further,  as  it 

Fig.  71.' 


has  a  considerable  bearing  on  the  subject  now  under  deliberation. 
In  opposition  to  the  views  of  Schultze  ^  I  would  repeat  that  the 
results  of  my  observations  do  not  sustain  his  view  that  the  healthy 
uterus  becomes  decidedly  anteverted  and  slightly  flexed  when  the 
bladder  is  empty.  I  believe,  on  the  contrary,  that  the  space  in 
the  pelvis  derived  from  the  emptying  of  the  bladder  is  ordinarily 

'  The  above  drawing  is  Schultze's  representation  of  what  he  considers  to  be 
the  normal  outline  of  the  uterus  (nuUiparous),  after  emptying  of  the  bladder  and 
rectum.    {Arch.f.  Gyn.  8.  142.) 

^  Arch.f.  Oyn.  8.  134. 
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filled  by  the  descent  of  the  intestines,  and  that  the  uterus  retains 
its  normal  (slightly  curved  forwfirds)  shape  under  such  circum- 
stances. I  therefore  dispute  the  occurrence  of  what  .Schultze 
terms  normal  anteflexion  and  -version,  at  all  events  to  the  degree 
described  by  him.  It  seems  probable  that  the  case  or  cases  from 
which  Schultze  took  his  drawings  of  so-called  normal  anteflexion 
would  only  truly  represent  what  may  be  observed  in  cases  where 
the  uterus  is  soft  and  unduly  pliable,  but  then  I  should  deny  the 
applicability  of  the  term  '  normal '  to  such  cases.  This  author, 
whose  able  memoirs  on  the  subject  may  be  consulted  with  advan- 
tage, appears  not  to  have  noticed  what  I  consider  to  be  a  most 
important  factor — namely,  the  softness  or  hardness  of  the  uterus. 
Assuredly  this  must  be  taken  into  account  in  any  attempt  to  lay 
down  a  law  as  to  the  definition  of  normal  and  abnormal  anteflexion. 

In  the  chapter  on  '  Etiology  of  Flexions '  softness  of  the  uterus 
is  mentioned  as  a  powerfully  predisposing  condition.  Here  these 
observations  apply  with  peculiar  force.  A  very  extensive  observation 
has  convinced  me  that  it  is  a  factor  of  the  extremest  importance 
in  bringing  about  anteflexion  and  -version.  What  this  undue  soft- 
ness of  the  uterus  means  has  been  discussed  in  a  former  chapter 
(see  p.  66).  This  want  of  tone,  want  of  rigidity  and  resistance,  on 
the  part  of  the  uterus,  places  it  at  the  mercy  of  external  influences 
of  a  mechanically  disturbing  character.  A  year  or  two  of  deficient 
or  insufficient  feeding  suffices  to  produce  decided  uterine  softness, 
and  ordinary  exertions  may  then  prove  too  much  for  the  stability 
of  the  uterus.  The  acquired  softness,  the  natural  inclination  of 
the  uterus  forward?,  a  slight  exertion,  all  coming  together,  have 
then  the  result  of  bringing  about  mischief  of  a  decided  character. 
My  knowledge  of  softness  of  the  uterus  as  a  predisposition  to 
flexion  was  the  result  of  observation  of  cases  of  anteflexion,  and  I 
had  been  familiar  with  this  softness  as  a  frequently  present  con- 
dition long  before  it  occurred  to  me  to  give  a  satisfactory  explana- 
tion of  it. 

Previous  pregnancy  is  responsible  for  innumerable  cases  of 
anterior  displacement.  It  acts  as  a  predisposition  by  loosening 
the  attachments  of  the  uterus,  leaving  it  in  a  soft,  bulky  condition ; 
and  under  these  circumstances  it  readily  gives  way  when  the 
patient  begins  to  move  about,  especially  if  there  be  added  the 
debilitating  influences  of  a  deficient  dietary  during  child-bed.  In 
some  cases  of  abortion  the  malady  begins  with  the  abortion  and 
becomes  firmly  established  when  the  uterus  is  allowed  to  set  and 
become  contracted  in  its  distorted  condition. 
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■  The  reader  is  referred  to  the  statistics  given  at  p.  186  in  refer- 
ence to  the  influence  of  a  previous  pregnancy  in  bringing  about  a 
secondary  sterility. 

Rupture  of  the  perinseum  in  some  cases  favours  the  occurrence 
of  anteflexion  and  -version.  I  have  seen  several  cases  in  which 
ll  the  perinseal  injury  seemed  to  have  been  the  starting-point  of  the 
^  displacement. 

Lastly,  one  of  the  most  common  of  the  predisposing  causes  of 
I  anteflexion  and  -version  is  general  physical  weakness  and  prostra- 
fi  tion.  Of  such  typical  instances  are  the  weakness  produced  by 
'  typhoid  fever,  measles,  scarlet  fever,  and  the  like.  I  have  in 
practice  seen  several  cases  where  the  malady  began  unmistak- 
'  ably  on  getting  up  from  a  severe  attack  of  fever,  and  some  of  the 
•  most  severe  cases  of  anterior  displacement  I  have  witnessed  have 
;  been  cases  of  this  kind.     It  is  not,  however,  necessary  that  the 

■  physical  exhaustion  should  proceed  from  fever.  There  are  many 
[  other  depressing  influences  which  might  be  mentioned.  They 
i  mostly  act  by  reducing  the  tone  of  the  uterus,  softening  its  tissues, 
)  and  by  virtue  of  that  alteration  predisposing  to  distortion  of  the 

organ. 

Special  or  exciting  causes  of  anteflexion. — The  general  causes 
of  flexions  have  been  already  discussed,  and  the  reader  is  referred 
I  to  page  143  for  information  on  this  subject. 

The  question  as  to  the  special  causes  of  anteflexion  and  -version 
;  is  to  some  extent  elucidated  by  reference  to  the  details  given  in 
i  the  table  at  page  144.    Traumatic  influences  are  shown  by  the 
,  details  there  given  to  have  been  very  seriously  operative  in  the  cases 
^  which  have  been  analysed,  and  which  have  occurred  in  six  years' 
1  private  practice.    Thus,  out  of  257  cases  of  single  or  sterile 
!  patients  affected  with  anteflexion,  the  flexion  was  distinctly  traced 
(  to  what  maybe  termed  traumatic  influences  in  nearly  100  of  those 
cases.    The  table  in  question  shows,  however,  that  such  traumatic 
causes  sometimes  produced  a  forward,  and  sometimes  a  backward 
displacement,  so  that  it  does  not  appear  that  a  particular  accident 
or  mechanical  injury  is  more  likely  to  produce  one  form  of  uterine 
displacement  than  another. 

The  evidence  afforded  by  the  critical  investigation  of  cases  is 
'  most  remarkable  in  showing  the  very  great  influence  of  mechanical 
disturbing  agencies  in  the  production  of  anteflexion  or  -version 
At  page  145  is  given  a  list  of  the  possible  exciting  causes  of  flexions. 
Tn  regard  to  the  particular  form  of  displacement  now  under  dis- 
'  ussion  one  or  other  of  these  causes  will  generally  be  found  to 
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have  been  in  operation  in  the  cases  coming  before  us.  Repeatedly 
it  has  happened  to  me  to  have  been  foiled  for  a  time  in  ascertaining 
the  particular  cause — the  accident  or  strain,  or  whatever  it  might 
be — which  immediately  preceded  the  coming  on  of  the  symptoms  ; 
but  where,  a  little  later  on,  the  patient  has  recounted  an  incident 
which  she  had  at  iirst  forgotten,  and  finally  the  whole  history  of 
the  transaction  could  be  pieced  together,  showing  most  unmis- 
takably that  a  special  mechanically  disturbing  cause  was  the 
starting-point  of  the  evil. 

It  is  to  be  remembered  that  while  a  single  accident  or  severe 
strain  has  evidently  been  the  cause  in  a  number  of  cases,  there 
are  many  others  in  which  the  application  of  the  cause  has  been 
spread  over  a  considerable  time,  the  uterus  having  been  displaced 
by  the  continued — i.e.  daily — operation  of  a  particular  exciting 
cause.  Daily  severe  walks,  daily  standing  for  many  hours  in  suc- 
cession, as  in  the  case  of  shopwomen,  severe  and  long-continued 
standing  while  nursing  a  sick  relation, — these  are  instances  of  the 
kind  alluded  to.  Riding  on  horseback,  use  of  a  sewing-machine,  are 
other  causes  of  a  like  character — the  mischief  being  done  not 
necessarily  at  once,  but  by  slow  degrees. 

There  is  no  doubt  that  marriage  is  the  cause  of  anteflexion  in 
some  instances :  the  uterus  becomes  displaced  as  a  result  of  the 
act  of  intercourse  in  some  exceptional  cases. 

Some  few  cases  of  severe  anteflexion  and  -version  arise  from 
exertion,  combined  with  a  chill  received  during  menstruation, 
which  I  attribute  to  the  occurrence  of  exudation  or  thickening 
around  the  uterus,  result  of  the  menstrual  suppression,  whereby  the 
uterus  becomes  more  or  less  fixed  in  a  distorted  shape. 

The  relation  of  inflammatory  exudations,  effusions  around  the 
uterus,  parametritis,  &c.,  to  anteversion  and  -flexion,  has  been  the 
subject  of  a  paper  by  Schultze.^  This  author  believes  that  a  prin- 
cipal cause  of  what  he  terms  '  pathological  anteflexion '  of  the 
uterus  is  rigidity  and  shortening  of  the  Douglas  folds  behind  the 
uterus,  which  rigidity  is  the  result  of  chronic  atrophic  pai-ametritis 
affecting  the  connective  tissue  in  the  Douglas  pouch.  Schultze 
states  that  he  has  very  frequently  found  this  posterior  fixation 
along  with  anteflexion.  There  is  no  doubt  that  undue  shortness 
of  the  Douglas  folds  might  produce  such  an  effect,  but  it  is  another 
question  whether  the  occurrence  is  at  all  common.  Here,  agani,  it 
may  be  suggested  that  in  the  cases  alluded  to  by  Schultze,  the 
really  abnorma  condition  present  may  have  been  presence  of 

'  AroJdv.f.  frijii.  8.  1. 
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a  very  soft  anteflexed  uterus,  and  that  the  supposed  posterior 
fixation  was  only  what  is  normally  present.  Schroeder  and  Miiller 
(of  Berne)  contest  the  accuracy  of  these  views  of  Schultze.  I  have 
in  some  few  instances  met  with  a  condensed  resisting  condition  of 
the  connective  tissue  around  the  Douglas  pouch,  in  cases  of  ante- 
flexion, where  pelvic  cellulitis  had  been  present ;  abnormal  short- 
ening and  rigidity  of  the  Douglas  fold  is,  according  to  my  experi- 
ence, very  rare. 

It  is,  however,  not  uncommon  to  meet  with  what  may  be 
termed  parametric  exudation  and  hardening  around  the  uterus, 
so  far  as  can  be  explored  by  the  finger,  in  cases  of  anteflexion  and 
version  of  a  chronic  character.  Such  hardening  and  contraction 
of  the  cellulai-  tissue  acts  as  a  fixation  of  the  uterus,  and  indeed 
offers  not  seldom  difficulty  in  the  elevation  and  straightening  of  the 
utems.  The  exudation  in  question  is  not,  however,  the  cause  of 
the  flexion  and  displacement,  but  precisely  the  opposite — it  is  the 
result  of  it.  Pelvis  cellulitis  may  give  rise  to  a  localised  effusion 
which  may  push  the  uterus  quite  away  from  its  proper  position  to 
one  side  or  the  other,  or  backwards  or  forwards,  and  the  organ  may 
be  thus  pinned  down  as  it  were  by  such  exudation,  though  instances 
of  this  kind  are  not  common.  This  subject  will  be  again  con- 
sidered in  describing  the  complications  of  anteflexion  and  -version. 
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CHAPTER  XXII. 

ANTEFLEXION  AND  ANTEVERSION  OP  THE  UTERUS  

{continued). 

Varieties.— 1.  In  Degree  of  Flexion ;  2.  Degree  of  Rotation  of  Uterus  ;  3.  Degree 
of  Descent  of  Uterus  as  a  Whole ;  4.  Rigidity  of  Uterine  Tissues— "Various 
Combinations  of  these  possible,  hence  Infinite  Differences  in  Cases— Three 
Principal  Degrees  of  Flexion— Some  Leading  Types  Described— Various  Con- 
ditions of  Cervix — Anteflexion  with  Posterior  Rotation — Severe  Cases  in  which 
the  Uterus  is  very  low  down,  compressing  the  Rectum  —  Variations  in 
Rigidity  of  Uterine  Tissue  and  Connections— Clinical  Features  of  Different 
Cases — Illustrative  Cases  given — Degree  of  Congestion  present. 

Complications. — Congestion,  Accessions  of  Acute  Congestion — Distension  of 
Cavity — Adhesions — Cystocele — Cystitis — Constipation. 

Symptoms.— Uteiine  Dyskinesia — Illustrative  Facts  in  regard  to  this  observed 
in  Thu-ty-three  '  Fertile  '  Women  and  in  Thirty-five  Single  Cases — Spontaneous 
Pain — Tenderness  of  Uterus  to  touch — Other  Abnormal  Sensations — Dys- 
menorrhoea,  Menorrhagia,  Leucorrhoea,  Amenorrhcea— Sterility — Abortions — 
Dyspareunia — Rellex  Nervous  Symptoms — Symptoms  referable  to  Bladder  ;  to 
Rectum. 

Diagnosis. — Various  Difficulties — Method — ^Use  of  Sound — Precautions  and 
Difficulties  in  Introducing  it  in  DifiEerent  Cases. 


VARIETIES. 

In  the  chapter  on  '  Retroflexion  and  -version  '  a  certain  method 
of  classification  has  been  adopted  which  may  with  advantage  be 
followed  so  far  as  the  circumstances  admit  in  regard  to  anteflexion 
and  -version.  Reasons  have  been  there  (see  p.  215)  given  for 
using  the  word  *  rotation  '  instead  of  *  version,'  and  the  same 
reasons  render  it  convenient  to  employ  this  term  in  describing 
the  varieties  of  anteflexion  and  -version.  i 

Cases  may  be  classified  according  to  | 

1.  Degree  of  flexion — first,  second,  or  third,  as  the  case  maybe; 
also  the  variations  in  the  position  of  the  flexion. 

2.  Degree  of  rotation. 

3.  Degree  of  descent  of  uterus  as  a  whole. 

4.  Degree  of  resistance  offered  by  the  uterus  itself  to  unbend 
ing  or  replacement. 

5.  Presence  or  absence  of  {a)  congestion,  (6)  enlargement- 
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(For  some  other  variations  see  general  classification  of  flexions 
at  p.  153.) 

Seeing  that  in  practice  the  several  factors  above  detailed  are 
combined  in  different  ways  in  different  cases,  it  becomes  evident 
that  infinite  varieties  may  be  observed.  It  is  a  conclusion  to 
which  all  who  study  the  subject  practically  will  come,  that  hardly 
two  cases  are  found  exactly  alike.  The  appreciation  of  this  fact  is 
necessary  for  success  in  the  treatment  of  these  cases,  every  case 
having  peculiarities  of  its  own.  The  above  classification  will 
serve  to  indicate  the  points  to  which  attention  must  be  directed 
in  obtaining  a  definite  and  broad  view  of  the  particular  case 
before  us. 

Anteflexion  of  the  uterus,  according  to  Dr.  Emmet,  affects 


Fig.  72. 


generally  the  cervix  of  the  uterus,  rarely  the  body.  My  own  idea 
on  the  subject  is  not  in  agreement  with  this  view,  although  it  is 
no  doubt  the  fact  that  many  cases  are  observed  in  which  the 
flexion  is  below  the  internal  os  uteri. 

What  may  be  termed  the  typical  varieties  of  anteflexion  and 
-version  will  now  be  described. 

The  most  simple  case  is  that  in  which  the  uterus  is  flexed  to 
first  degree,  the  fundus  too  far  forward,  and  the  os  uteri  a  little 
nearer  the  sacrum  than  natural  (fig.  72).  With  this  is  frequently 
associated  the  first  degree  of  rotation  forwards  (the  latter  not 
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shown  in  accompanying  drawing) ;  a  second  degree  of  anteflexion  is 
shown  in  fig.  73,  together  with  a  slight  amount  of  rotation.  This 
may  be  associated  with  a  much  more  severe  degree  of  rotation 
than  that  shown  in  the  drawing. 


Fig.  73. 


The  curve  offered  by  the  uterine  canal  in  cases  of  anteflexion 
is,  according  to  my  experience,  a  gradual  one  ;  there  is  no  sudden 
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j    alteration  in  the  direction  of  the  canal :  "such  a  sudden  change 
j   in  direction  is  not  possible  under  ordinary  circumstances,  the 
bend  oiiers  degrees  as  above  stated — first,  second,  and  third — but 
the  bending  is  distributed  over  three-quarters  of  an  inch  of  the 
canal,  more  or  less,  in  ordinary  cases.     The  figs.  73  and  74  re- 
;   present  this.    The  actual  centre  of  the  bend  may  be  higher  or 
I  lower  than  the  internal  os  uteri. 

Eotation  is  present  in  very  different  degrees  in  different  cases. 
I  Thus  we  may  have  an  extreme  degree  of  rotation  with  little  or  no 
I  anteflexion.  Such  cases  have  been  termed  anteversion  pure  and 
>  simple.  They  are  by  no  means  common  ;  the  uterus  lies  almost 
;  parallel  to  the  vaginal  canal ;  the  fundus  is  very  near  to  the 


Fjg.  75. 


I  symphysis  pubis,  and  the  posterior  wall  of  the  bladder  lies  in  close 
(  coaptation  to  the  base  of  the  bladder,  with  no  appreciable  interval. 
I  Such  a  case  is  shown  in  fig.  75.    The  os  uteri  is  reached  by  the 
"  finger  with  great  difficulty,  as  it  lies  so  far  back  in  the  hollow  of 
the  sacrum. 

As  a  rule  rotation  is  not  very  great  when  the  degree  of  flexion 
is  considerable,  and  in  this  respect  there  is  a  difference  between 
'•ases  of  anteflexion  and  cases  of  retroflexion  ;  the  bladder  offers 
an  obstacle  to  very  considerable  anterior  rotation.  Fig.  76  shows 
three  degrees — (1)  first  degree  of  anteflexion,  (2)  second  degree, 
(3)  third  degree — of  flexion,  together  with  the  more  usual  accom- 
l)anying  degrees  of  rotation. 

The  condition  of  the  vaginal  part  of  the  cervix  differs  very 
much.  In  some  cases  it  is  nearly  straight  and  the  os  directed  very 
distinctly  backwards ;  but  in  many  instances  it  is  bent  forwards, 
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SO  much  SO  indeed  that  the  opening  of  the  os  uteri  does  not  look 
towards  the  vaginal  outlet  but  upwards  and  forwards.  Thus  we 
sometimes  meet  with  anteflexion  in  the  third  degree  with  the 
whole  uterine  canal  having  the  form  of  a  parabolic  curve,  the 
flexion  as  great  as  it  can  be.  This  kind  of  case  is  more  often  met 
with  in  young  women  who  have  had  no  children  :  the  cervix  has  a 

Fig.  76. 


conical  shape  and  is  frequently  unduly  elongated.  This  considerable 
bending  of  the  vaginal  part  of  the  cervix  is,  I  believe,  due  (as  Dr. 
Emmet  remarks)  to  the  repeated  forcing  down  of  the  uterus 
against  the  vaginal  floor,  whereby  the  cervix  becomes  bent  and 
turned  upwards.  It  constitutes  a  condition  very  troublesome  from 
the  severity  of  the  symptoms,  and  difficult  of  cure.  (See  figs.  77, 
78,  and  79.)  Some  observers  regard  cases  similar  to  those  just 
described  as  '  congenital.'    Thus  Dr.  Roper  '  says  : — 

•  Ohst.  Trans,  vol.  xx.  p.  304. 
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1.  A  certain  class  of  cases  of  anteflexion  '  are  congenital  and 
are  not  the  result  of  any  pathological  change  in  the  uterine 
textm-e,  but  are  malformations  of  the  whole  or  part  of  the  organ.' 

2.  '  Acquired  flexions  generally  are  associated  with  some  patho- 
logical change  in  the  uterine  tissue,  whether  it  be  one  of  hyper- 
trophy, atrophy,  or  degeneration.' 

He  proceeds  to  explain  that  in  the  first  class  of  cases  '  there 
is  an  antecurvature  of  the  uterus  running  from  the  top  of  the  fundus 
to  the  point  of  the  cervix,  extending  the  whole  length  of  the 
organ.  There  is  no  point  on  either  the  cervix  or  body  at  which  a 
flexion  exists  as  in  the  pathologically  flexed  organ  '  (loc.  cit.  p.  305). 


Fig.  77.' 


The  context  shows  that  Dr.  Roper  only  admits  existence  of 
'  flexion  '  when  the  cervix  and  the  body  of  the  uterus  are  separated 
by  '  an  intervening  portion  of  softened  tissue.' 

And  when  he  finds  that  the  uterus  is  uniformly  solid  and  rigid, 
mere  curvature  does  not  for  him  constitute  flexion.  But  it  is  to 
be  remarked  that  the  consistence  of  the  uterine  tissues  varies  : 
the  uterus  is  generally  in  a  soft  condition  when  the  flexion  occurs, 
but  it  may  and  frequently  does  subsequently  become  firm  and 
hard,  although  still  preserving  the  flexed  condition.  Dr.  Eoper's 
<lefinition  of  flexion  therefore  cannot  be  accepted,  and  the  cases  he 
would  describe  as  cases  of  *  congenital  antecurvature  '  are,  in  my 

'  Fig.  77  is  Dr.  Emmet's  drawing  of  a  severe  case  of  anteflexion,  the  dark 
line  A  B  C  D  showing  the  extent  of  incisions  made  in  his  operation  for  the  cure 
if  this  affection. 
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opinion,  for  the  most  part  cases  in  which  the  flexion  has  arisen  in 
the  manner  above  pointed  out. 

A  peculiar  variety  of  severe  flexion  of  the  cervix  is  shown  in 


Fig.  78. 


figs.  78  and  79 ;  here  the  uterus  is  anteflexed  in  about  the  third 
degree,  the  cervix  elongated  and  directed  forwards  and  a  little 

Fig.  79. 


Upwards.  It  may  be  termed  severe  anteflexion  of  the  uterus  ivit^ 
posterior  rotation.  The  history  of  such  cases  is  as  follows.  Ante 
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tiexion  to  a  severe  degree  first  occurs,  and  persists  for  a  considerable 
time.  The  uterus  hardens  in  its  anteflexed  condition,  but  subse- 
quently undergoes  posterior  rotation,  by  which  it  acquires  the 
position  and  shape  shown  in  the  drawing.  It  is  not  easy  to  diag- 
nosticate, for  the  reason  that  there  appears  to  be  a  tumour 
behind  the  cervix.  Moreover,  the  sound  goes  in  at  first  in  the 
direction  backwards.  The  absence  of  a  tumour  in  front  is  also 
misleading  ;  this  condition  was  first  described  by  me  in  the  1872 


Fig.  80. 


dition  of  this  work.  I  have  met  with  at  least  a  dozen  such  cases 
II  practice. 

In  figs.  80  and  81  are  shown  (life-size)  anteflexion  of  the 
ilerus,  of  different  degrees  of  severity,  the  i)osition  of  the  adjacent 
rgans  being  also  depicted. 

( )pportunities  are  rarely  afforded  for  observing  post  mortem 
lie  condition  of  the  uterus  in  cases  of  anteflexion.  This  being  so, 
think  it  will  be  serviceable  to  reproduce  in  a  slightly  abbreviated 
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form,  from  the  pages  of  Dr.  Ashwell's  work,'  a  case  recorded  many 
years  ago  by  that  most  careful  and  unbiassed  observer,  Dr.  Walter 
Hayle  Walshe. 

The  case  was  observed  by  Dr.  Walshe  some  years  before  in  the 
wards  of  Louis  in  Paris.  He  gives  it  as  almost  unique,  the  ob- 
servation of  the  symptoms  being  followed  by  post-mortem  exami- 
nation. 


Anteflexion  and  Anieversion  terminating  fatally. — V.  E,,  set.  38. 
Jan.  9. — Worked  as  charwoman  for  last  three  years  ;  previously  portress 
and  housemaid.  Had  six  children,  first  at  17,  last  at  age  of  23. 
Menses  i-egular.  Subject  for  last  five  years  to  pain  near  upper  border 
of  sacrum  after  the  least  fatigue.  Her  food  has  been  poor  in  quality : 
she  has  not  for  years  been  in  the  habit  of  eating  meat.  For  a  month 
before  Nov.  10  sacral  pain  increased  ;  only  slightly  unwell  on  two 
preceding  periods.  On  Nov.  10,  while  engaged  in  washing,  thei-e  oc- 
curred a  sudden  haemorrhage  with  large  clots  from  vngina.  Felt  no  pain, 
continued  her  work.    Since,  has  had  persistent  red  discharge,  which  for 

'  Diseases  of  Women,  1844. 
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a  month  equalled  daily  the  quantity  lost  during  catamenia,  lately  less. 
Inguinal  pain  at  first  severe,  now  less ;  for  last  fifteen  days  occasional 
pricking  pain  in  left  thigh ;  has  lost  half  her  former  flesh ;  scarcely  ate 
anything  during  fii-st  month. 

Present  state. —  .  .  .  Defsecation  unusually  difficult  for  last  two  months 
and  increasingly  so  ;  no  complaint  as  to  passing  urine.  Impossible  to  see 
orifice  of  uterus  by  speculum.  Examination  with  finger. — Neck  of  uterus 
2^  inches  from  vulva;  broad,  unusually  hard,  turned  backwards. 
Anteriorly  towards  pubis  a  tumour  is  felt  formed  by  the  body  of  the 
organ  ;  on  pushing  it  iipwards  depression  of  the  neck  follows.  Pulse  76, 
inodorous  vaginal  discharge  equalling  about  an  eighth  of  what  is  lost 
daily  during  menses. 

Feb.  12. — Discharge  of  late  increased  in  quantity,  but  patient  better 
in  her  general  state.  To-day,  however,  a  new  ti-ain  of  symptoms — great 
swelling  and  tenderness  of  abdomen,  violent  pain  in  hypogastrium,  first 
slightly  felt  three  days  ago.  Bladder  not  distended  ;  frequent  vomiting 
of  greenish  matter,  on  increase.  No  relief  of  bowels  for  four  days  ;  pulse 
112,  regular,  very  small;  discharge  almost  ceased;  decubitus  dorsal; 
knees  raised,  features  contracted.  Feb.  1 3. — Abdominal  tension  increased ; 
extreme  tympanitis  ;  great  thirst ;  pulse  126  ;  respiration  54.  Feb.  14. — 
Death. 

Post-mortem  examination. — Intestines  adherent  by  false  membrane  : 
clot  of  blood  size  of  egg  in  Douglas  pouch,  black  in  colour  :  *  to  account 
for  it  there  appear  to  be  some  vessels  open.'  Here,  too,  are  several 
loculi  with  pseudo-membranous  walls  of  hardish  consistence  containing 
putrid  clots.  Sigmoid  flexure  adherent,  dull  red-coloured  fluid  beneath 
adhesions,  and  surface  black. 

'  Uterus  flexed  on  itself  at  an  obtuse  angle  at  the  union  of  its  body 
and  neck,  in  such  a  manner  that  the  fundus,  concealed  by  the  bladder,  is 
inclined  forwards  and  downwards,  while  the  neck  is  inclined  backwards 
to  the  sacrum,  the  posterior  sui^face  of  the  body  being  antero-superior. 
There  is  a  slight  lateral  obliquity  in  its  direction,  the  neck  being  turned 
somewhat  to  the  right  of  the  middle  line,  the  fundus  towards  the  left 
crural  arch.  The  body  of  the  organ  as  well  as  the  neck  is  hyper- 
trophous ;  then-  substance  is  of  a  greyish  hue  and  hardened,  firm  and 
resisting  throughout,  except  at  the  union  of  those  parts  where  theie  is  a 
band  of  the  organ  flattened  from  before  to  behind,  extremely  soft,  flabby, 
and  yielding,  and  corresponding  exactly  to  the  angle  of  flexion.  Anterior 
and  posterior  walls  of  the  body  each  measure  precisely  an  inch  in  thick- 
ness; neck  is  2\  inches  wide,  its  orifice  gaping.'  Right  ovary  enlarged, 
divided  into  cells  containing  a  puriform  fluid.  Left  ovary  also  divided 
into  loculi  with  citron-coloured  serous  contents ;  a  small  reddish  clot  in 
one  of  them. 


The  degree  of  descent  of  the  uterus  as  a  ivhoLe  is  an  important 
factor  in  all  cases.    By  some  distinguished  gynaecologists  it  is 
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asserted  that  flexion  and  version  are  not  liable  to  be  attended  with 
symptoms  unless  also  the  uterus  is  very  low  down  in  the  pelvis. 
It  is  certainly  the  fact  that  the  lower  the  uterus  the  greater  the 
evil.  So  far,  but  no  farther,  I  would  express  my  general  assent  to 
the  proposition.  It  generally  happens  that  in  cases  of  anteflexion 
the  descent  of  the  uterus  as  a  whole  is  a  marked  feature.  The 


Fig.  82.' 


uterus  in  its  flexed  condition  becomes  rotated  and  at  the  same 
time  pushed  lower  and  lower  downwards  towards  the  pelvic  floor. 
And  so  much  is  this  the  case  that  it  is  not  uncommon  to  find  the 

'  Fig.  82  represents  a  severe  chronic  case  of  anteflexion  of  probably  fifteen 
years'  duration,  in  a  patient  aged  36.  There  had  been  a  mi-scarriage  shortly  after 
marriage,  and  several  attempts  had  been  made  to  rectify  the  displacement  of 
the  uterus.  The  organ  was  jammed  downwards  in  the  pelvis,  and  in  a  most  irrif  able 
condition,  much  hypertrophied,  and  a  chronic  neurosis  of  one  portion  of  the 
cervical  canal  established.  Severe  sickness,  constant  pain,  locomotive  inability, 
were  the  chief  but  by  no  means  the  only  symptoms. 
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OS  uteri  quite  close  to  the  tip  of  the  coccyx.  Such  cases  are  most 
severe  and  troublesome.  A  typical  case  of  this  kind  would  be  re- 
presented as  follows :  The  uterus  in  the  second  degree  of  ante- 
flexion, rotation  to  second  degree,  the  os  uteri  rather  far  back, 
apparently  touching  the  coccyx,  the  fundus  lying  very  near  to  the 
pubic  symphysis.  Such  a  case  is  not  uncommon  in  single  women 
who,  after  many  years'  continuous  suffering,  have  become  finally  in- 
capacitated from  active  exertions  of  all  kinds  in  consequence  of 
the  pain  and  discomfort  produced  by  attempts  to  move  about  in 
the  ordinary  way  (see  fig.  82  representing  such  a  case).  A  very 
troublesome  element  in  cases  where  the  uterus  is  on  the  floor  of 
the  pelvis  arises  from  the  pressure  on  the  rectum,  and  the  most 
obstinate  constipation  often  results.  I  have  seen  one  extreme 
case  in  which  the  uterine  cervix  actually  inverted  the  rectum  and 
protruded  at  the  anus. 

The  uterus  is  not  always,  however,  so  low  down  in  the  pelvis. 
It  may  be  acutely  flexed  and  yet  retain  its  normal  position  so  far 
as  elevation  in  the  pelvis  is  concerned ;  the  flexed  fundus  is  com- 
paratively high  up  and  is  reached  with  less  ease  than  usual. 
Schultze  seems  to  have  met  with  such  a  condition  rather  frequently, 
judging  from  his  statements  on  the  subject,  or  rather  from  the 
drawing  he  gives  to  illustrate  his  remarks.  But  it  is  to  be  re- 
marked that  Schultze  believes  in  normal  anteflexion  to  an  extent 
which  I  deny.  The  result  of  the  difference  of  view  is  that  Schultze 
naturally  finds  few  cases  of  (pathological)  anteflexion  with  the 
fundus  low  down,  whereas  such  cases  are,  from  my  point  of  view, 
very  common. 

Another  very  important  distinction  to  be  made  is  as  regards 
the  degree  of  softness  or  hardness  of  the  uterus  and  the  difficulty 
or  facility  with  which  the  uterus  can  be  restored  to  its  proper 
position  and  shape  by  means  of  the  sound.  This  applies  of  course 
to  all  the  several  varieties  of  displacement  above  described.  Here 
is  an  opportunity  afforded  for  what  may  be  termed  the  general,  as 
opposed  to  the  mechanical,  view  of  the  case  before  us.  It  is 
necessary  to  determine  how  far  the  uterus  is  fixed  and  hardened 
in  its  disturbed  shape,  either  by  a  hardening  process  in  its  own 
tissues  or  by  external  fixation  due  to  hardening  of  the  cellular  tissue 
and  connections  of  the  uterus 

Thus  taking  a  case  of  the  second  degree  with  considerable 
rotation  present,  we  may  find  the  uterus  soft  and  spongy  and 
readily  straightened  and  elevated  to  its  proper  position  ;  or  we  may 
find  it  very  hard  and  firm,  and  the  attempt  to  straighten  it  is 
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attended  with  difficulty  ;  or  we  may  find  that  it  is  so  firmly  em- 
bedded and  jammed  downwards  behind  the  symphysis  that  its 
elevation  is  almost  impossible  at  the  moment  by  the  aid  of  the 
sound.  In  long-standing  cases  the  latter  difficulty  is  likely  to  be 
encountered.  The  annexed  drawings  illustrate  the  conditions  re- 
ferred to  in  the  last  paragraph. 

In  fig.  83  is  represented  a  case  of  severe  anteflexion  at  age  of 
19,  the  subject  of  which  was  a  patient  who  had  been  incessantly 
sick  for  ten  months,  the  displacement  caused  by  a  jump  from  a 


height  of  six  feet.  The  uterus  was  large,  congested,  but  soft  and 
sj)ongy  in  texture. 

In  fig.  84  is  represented  a  case  of  severe  anteflexion  at  age  of 
51,  the  subject  of  which  was  single  and  had  received  an  injury  in 
getting  over  a  stile  when  16  years  old.  She  had  been  more  or 
less  an  invalid  for  years.  Here  the  uterus  was  very  large,  quite 
fixed  in  its  low,  anteflexed  condition,  and  it  was  evident  that  the 
malady  had  been  in  existence  for  many  years.  The  two  cases 
above  related  are  quite  alike  :  in  both  the  j^osition  is  much  the 
same,  but  in  the  one  the  malady  was  recognised  sufficiently  early 
to  be  quite  and  rapidly  cured  ;  in  the  other  it  \^as  not  possible  to 
alter  the  position  of  the  uterus  and  the  time  had  passed  away  for 
attempting  it. 
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All  kinds  of  gradations  are  met  with  both  in  regard  to .  the 
flexibility  of  the  uterus  and  in  regard  to  its  mobility.  As  a  rule, 
when  the  flexion  is  in  the  third  degree  the  uterus  is  not  easily 
straightened.  Sometimes  we  meet  with  cases  where  the  flexion  is 
severe  but  the  general  mobility  considerable ;  in  such  cases  the 
uterine  fundus  is  elevated  by  a  slight  pressure,  but  the  flexion 
remains,  and  although  the  rotation  is  reduced,  the  flexion  con- 
tmues.    This  fact  has  an  important  application  in  the  treatment. 

Fig.  84. 


/ 


1  instrument  by  which  we  are  enabled  to 

judge  of  the  degree  of  rigidity  of  the  flexion  present,  and  of  the 
'legree  to  which  it  resists  the  attempt  to  replace  and  straighten  it 
further  remarks  on  the  use  of  the  sound  will  be  found  later  on 
"nder  the  head  of  '  Diagnosis.') 

The  degree  of  congestion  or  enlargement  of  the  uterus  jore- 

.nT-VersTof  rr-r"'^^  altogether  absent  in  cases  of  anteflexion 
nd  version.    But  it  is  very  much  more  severe  in  some  cases  than 
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in  others.  The  fundus  uteri  can  be  felt  to  have  a  much  larger 
size  than  usual,  due  to  long-continued  chronic  congestion  associ- 
ated with  anteflexion  and  partly  causing  it,  and  being  partly 
caused  by  it.  First,  second,  or  third  degrees  of  anteflexion  may 
each  be  associated  with  slight,  severe,  or  very  intense  congestion, 
and  various  degrees  of  enlargement  may  be  present.  A  very 
common  condition  in  women  who  have  had  no  children  consists 
in  combination  of  anteflexion  to  second  degree,  rotation  to 
second  degree,  enlargement  of  the  uterus,  especially  the  fundus,  to 
three  times  its  ordinary  size.  Conditions  more  severe  or  less 
severe  than  this  may  be  encountered.  Congestive  enlargement 
with  anteflexion  is  by  no  means  limited  to  women  who  have  had 
children. 

As  a  rule  the  os  uteri  gives  evidence  of  considerable  conges- 
tion ;  this  is  more  decided  in  women  who  have  had  children.  In 
many  cases  of  pluriparse  the  os  presents  considerable  swelling,  and 
congestion  especidly  of  the  anterior  lip.  In  chronic  anteflexion 
affecting  pluriparse  the  os  uteri  presents  very  great  hypertrophy, 
the  result  of  the  long-continued  congestion  and  consequent  hyper- 
trophy. 

In  not  a  few  cases,  also,  in  pluriparae  there  is  eversion  of  the 
lining  of  the  cervix  and  the  generally  depressed  condition  of  the 
uterus  gives  rise  in  such  cases  to  great  friction  of  the  os  against 
the  vaginal  floor.  The  congestion  and  irritation  observed  at  the 
OS  uteri  in  many  such  cases  has  long  obscured  their  true  nature. 
These  appearances  usually  result  from  the  general  congestion  of 
the  uterus  itself  produced  in  most  cases  by  the  anteflexion.  In 
some  instances  they  result  from  lacerations  of  the  cervix  uteri 
during  labour  (see  a  later  chapter). 

Complications. — Congestion  of  the  uterus  is  the  most  common 
of  the  complications  of  anteflexion,  as  has  already  been  stated. 
Why  this  is  so  has  been  explained  at  page  76.  The  congestion 
may  be  very  acute,  giving  rise  to  exceeding  sensitiveness  to  touch, 
to  severe  spasmodic  pains,  to  great  swelling  of  the  uterus  as  a 
whole,  to  a  sort  of  strangulation  of  the  whole  organ.  This  may 
pass  into  a  sub-acute  and  then  into  a  chronic  stage.  In  the 
chronic  stage  frequent  accession  of  acuteness  may  occur.  In  the 
end,  the  uterus  acquires  a  great  size  and  a  permanent  hypertrophy. 
Distension  of  the  uterine  cavity  is  rather  common  as  a  com- 
plication of  anteflexion,  the  cavity  is  often  of  considerable  size, 
forming  a  large  pouch,  in  which  blood  collects  during  menstruation, 
and  puriform  fluid  at  other  times. 
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Adhesions,  of  a  peritoneal  character  at  least,  do  not  appeal-  to 
be  common,  but  fixation  is  not  very  rare.  It  is  especially  observed 
in  long-standing  anteflexions  where  the  uterus  is  very  low  down  in 
the  pelvis  and  has  carried  with  it  the  floor  of  the  bladder.  Such  a 
condition,  when  of  long  standing,  renders  restitution  of  the  uterus 
to  its  proper  shape  and  position  a  work  of  great  difficulty.  It  may 
be  easily  confounded  (and  indeed  may  be  associated)  with  hardness 
or  rigidity  of  the  uterus  itself. 

Cystocele  is  a  possible  complication  of  severe  anteflexion,  the 
uterine  fundus  forcing  the  bladder  downwards  and  partly  out- 
wards. I  have  seen  such  a  case  in  a  patient  who  had  never  borne 
a  child. 

Where  it  occurs  in  pluripara)  cystocele  generally  occurs  in  con- 
nection with  ruptured  perinaeum-;  the  anteflexion  and  the  cystocele 
are  then  traceable  to  defective  perinseal  support. 

Cystitis  is,  I  believe,  more  frequently  the  result  of  anteflexion  of 
the  uterus  than  is  supposed.  It  is  very  common  to  meet  with 
extreme  irritability  of  the  bladder  in  cases  of  anteflexion  owing 
to  the  mechanical  pressure  of  the  fundus  on  the  bladder  and 
interference  with  its  retentive  power,  but  I  have  seen  some 
few  cases  of  very  severe  cystitis  certainly  due  to  anteflexion,  some 
of  which  have  been  at  once  cured  on  relief  of  the  uterine  displace- 
ment. 

Chronic  constipation  is  exceedingly  common,  due  to  mechanical 
pressure  on  the  rectum. 

Symptoms. — It  has  been  stated  in  describing  the  symptoms 
observed  in  cases  where  flexions  of  the  uterus  are  present,  that  one 
of  the  most  common  is  presence  of  pain  during  locomotion.  This 
symptom,  uterine  dyskinesia,  has  been  generally  described  at  page 
165.  It  is  not  peculiar  to  any  special  form  of  uterine  flexion,  but 
it  is  a  very  noticeable  symptom  in  cases  of  anteflexion  and  -version. 
Peculiar  interest  attaches  itself  to  this  symptom,  because  its 
intensity  in  cases  of  anteflexion  is  a  test  of  the  degree  of  im- 
portance of  these  cases. 

I  have  thought  it  useful  to  offer  the  following  extracts  from 
notes  of  cases  as  evidence  of  the  above  statement.  It  has  been 
my  practice  always  to  inquire  of  patients  what  it  is  they  complain 
of,  and  the  following  is  a  part  of  the  reply  given  in  the  cases 
referred  to.  There  are  two  series  of  cases,  and  they  are  taken 
consecutively  from  my  case-book,  the  words  given  being  generally 
the  words  actually  used  by  the  patient  in  reply  to  the  interrogation 
above  mentioned. 
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Cases  of  Anteflexion  or  -version  of  the  Uterus — Patients  all  belonging  to  the 

'  Fertile '  Series. 


1 .  Constant  feeling  of  bearing-down  in 

walking. 

2.  Since  a  strain,  two  months  ago,  not 
able  to  walk. 

3.  Pain  on  rising  from  bed  in  morning. 

4.  Locomotion  difficult. 

5.  Incapable  of  locomotion. 

6.  Walking  power  gone    last  four 
months. 

7.  Locomotion    very    difficult  and 
painful. 

8.  Locomotion  painful. 

9.  Walking  power  small. 

10.  Almost  incessant  unpleasant  sensa- 
tions, a  sort  of  aching  only  going 
away  when  in  bed. 

11.  Locomotion  difficult. 

1 2.  Walking  power  small. 

13.  Strained  feeling ;  cannot  stand  any 
time. 

14.  Unable  to  walk  from  pain  in  side. 

15.  Cannot  walk. 

16.  Walking  painful. 


17.  Feels  sitting  much. 

18.  Complete  inability  for  locomotion. 

19.  Inability  to  walk. 

20.  Pain  in  walking. 

21.  Cannot  walk  far  without  pain. 

22.  Feels  dragged. 

23.  Pain  in  walking. 

24.  Walks  badly. 

25.  Pain  right  side  on  motion. 

26.  Bearing-down  in  walking  or  stand- 
ing. 

27.  Standing  difficult  from  pain  in 
hypogastric  region. 

28.  One  day,  six  weeks  ago,  found 
could  only  take  short  steps. 

29.  Continuous  pain  right  side,  since  a 
week's  exertion  in  shopping. 

30.  Cannot  walk. 

31.  Discomfort  after  exertion. 

32.  Pain    and    discomfort  following: 
exertion. 

33.  Exertion  painful. 


Cases  of  Anteflexion  or  -version  of  the 

Ma/rried, 

1 .  Walking  always  produces  f  aintness. 

2.  Never  could  walk  much. 

3.  Can  walk  only  short  distance. 

4.  Can  only  walk  very  short  distance 
without  pain. 

5.  Tires  readily. 

6.  Locomotion  not  practised. 

7.  Walking  power  left  her  nineteen 
years  ago. 

8.  Incapable  of  locomotion. 

9.  Cannot  sit  upright  from  pain  in 
back. 

]  0.  Pain  on  locomotion. 

11.  Locomotion    painful    after  five 
minutes. 

12.  Tired  easily. 

13.  Cannot  walk  well. 

11.  Walking  produces  pain. 

15.  Incapable  of  locomotion. 

16.  Standing,  ever  so  little,  insup- 
portable. 

17.  Cannot  walk. 

18.  Walks  badly. 


Uterus — Patients  either  Single  or,  if 
Sterile. 

19.  Dragging  pain  back,  especially 
walking  or  standing;  bearing 
down. 

20.  Peculiar  sensation  in  groins,  and  a 
sick  feeling  on  walking. 

21.  Extreme  incapacity  for  movement. 

22.  Incapacity  for  locomotion. 

23.  Pain  and  inabihty  to  walk. 

24.  Never  could  walk  well. 

25.  Cannot  walk  freely  or  sit  easily. 

26.  Pain  in  side  increased  by  exertion. 

27.  Very  little  walking  power. 

28.  Great  difficulty  in  locomotion. 

29.  Severe  pain  right  groin,  worse  after 
exertion. 

30.  Pain  in  back  increased  by  walking. 

31.  Walldng  fatigues  much. 

32.  Cannot  walk  well. 

33.  Walking  power  little,  formerly 
good. 

34.  After  walking  feels  tumbling  to 
pieces. 

35.  Cannot  walk  much. 
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The  above  are  extracts  from  reports  of  cases  observed  during 
three  years  in  private  practice,  and  it  does  not  by  any  means 
include  all  the  cases  of  anteflexion  in  which  the  symptom  in 
question  occurred.  In  those  cases  above  referred  to  it  was  so 
noticeable  a  symptom  that  the  patient  generally  spontaneously 
mentioned  it  on  being  asked  '  what  she  complained  of.' 

In  point  of  fact  uterine  dyskinesia  is  the  principal  symptom  in 
a  very  large  number  of  cases  of  anteflexion  and  version. 

Certain  positions  of  the  body,  even  when  the  body  is  in  a  state 
of  repose,  give  rise  to  great  pain  and  irritation  in  many  cases  of 
anteflexion.  Thus,  the  sitting  posture  gives  great  discomfort  in 
many  cases,  especially  bending  forwards,  as  in  the  act  of  writing, 
sitting  on  a  low  chair,  and  bending  forwards  particularly.  Eiding 
in  a  carriage  in  the  ordinary  position  often  produces  the  greatest 
discomfort :  the  combination  of  sitting  and  being  jolted  by  the 
motion  of  the  can'iage  is  often  very  distressing  in  its  effects. 
Anything  calling  into  action  the  abdominal  muscles  may  give  great 
pain  even  when  the  patient  is  otherwise  quiet ;  even  putting  up 
the  arms  to  dress  the  hair  gives  great  pain  in  some  cases. 

Spontaneous  pain  is  very  frequently  observed.  This  pain  is 
generally  in  the  sacral  region,  but  very  frequently  also  it  is  felt 
in  one  of  the  groins.  In  a  few  cases  it  is  very  severe  and  constant, 
but  as  a  rule  when  the  patient  is  at  rest  there  is  little  spontaneous 
pain. 

Tenderness  of  the  uterus  to  the  touch. — This  is  a  symptom 
present  to  a  severe  degree  in  some  cases.  In  fact  the'  anteflexed 
uterus  is  sometimes  so  sensitive  to  the  touch  that  the  greatest 
difficulty  is  experienced  in  making  a  simple  examination.  It  is 
not,  however,  so  common  to  find  extreme  sensitiveness  in  anteflexion 
as  in  retroflexion.  The  tenderness  when  present  affects  the  os 
uteri.  In  some  cases  the  sensitiveness  is  not  felt  at  the  os  uteri 
so  much  as  within  the  canal.  The  internal  os  uteri  is  not  seldom 
the  seat  of  a  very  extreme  sensitiveness,  the  patient  screaming  out 
when  the  extremity  of  the  sound  reaches  the  point  in  question. 
There  is  generally  acute  congestion  of  the  uterus  when  general 
sensitiveness  is  present,  and  when  the  uterine  canal  is  so  sensitive 
the  flexion  is  an  acute  one  and  is  generally  of  long  standing.  In 
>uch  cases  a  neurosis  has  been  established  at  a  certain  situation, 
and  the  spot  is  usually  quite  definable,  other  parts  of  the  uterus 
being  comparatively  non-sensitive. 

In  a  few  cases  we  meet  with  a  chronic  congestion  and  enlarge- 
ment, together  with  anteflexion  and  a  condition  of  very  severe 
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sensitiveness  which  remains  so  long  as  the  flexion  and  congestion 
persist,  but  disappears  for  a  time  under  treatment.  This  recurs 
from  time  to  time  unless  means  are  taken  to  prevent  the  descent 
of  the  fundus  forwards.  When  pain  or  tenderness  to  the  touch 
are  felt  just  above  the  groin  on  one  side,  the  idea  naturally 
suggests  itself  that  it  is  due  to  some  quasi-inflammatory  condition 
at  that  spot,  and  it  has  frequently  been  assumed  that  it  arises 
from  ovaritis.  I  have  seen  many  such  cases  in  which  on  careful 
examination  no  tenderness  or  abnormal  condition  of  the  ovary 
could  be  detected  by  very  careful  examination  from  within,  but 
where  the  uterus  was  found  to  be  anteflexed  and  proved  to  be 
the  source  of  the  pain. 

Various  abnormal  sensations  are  experienced  by  patients 
suffering  from  anteflexion  or  -version  not  included  in  the  foregoing 
account.  A  sensation  of  weight  at  the  hypogastrium  is  common, 
especially  in  cases  of  patients  who  have  had  children ;  a  bearing- 
down  sensation  is  not  uncommon.  A  sensation  of  movement,  a 
sort  of  rolling-about  feeling,  within  is  occasionally  described.  A 
feeling  of  sickness  or  nausea  is  very  common  :  this  symptom  is 
generally  brought  on  by  exertion  or  by  sitting  in  a  constrained  or 
in  the  upright  position,  and  it  will  require  special  mention 
later  on. 

Dysmenorrhoea  is  a  very  common  symptom.  It  exists  in  all 
degrees  of  severity.  It  is  very  rare  indeed  to  find  a  case  of  marked 
flexion  in  which  menstruation  is  normal  and  unattended  with  pain. 
Taking  cases  of  dysmenorrhoea  in  bulk,  it  will  be  found  that  the  most 
common  cause  is  anteflexion  or  -version  of  the  uterus.  The  uterine 
canal  is  narrowed  by  the  flexion,  the  outlet  for  the  uterine  secretion 
is  restricted  and  pain  ensues.  Further  consideration  of  this  subject 
will  be  necessary  in  the  special  chapter  on  'Dysmenorrhoea.' 

Menorrhagia  is  not  uncommon  in  cases  of  anteflexion.  This 
symptom  is  sometimes  observed  in  a  very  marked  degree  in  quite 
young  women  during  the  first  two  or  three  years  after  commence- 
ment of  the  process.  I  have  seen  cases  of  this  latter  kind  where 
the  loss  was  almost  continuous  for  a  month  together  and  where 
the' anteflexed  condition  of  the  uterus  was  found  to  be  the  cause. 
It  is  true  such  extreme  cases  are  not  common.  Later  on 
menorrhagia  is  more  common  in  cases  where  the  uterine  flexion 
has  existed  some  time,  and  the  uterus  has  become  enlarged,  its 
interior  greatly  expanded,  and  the  fundus  forms  a  pouch  hanging 
forwards  in  an  acutely  anteflexed  state.  (See  fig.  85.)  Blood  col- 
lects in  its  interior  and  escapes  in  large  gushes  from  time  to  time. 
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Lmcoirhoea  is  very  common.  The  discharge  may  be  due  to 
the  congestion  and  irritation  of  the  os  and  cervical  canal,  but  it  is 
not  seldom  an  intra-uterine  leucorrhoea,  due  to  retention  of 
secretion  within  the  uterus,  to  an  irritated,  vascular  condition  of 
the  uterine  interior  (so-called '  endometritis concomitant  with  and 
arising  out  of  cervical  obstruction  and  flexion.  The  leucorrhoea  in 
the  latter  case  is  often  observed  in  form  of  gushes  of  sanious  fluid. 
It  may  even  become  offensive  to  the  smell.  I  have  seen  a  case 
in  a  single  patient  who  had  for  some  time  been  subject  to  an 
offensive  leucorrhoea,  due  to  a  flexion  of  the  uterus,  and  which 


Fir.  85. 


entirely  disappeared  when  the  flexion  was  dealt  with.  Obstinate 
long-standing  cases  of  leucorrhoea  will  not  seldom  be  traced  to 
the  existence  of  an  unsuspected  anteflexion. 

Amenorrhoea. — This  symptom  is  occasionally  met  with,  the 
process  of  menstruation  having  become  entirely  and  prematurely 
arrested  by  the  anteflexion  present.  In  other  cases  it  is  observed 
to  be  very  scanty  and  slight  in  regard  to  the-  amount  of  dis- 
charge. 

Sterility. — Anteflexion  is  one  of  the  commonest  causes  of 
sterility.  Fecundation  is  prevented  generally  owing  to  the  narrow- 
ness or  tortuous  condition  of  the  uterine  canal  in  such  cases,  or 
by  the  compression  which  the  canal  undergoes  owing  to  its  flexed 
condition,  or  owing  to  the  restraint  which  the  distortion  of  the 
uterus  places  upon  the  natural  physiological  action  of  the  uterus 
at  the  time  of  the  coitus.    Another  cause  is  the  altered  character 
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of  the  uterine  secretions,  as  in  cases  when  retention  of  leucorrhreal 
fluid  in  the  uterine  cavity  occurs. 

Sterility  is  primary  in  many  cases,  in  others  it  is  secondary  ; 
that  is  to  say,  the  patient,  having  had  one  or  more  children,  becomes 
affected  with  severe  anteflexion,  and  thereafter,  or  until  cured  of  the 
anteflexion  remains  sterile.  (Statistics  on  this  subject  will  be  found 
at  page  186.) 

Abortions.— AnteRexion  is  responsible  for  the  greater  number 
of  the  abortions  which  occur.  Many  of  them  arise  in  the  following 
manner  :  The  patient  has  a  slight  anteflexion ;  she  becomes  preg- 
nant ;  the  uterus  does  not  expand  properly  owing  to  the  flexion  ; 
abortion  results.  Or  the  uterus  is  weak,  and  an  accident  or  fall 
produces  an  anteversion  of  the  gravid  uterus,  followed  by  an  abor- 
tion. But  the  former  is  the  more  common  order  of  events. 
(Statistics  on  the  subject  of  abortions  in  reference  to  flexions  will 
be  found  at  page  186.) 

Dyspareunia. — Pain  in  intercourse  is  a  symptom  sometimes 
existing  to  a  great  degree  of  severity.  Physical  injury  is  no  doubt 
often  inflicted  by  excesses  in  regard  to  intercom'se,  and  the  uterus  is 
in  some  cases  actually  displaced  in  consequence.  But  dyspareunia 
may  exist  when  there  has  been  no  such  history  of  excess  in  this 
direction. 

Reflex  nervous  symptoms. — In  order  to  avoid  unnecessary 
repetition,  these  symptoms  will  be  considered  in  a  separate  chapter. 
Keflex  nervous  symptoms  are  exceedingly  frequent  in  cases  of 
anteflexion  or  -version,  especially  sickness  and  nausea ;  but  as  these 
symptoms  are  not  peculiar  to  this  special  variety  of  uterine  flexion 
it  will  be  best  to  discuss  them  from  a  more  general  point  of  view. 
(See  chapters  on  '  Association  of  Pregnancy  with  Flexions,'  and  on 
the  '  Vomiting  of  Pregnancy.') 

Symptoms  relating  to  the  bladder. — Frequency  of  micturition 
is  a  very  common  symptom  in  cases  of  anteflexion  or  -version.  It 
is  sometimes  the  principal  symptom.  In  a  few  cases  it  is  so  produc- 
tive of  inconvenience  and  distress  that  the  patient  thinks  of 
nothing  else.  The  necessity  for  evacuating  the  contents  of  the 
bladder  may  be  present  as  often  as  every  hour,  or  even  less.  It  is 
generally  limited  to  the  day,  which  means  that  when  the  patient 
is  in  the  horizontal  position  it  is  not  so  liable  to  occur.  In  severe 
cases  it  interferes  materially  with  ordinary  going  about,  and  is  a 
source  of  great  misery.  It  is  generally  worse  at  the  menstrual 
periods,  but  I  have  known  cases  where  it  was  always  better  at  those 
times.    The  symptoms  depend  for  the  most  part  on  the  pressure 
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of  the  bo^y  of  the  uterus  on  the  bladder  and  interference  with  its 
due  expansion.  But  there  is  evidence  of  the  presence  of  cystitis 
in  some  cases.  When  the  anteflexion  has  existed  for  some  time, 
the  bladder  either  becomes  more  tolerant  of  pressure  or  expands 
in  a  new  direction,  and  the  irritability  may  cease. 

Pain  after  micturition  is  a  condition  which  is  met  with  in  some 
rare  cases  of  anteflexion.  A  curious  case  I  have  in  my  recollection 
in  which  a  young  lady  had  been  affected  for  three  years  with  this 
symptom,  which  completely  destroyed  her  comfort.  It  appeared  to 
dejjend  on  the  contact  of  the  opposite  sides  of  the  bladder  due  to  a 
severe  anteflexion,  and  it  disappeared  on  treatment  of  the  latter 
condition. 

Symptoms  referable  to  the  rectum. — Constipation  of  a  very 
obstinate  character  is  observed  in  many  cases  of  anteflexion  or 
-version.  It  appears  to  be  a  mechanical  effect  of  the  altered  posi- 
tion of  the  uterus.  In  some  cases  severe  straining  efforts  are 
quite  ineffectual :  the  uterus  being  forced  down  on  the  floor  of  the 
pelvis  the  rectum  is  effectually  blocked.  It  is  perha^DS  not  at  first 
easy  to  say  why  this  should  occur  in  some  cases  to  such  a  marked 
extent  and  not  at  all  in  others.  The  explanation  may  be  that  when 
obstruction  occurs  the  cervix  uteri  happens  to  be  forced  down  in 
the  centre  of  the  rectum  while  it  avoids  the  exact  centre  in  others. 
I  have  seen  cases  in  which  all  kinds  of  medicine  had  been  tried 
unavailingly,  and  in  which  restoration  of  the  uterus  to  its  proper 
position  was  effectual  in  relieving  the  constipation. 

A  case  already  mentioned  once  came  under  my  notice  where 
the  cervix  uteri  was  actually  forced  by  expulsive  efforts  into  the 
rectum,  everting  it  and,  projecting  at  the  rectal  aperture,  effectually 
blocked  the  passage,  but  I  have  only  seen  one  such  case. 

DIAGNOSIS. 

On  the  subject  of  the  diagnosis  much  has  already  been  said 
in  speaking  of  the  definition  of  anteflexion  and  -version  (see 
page  251). 

The  diagnosis  is  easily  arrived  at  in  most  cases,  the  patient 
being  properly  placed  and  the  finger  introduced  in  the  manner 
described  in  a  former  chapter  (see  page  27). 

The  digital  examination  gives  the  most  reliable  information, 
and  unless  it  is  thoroughly  done  no  satisfactory  notion  of  the  case 
is  obtained. 

•  In  this  manner  the  roof  of  the  vagina  should  be  carefully 
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explored  and  the  position  of  the  body  of  tlie  uterus  ascertained  

its  size,  width,  distance  from  the  pubic  bones,  and  the  elevation  of 
the  uterus  as  a  whole  in  the  pelvis. 

If  the  finger  can  be  pushed  upwards  in  this  position  without 
encountering  the  resistance  of  the  body  of  the  uterus,  as 'a  general 
rule  it  may  be  taken  that  the  uterus  is  not  anteflexed  or  ante- 
verted.  This  is  a  rule  to  which  there  are  exceptions,  as  pointed 
out  at  page  252.  As  to  recognising  the  body  of  the  uterus  by 
the  touch,  it  is  a  matter  of  skill,  requiring  practice  to  obtain 
accuracy  and  certainty.  The  greatest  real  difficulty  will  be  found 
in  cases  where  the  roof  of  the  vagina  presents  a  hardened  resisting 
condition,  which  may  turn  out  to  be  either  ante  version  and  -flexion 
plus  some  exudation  hardening,  or  exudation  hardening  alone. 
Another  cause  of  difficulty  is  the  retreating  or  rotation  backwards 
of  the  fundus,  which  sometimes  happens  by  the  mere  pressure  of 
the  exploring  finger.  The  tumour  or  resisting  mass  felt  through 
the  vaginal  roof  is  generally  recognisable  as  the  body  of  the  uterus 
by  its  continuity  with  the  cervix,  by  its  shape,  size,  &c.  The 
uterine  body  is  often  a  little  to  one  side  of  the  middle  line  and  not 
exactly  median  in  position.  In  some  cases  the  lateral  deviation  is 
yet  more  decided,  although  it  does  not  amount  to  lateriflexion. 
These  cases  give  great  trouble  in  regard  to  treatment  unless  this 
lateral  tendency  is  duly  recognised  and  adequately  guarded  against. 

When  the  flexion  is  high  up  and  the  uterus  not  much  rotated 
forward,  the  ordinary  digital  exploration  may  fail  to  detect  it. 
These  are  quite  exceptional  cases,  however.  When  the  uterus  is 
very  soft  and  pliable,  the  exploring  finger,  unless  carefully  educated, 
may  fail  to  recognise  its  presence  through  the  vaginal  roof. 

The  double  touch  is  very  useful  in  difficult  cases  (see  page  29). 

A  vaginal  examination  cannot  be  always  made.  In  young 
single  women  this  examination  would  of  course  be  deferred  as 
long  as  possible,  or,  at  all  events,  not  undertaken  lightly.  Infor- 
mation can  often  be  procured  by  digital  examination  of  tbt 
rectum,  and  an  anaesthetic  could  be  employed  to  render  the 
examination  more  easy.  As  regards  the  necessity  of  a  local  ex- 
ploration it  is  impossible  to  lay  down  a  universal  law.  Incapacity, 
of  some  months'  standing,  for  ordinary  exertion  should  induce 
taking  the  case  seriously  into  consideration,  and  in  the  first 
place  a  rectal  examination  could  be  made.  If  the  existence  of  a 
marked  displacement  were  thus  made  out,  the  course  would  be 
comparatively  clear  ;  and  if  none  were  detected  so  much  the  better 
for  the  patient. 
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The  use  of  the  sound  is  very  necessary  in  many  cases  to 
cle^ir  up  diagnostic  difficulties.  The  sound  should  never  be  used 
first :  a  digital  examination  should  always  precede  it,  otherwise 
the  body  of  the  uterus  may  be  pushed  by  its  means  into  a  different 
position  and  the  observer  may  be  misled.  When  the  uterus  is 
unduly  soft  this  latter  event  is  very  likely  to  occur  ;  and  I  know 
of  cases  in  which  marked  anteflexion  has  been  entirely  overlooked, 
:  apparently  because  it  was  found  that  the  sound  could  be  passed 
without  much  difficulty.  The  fact  is,  that  in  some  cases  the  sound 
unbends  the  uterus  in  the  act  of  introduction. 

Knowing  that  there  is  a  tumour  anteriorly,  anteflexion  would 
be  suspected,  and  the  point  of  the  sound  kept  inclined  forwards  as 
it  is  being  introduced.  The  introduction  may  be  extremely  diffi- 
cult— generally  is,  in  fact,  when  the  uterus  has  been  sometime 
!  affected. 

I  prefer  to  use  the  sound  almost  straight  (see  representation 
I  of  shape  of  sound  at  page  40).    In  cases  of  anteflexion  the  cervix 
i  uteri  is  generally  rather  far  back,  often  very  much  so — so  that  the 
first  difficulty  is  to  get  the  point  of  the  sound  in  the  os  uteri  at 
all.    Having  inserted  it  about  half  an  inch,  the  next  procedure  is 
to  incline  the  point  of  the  sound  upwards  and  forwards,  and  at  the 
same  time  to  draw  the  uterus  as  a  whole  a  little  towards  the  sym- 
physis by  means  of  the  sound.  The  result  of  this  usually  is  that  the 
!  advance  of  the  sound  through  the  cervical  canal  is  facilitated :  the 
;  uterus  really  begins  to  be  straightened.  Then,  by  gradually  depress- 
ing the  handle  more  and  more  towards  the  rectum  the  sound  can 
'  be  introduced  to  its  full  extent.    The  process  should  be  a  slow 
I  one,  and  no  force  used.     It  may  be  taken  for  granted  that  if  a 
i  difficulty  is  met  with,  it  is  due  to  the  point  of  the  sound  not  being 
J  made  to  assume  a  proper  direction.    There  are  really  few  cases  in 
1  which  the  passage  is  so  much  narrowed  that  the  entry  of  the 
ordinary  sound  is  impossible.    It  is  almost  impossible  to  intro- 
;duce  a  nearly  straight  sound  into  a  uterus  in  the  third  degree  of 
anteflexion  and  forward  rotation,  unless  the  above  directions  are 
icarried  out.    "WTien  the  sound  is  completely  in  the  uterus  the 
B||psition  of  the  fundus  is  certainly  indicated;   but,  as  already 
remarked,  the  flexion  may  have  been  got  rid  of  in  the  mere  act  of 
introducing  the  sound.    The  sound  is  very  valuable  in  diagnosing 
absence  of  tumours  in  the  anterior  wall.    Sometimes  appearances 
•ire  very  deceptive  in  this  respect :  the  use  of  the  sound  reveals 
not  uncommonly  that  what  was  supposed  to  be  a  tumour  is  really 
notliing  more  than  the  third  degree  of  anteflexion. 
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The  ordinary  sound  cannot  always  be  introduced,  a  smaller  one 
is  somet  imes  required. 

In  cases  of  anteflexion  with  posterior  rotation  the  passage  of 
the  sound  is  confusing  at  first,  for  the  sound  appears  to  pass 
backwards  until  one  inch  and  a  half  perhaps  has  been  inserted,  and 
this  may  give  the  notion  of  existence  of  retroflexion,  but  on  after- 
wards turning  the  point  sharply  upwards  and  forwards  the  true 
nature  of  the  case  is  revealed. 

The  condition  of  the  os  uteri  gives  some  information  in  many 
cases.  In  pluriparse  the  os  is  a  little  open,  or  may  be  much  open, 
and  the  anterior  lip  is  often  very  much  swollen  and  everted  (the 
contrary  to  that  which  happens  in  retroflexion),  and  the  shape  of 
the  OS  is  crescentic,  the  concavity  of  the  crescent  upwards. 

The  position  of  the  cervix  varies  according  to  the  nature  of 
the  flexion.  The  cervix  is  generally  far  back — it  may  be  so  far 
back  as  to  be  reached  with  great  difficulty  with  the  finger.  But  in 
cases  of  anteflexion  with  posterior  rotation  the  os  may  appear  to  be 
in  its  natural  place.  In  the  latter  instance,  however,  it  looks 
upwards  instead  of  dow*nwards.  The  mere  fact  that  the  cervix  is 
very  far  back  is  almost  alone  sufficient  to  diagnosticate  presence  of 
anteversion. 

In  some  cases  which  have  come  under  my  notice  there  has 
evidently  been  a  misunderstanding  on  the  part  of  the  attendant 
as  to  the  significance  of  a  too  posterior  position  of  the  cervix.  I 
could  mention  cases  of  this  kind  which  have  been  spoken  of  as 
cases  of  retroversion,  simply  from  inattention  to  the  proper  nomen- 
clature of  the  affection. 
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CHAPTER  XXIII. 

ANTEFLEXION  AND  ANTEVERSION  OP  THE  UTERUS— 

[continued). 

Treatment.— Important  Differentiation  of  Cases  in  regard  to  Cause  of  the 
Affection— the  Age,  the  Duration  of  the  Malady— Importance  of  General  Treat- 
ment— Illustrations  of  Method  of  Treatment  necessary  in  a  recent  Case— Posi- 
tional Treatment  very  Important :  How  to  be  carried  out— Sitting  Position  to  be 
avoided — A  more  Severe  Case — Combination  of  Local  and  General  Treatment — 
Use  of  'Cradle'  Pessary  and  Sound— Case  in  which  Uterus  is  very  Rigid  and 
Affection  of  some  standing — Further  illustrative  Cases  of  Treatment  of  Ante- 
flexion after  Pregnancy. 

Employment  of  'Incisions  '  of  the  Cervix — Former  Misconceptions  as  to  Stricture 
of  the  Cervical  Canal — Utility  of  the  Operation  in  Cases  of  Flexions  con- 
sidered— Necessity  for  Bougies  or  Stems  afterwards — The  '  Stem  '  Treatment 
considered — General  Conclusions— Difficulties  in  Absolute  Cure  of  long- 
standing Cases. 

Many  cases  of  anteversion  and  -flexion  can  be  cured  by  general 
treatment  alone — that  is  to  say,  by  a  scientific  application  of  a 
knowledge  of  the  laws  of  health  and  of  the  laws  which  regulate  the 
motion  of  the  uterus,  and  without  the  necessity  for  local  manipula- 
tion of  the  uterus.  But  when  the  malady  has  existed  for  a  long 
time,  and  when  the  uterus  has  become  firm  and  hard  in  its  dis- 
torted shape,  there  is  nothing  more  difficult  than  to  effect  a 
perfect  cure,  and  all  the  resources  of  mechanical  dexterity  are 
required  to  produce  a  thoroughly  satisfactory  result. 

The  general  treatment  of  flexions  (already  for  most  part  fully 
described  at  p.  189)  is  applicable  in  cases  of  anteflexion  and 
-version ;  that  is  to  say,  the  diet,  the  general  health,  regulation 
of  the  bowels,  &c.,  require  great  care  and  attention. 

Many  cases  of  anteflexion  and  -version  can  be  successfully 
treated  by  general  measures.  In  the  first  place,  however,  it  is  im- 
portant to  distinguish  between  {a)  cases  where  the  symptoms  have 
come  on  suddenly  and  plainly,  as  the  result  of  some  accident, 
injury,  strain,  fall,  &c.,  and  (6)  cases  where  the  approach  has  been 
more  gradual,  and  where  the  case  is  evidently  one  of  general  weak- 
ness, {e.fj.  mal-nutrition),  with  undue  mobility,  softness,  and  slight 
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flexion  resulting  from  even  ordinary  exertion.  These  two  cate- 
gories of  cases  require  a  distinction  in  regard  to  treatment ;  for 
a  severely  and  suddenly  displaced  uterus  is  as  much  a  proper 
object  of  surgical  attention  and  treatment  as  a  broken  limb. 
General  treatment  alone  would  be  as  a  rule  applicable  in  the  class 
b,  but  it  might  be  wholly  inappropriate  in  the  class  a,  as  defined 
above. 

Then,  again,  the  question  of  the  age  of  the  patient  affects  the 
decision  as  to  treatment.  Under  the  age  of  18  or  19  general 
treatment  would  be  preferred  to  local  treatment — and  for  very 
sound  reasons :  one  is  obvious  enough  without  necessity  for 
mentioning  it.  Another  is  that  at  this  age  a  slight  tendency  to 
distortion  of  the  uterus  is  capable  of  being  corrected  by  general 
treatment  alone :  the  disease  has  not  at  all  events  had  time,  as  a 
rule  at  least,  to  become  a  rooted  one.  Here,  however,  the 
duration  of  the  suffering  must  be  considered,  for  if  there  be 
evidence  of  existence  of  the  malady  for  two  or  three  years  and  the 
illness  and  incapacity  be  considerable,  the  age  should  be  no  bar  to 
a  proper  remedial  treatment. 

There  are  many  cases  occurring  at  17  or  18  in  which  young 
women  present  symptoms  clearly  indicating  slight  degrees  of  ante- 
flexion, and  where  the  symptoms  have  not  existed  more  than  a 
few  months.  Such  cases  are  quite  amenable  to  general  treat- 
ment. 

In  regard  to  cases  generally,  I  believe  that  the  duration  of 
the  malady  is  on  the  whole  a  good  guide  as  to  the  necessity 
for  local  as  well  as  general  treatment.  When  the  duration 
extends  over  a  year  or  two,  general  treatment  by  itself  is  of  little 
service,  though  very  necessary  as  an  adjunct.  Even  to  this  state- 
ment there  is  an  exception,  for  if  the  uterus  happens  to  remain 
soft  during  the  whole  time  it  is  still  comparatively  easy  to  make 
it  assume  a  more  natural  form. 

The  majority  of  cases  require  for  their  treatment  a  combina- 
tion of  general  and  local  treatment.  Above  all  they  require  what 
I  have  termed  a  '  mechanical '  treatment ;  by  which  is  meant  not 
necessarily  the  employment  of  mechanical  apparatus  or  instruments 
of  any  kind,  but  the  utilisation  of  the  action  of  the  force  of  gravity. 
It  implies  also  the  utilisation  of  the  conclusions  expressed  at  p.  77, 
in  respect  to  the  manner  in  which  flexions  cause  congestion  of 
the  uterus,  and  of  the  knowledge  that  the  congestion  is  to  so 
great  an  extent  a  natural  consequence  of  the  presence  of  tlie 
flexion,  and  can  be  'mechanically'  removed  by  elevating  the 
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fundus  uteri,  that  elevation  being  effected  by  the  aid  of  gravity  or 
by  some  other  mechanically  acting  force. 

Dr.  Emmet  has  some  remarks  in  his  valuable  work  which 
show  the  great  importance  he  attaches  to  this  principle  of  treat- 
ment. Speaking  of  the  treatment  of  uterine  displacements  he 
says,  '  Our  first  aim  should  be  to  give  tone  to  the  pelvic  vessels, 
and  to  place  the  uterus  in  a  position  where  the  circulation  will  be 
the  least  obstructed'  {op.  cit.  p.  144). 

I  now  proceed  to  illustrate  the  application  of  general  or 
general  and  local  treatment  to  particular  cases. 

Thus,  a  young  lady  of  18  is  suffering  from  a  slight  anteflexion. 
Duration  of  ill-health  one  year  only.  In  such  a  case  as  this  a 
proper  treatment  would  be  to  restore  the  nutritive  activity  by 
careful  feeding,  and  attend  to  the  general  health ;  in  the  next 
place,  to  insist  on  the  maintenance  of  the  recumbent  position 
during  the  greater  part  of  the  day :  the  patient  to  choose  a  chair 
with  a  very  sloping  back,  or  to  use  a  sofa ;  to  walk  only  a  short 
distance  at  a  time ;  to  avoid  all  exertions,  stooping,  lifting, 
carrying,  &c. ;  fresh  air  as  much  as  possible,  baths,  friction,  &c. 

One  of  the  chief  points  in  the  above  treatment  is  the 
positional  treatment  recommended.  The  lying-down  position  is 
in  fact  most  important,  and  after  seeing  much  of  the  evil  results 
of  a  misjudged  '  active-exercise '  treatment  in  such  cases  as  the 
one  mentioned  above,  I  have  no  hesitation  in  saying  I  believe  it  to 
be  essential  to  progress  in  the  right  direction.  The  dorsal  re- 
cumbent position  is  the  best.  This  may  be  occasionally  modified 
by  placing  a  pillow  under  the  lower  spinal  region  to  elevate  the 
pelvis  a  little ;  and  the  knee-and-elbow  position  should  be 
■mployed  several  times  in  the  day  as  a  further  assistance.  Some 
weeks  of  the  above  treatment  are  generally  required  to  produce 
much  effect.  Change  of  air,  change  of  scene,  are  adjuvants,  but 
it  is  a  great  mistake  to  imagine  that  they  will  alone  and  unaided 
cure  the  patient  if  violent  exercise  be  permitted. 

The  sitting  position  I  have  always  found  very  unsuitable  in 
cases  of  anteversion  and  -flexion — that  is  to  say,  sitting  in  the 
ordinary  position  in  an  upright  chair ;  and  for  a  long  time  I  have 
found  great  advantage  from  advising  this  position  to  be  as  much 
;is  possible  given  up  in  such  cases.  It  is  infinitely  worse,  according 
to  my  experience,  for  a  patient  to  sit  at  table  or  at  meals  for  an 
hour  than  to  go  for  a  walk  of  the  same  duration.  Such  sitting 
is,  in  fact,  no  rest  to  the  patient,  and  the  flexion  is  thereby  ex- 
aggerated.   It  will  be  found  that  an  iron-frame  chair  with  a  back 
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capable  of  being  let  down  to  an  angle  of  45°,  whereby  the  vertebral 
column  is  inclined  much  backwards,  is  excellent  for  patients  re- 
quiring proper  rest,  and  it  may  be  exchanged  for  the  sofa  when 
desired.'  The  amount  of  walking  to  be  done  depends  on  circum- 
stances. Twenty  minutes  twice  a  day  would  be  suitable  in  the 
case  above  mentioned. 

The  knee-and-elbow  posture  is  of  considerable  assistance  in 


Fig.  SG;-' 


such  cases.  It  may  be  employed  for  five  minutes  at  a  time,  five  or 

six  times  a  day. 

We  may  next  take  a  more  severe  case.    The  patient  is  II  or 
23,  and  has  been  ill  for  some  three  or  four  years.    The  uterus  is 
.  anteflexed  to  the  second  or  third  degree  ;  there  is  great  weakness ; 

>  A  chair  admirably  adapted  for  this  purpose  is  sold  by  Williams,  :tl 

Bond  Street.  i  ^    „ ,  ^„.wif 

-  Fig.  86  represents  the  cradle  pessary  in  situ.  The  case  represen  ed  ^^a^  om  ot 
anulliparous  uterus  in  a  highly  congested  slate,  antefleKcd  to  second  degree,  ^^.tll 
much  anterior  rotation.    The  pessary  is  one  of  small  size. 
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the  uterus  is  soft  to  the  touch,  readily  replaced  by  the  sound,  but 
retm-ns  to  its  distorted  shape  on  withdrawing  the  instrument. 

This  is  a  case  which  will  prove  most  difficult  to  cure  unless 
some  kind  of  mechanical  internal  treatment  be  had  recourse  to. 
The  recumbent  position  as  described  above,  but  more  strictly  so 
for  the  first  few  weeks,  is  requii-ed.    Reposition  of  the  uterus  by 

Fig.  87.> 


the  sound  every  third  or  fourth  day.  At  the  end  of  ten  or 
fourteen  days  introduction  of  a  cradle  pessary,  which,  if  well  fitted 
md  found  to  work  well,  may  be  retained  for  some  weeks.  Details 
IS  to  the  pessary  to  be  employed  will  be  given  later  on.  Use  of 
sound  to  be  continued  at  intervals  of  a  week  or  so,  the  object 
being  to  straighten  the  uterine  canal  more  completely.    For  this 

'  Fig.  87  represents  a  cradle  pessary  of  large  size  as  in  action  in  a  case  of 
inteflexion  and  -version  in  a  patient  who  had  had  children ;  uterus  large  and  con- 


^'csted. 


U 
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purpose  the  sound  is  inserted  nearly  straight  (see,  for  method  of 
introduction,  p.  40).  It  should  then  be  turned  gently  round  so  as 
to  unbend  the  uterus,  and  withdrawn  at  the  end  of  four  or  five 
minutes.  Conjoint  use  of  the  sound  and  the  pessary  may  be 
found  difficult  to  carry  out  without  withdrawal  of  pessary,  and  in 
some  cases  it  may  be  better  to  dispense  with  the  sound  for  some 
weeks  at  first.  But  the  pessary  should  be  used  continuously  for 
the  most  part,  or,  at  all  events,  if  it  be  removed  for  a  day  or  two, 
the  patient  must  not  be  allowed  to  move  from  the  horizontal  posi- 
tion, otherwise  ground  gained  may  be  lost,  for  the  action  of  a 
well-acting  pessary  is  like  that  of  a  splint,  keeping  up  a  continuous 
rectifying  action  and  preventing  movement  of  the  fundus  in  the 
wrong  direction. 

After  a  period  of  a  month  or  six  weeks  the  patient  may, 
perhaps,  be  allowed  to  move  about  the  room  a  little,  but  not  to  sit 
upright,  and  a  walk  out  of  doors  may  be  permitted  at  the  end  of 
two  months.  Carriage  exercise,  though  good  in  one  way,  is  very 
bad  in  another,  for  unless  the  recumbent  position  be  maintained 
the  jolting  of  the  carriage  is  most  distressing  to  the  patient ;  a 
little  walking  is  infinitely  preferable. 

The  further  treatment  will  consist  in  the  use  of  the  pessary, 
changed  from  time  to  time,  if  necessary,  for  one  more  suitable  to 
the  altered  condition  of  the  uterus,  or  to  allow  of  occasional  use  of 
the  sound ;  and  it  is  probable  that  in  such  a  case  as  that  described 
it  will  be  necessary  to  continue  the  use  of  the  pessary  and 
avoidance  of  the  upright  sitting  postm'e  for  perhaps  a  year.  But 
after  the  first  two  or  three  months,  or  even  earlier,  the  patient  may 
be  so  much  better  as  practically  not  to  be  an  invalid. 

In  cases  where  the  uterus  is  very  soft,  but  the  case  otherwise 
as  represented  above,  the  use  of  the  sound  would  be  less  necessary. 
More  care  would  be  required  in  the  nutritional  direction,  and  a 
year  would  be  probably  not  enough  to  produce  a  complete  cm-e : 
not  because  it  is  so  difficult  to  keep  the  uterus  in  place  and  in 
shape  as  it  is  to  give  it  the  strength  to  retain  its  place  and  shape 
unaided. 

We  may  next  take  a  case  still  more  severe.  The  patient  is  27 
years  old ;  there  is  anteflexion  to  third  degree,  anterior  rotation  to 
third  degree,  uterus  very  low  down  in  the  pelvis,  os  uteri  almost 
touching  the  coccyx,  space  behind  symphysis  filled  by  the  enlarged 
uterus,  the  uterus  itself  hard  to  the  touch,  introduction  of  sound 
difficult,  unbending  of  uterus  difficult  and  painful,  illness  six  or 
seven  years  in  duration. 
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In  such  a  case  the  elevation  of  the  uterus  may  be  difficult,  so 
also  the  unbending,  owing  to  fixation  and  hypertrophy  of  the  organ. 
The  best  plan  to  adopt  in  such  a  case  would  be  to  keep  the  patient 
recumbent  on  the  back  for  two  or  three  weeks,  using  daily  copious 
injections  of  quite  hot  water  and  employing  pressure  on  the 
fundus  by  means  of  the  finger  occasionally,  aiding  the  elevation  also 
by  the  knee-and-elbow  posture  from  time  to  time.  After  a  few 
days  the  treatment  by  the  sound  might  be  commenced,  and  soon 
a  cradle  pessary  might  be  used.  But  under  such  circumstances 
there  is  a  greater  risk  of  creating  irritation  by  the  conjoint  use  of 
the  sound  and  the  pessary,  and  the  treatment  must  be  modified 
accordingly.  Moreover,  we  cannot  expect  to  advance  rapidly  in  the 
first  part  of  the  treatment,  for  the  hardness  and  fixity  of  the  uterus 
are  against  us.  Still,  by  the  aid  of  rest,  hot  water,  and  slight 
continuous  pressure  upwards,  distinct  advance  is  gained,  and  after 
a  few  weeks  more  rapid  progress  is  possible.  The  steel  dilating 
instrument  described  at  page  198  (fig.  48)  is  a  valuable  aid  in  such 
a  case  as  the  above,  for  the  uterus  can  be  straightened  and  at  the 
same  time  gently  dilated  by  its  means,  and  the  two  processes  of 
straightening  and  gradual  dilatation  are  a  mutual  help  in  the 
rectifying  treatment. 

The  cases  just  mentioned  have  been  given  in  outline  only,  and 
with  the  view  of  setting  forth  the  general  method  of  treatment 
which  I  have  found  most  serviceable  and  sijccessful  in  the  large 
majority  of  cases,  details  as  to  treatment  of  the  various  complica- 
tions  frequently  present  being  postponed  for  separate  discussion. 
Necessarily  hardly  two  cases  are  alike,  and  each  case  has  to  be 
t  reated  on  its  merits  ;  and  the  outline  given  above,  therefore,  is 
1  o  be  taken  as  representing  the  idea  of  principles  of  treatment 
w  hich  has  seemed  to  me  applicable  to  very  many  cases.  With 
-light  differences  the  principles  in  question  may  be  extended  to 
nther  cases  not  included  in  the  above  series. 

Take,  for  instance,  the  case  of  a  patient  who  suffers  from  ante- 
flexion dating  from  the  birth  of  a  child  a  year  ago.  In  such  a 
<  ase,  a  vaginal  pessary  for  a  few  months,  combined  with  avoidance 
'»f  the  sitting  position  for  a  month  or  so,  will  probably  effect  a 
cure. 

Similarly  an  anteflexion  dating  from  three  years  since  the 
I'irth  of  a  child.  Here  a  pessary  will  probably  not  be  sufficient — 
t  he  use  of  the  sound  will  be  required,  and  a  prolonged  rest  may  be 
(essential  to  produce  the  necessary  change  in  the  shape  of  the 
uterus.    In  such  a  case  in  all  probability  there  would  be  consider- 
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able  hypertrophy  of  the  whole  uterus,  and  this  would  have  to  be 
dealt  with.  Without  a  long  maintenance  of  the  horizontal  position 
no  progress  could  be  made,  because  the  patient  would  not  bear 
the  pressure  of  the  pessary.  There  would  very  probably  be  other 
complications  also  requiring  attention.  (For  further  remarks  on 
application  of  pessaries  see  following  chapter.) 

Cases  of  anteflexion  with  'posterior  rotation, — In  these  cases 
great  difficulty  is  found  in  the  treatment.  When  the  uterine  tissues 
are  soft  a  well-adapted  cradle  pessary  answers  very  well  in  some 
cases.  A  stem  pessary  may  be  found  suitable  where  the  cradle 
does  not  fulfil  the  necessary  indications.  When  the  uterus  has 
become  hardened  and  a  long  time  has  elapsed  a  continuous  dilata- 
tion treatment,  associated  with  use  of  a  cradle,  will  be  found  best, 
according  to  my  experience,  but  it  may  be  necessary  afterwards 
to  use  a  stem  pessary. 

It  may  be  well  in  the  next  place  to  mention  cases  in  which  care 
and  caution  are  requisite  in  application  of  the  treatment  by  means 
of  the  sound  or  dilator,  either  alone  or  along  with  vaginal  pessaries. 
Where  the  flexion  is  of  very  long  standing  (say  over  seven  year.s), 
and  the  uterus  is  hard  and  rigid,  and  the  patient  over  35  years  old, 
there  is  a  danger  of  setting  up  irritation  by  the  repeated  use  of 
the  sound  or  a  metallic  dilator,  more  especially  if  a  vaginal 
pessary  be  used  at  the  same  time.  Indeed,  I  have  known  cases  of 
this  kind  in  which  even  the  sound  alone  could  not  be  used  at  all 
without  risk  of  inducing  an  attack  of  pelvic  cellulitis.  These 
considerations  lead  to  the  necessity  for  care  and  caution  in 
attempting  to  extend  the  principles  above  mentioned  to  cases  of 
long-standing  flexion  with  a  hard  uterus. 

In  view  of  the  facts  j  ast  mentioned,  it  may  fairly  be  ques- 
tioned whether  it  is  not  preferable  to  employ  some  other  method 
of  treatment  than  those  above  described  in  cases  of  long-standing 
flexion — that  is  to  say,  either  incision,  or  dilatation  by  means  of 
tents,  and  subsequent  use  of  the  stem  treatment,  in  order  to 
obviate  the  difficulties  encountered  in  these  exceptional  cases. 

There  are  two  other  methods  of  treatment  of  anteflexion  to  be 
described — (1)  Inoision  of  the  cervical  canal,  and  (2)  the  use  of 
'the  uterine  stem. 

These  methods  of  treatment  are,  according  to  my  experience 
and  belief,  inferior  in  effect  and  general  applicability  to  the  more 
simple  methods  already  described.  On  this  subject,  however, 
opinions  differ.  I  have  not,  at  all  events  of  late  years,  employed 
these  methods  to  any  considerable  extent. 
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Before  alluding  further  to  these  other  methods  of  treatment  it 
may  be  well  to  point  out  the  position  of  these  operations  in  regard 
to  the  pathology  of  the  uterus. 

Incision  of  the  cervical  canal  had  for  its  primary  object  the 
relief  of  dysmenorrhoea,  or  the  cure  of  sterility.  And  it  was  not 
at  that  time  understood,  at  all  events  to  the  extent  it  now  is, 
that  the  supposed  structure  of  the  cervix  uteri  which  the  incision 
was  to  open  was  in  the  very  great  majority  of  cases  due  to  acute 
flexion  of  the  uterus.  And  whereas  the  question  would  have  been 
asked  some  few  years  ago.  Is  such  an  operation  good  for  the  cure 
of  dysmenorrhoea  ? — the  question  now  would  more  properly  be,  Is 
the  operation  capable  of  curing  the  acute  flexion  which  is  the 
cause  of  the  dysmenorrhoea  or  sterility,  or  both  ? 

It  by  no  means  follows  because  the  operation  was  founded  on 
a  misconception  that  it  was  really  a  bad  operation  ;  and  it  is  well 
known  that  in  many  cases  the  operation  was  temporarily  successful, 
while  in  a  few  its  success  was  more  permanent.  But  in  estimating 
its  value  we  must,  as  I  believe,  regard  it  from  a  different  point  of 
view  to  the  original  one. 

Incision  of  the  itterine  canal  as  a  remedy  for  chronic  ante- 
flexion of  the  uterus. — The  operation  consists  in  incising  the 
uterine  canal  from  within,  generally  on  the  two  opposite  sides 
1|  — the   incision   being  made  so  as  to  affect  the  part  of  the 
C  cervical  canal  at  and  below  the  internal  os,  and  being  carried 
I  downwards  to  the  external  os  uteri  in  such  a  manner  that  the 
I  entrance  to  the  uterus  is  rendered  somewhat  funnel-shaped. 
^  The  depth  of  the  incision  is  such  as  to  allow  of  the  free  passage 
^  of  a  large  sound  into  the  uterus.    The  cervical  canal  and  the 
internal  os  uteri  are  then  plugged  carefully  with  cotton  or  lint 
saturated  with  an  antiseptic  or  a  styptic  such  as  perchloride  of  iron. 
The  plug  is  retained  for  two  or  three  days,  and  then  a  solid  plug 
')r  stem  is  inserted  so  as  to  maintain  the  degree  of  opening 
obtained  by  the  operation. 
^      Such  is  the  operation  in  its  general  outline,  though  the  de- 
tails are  somewhat  differently  canied  out  by  different  operators. 

The  permanent  value  of  the  operation  above  described  depends 
on  the  efficiency  of  the  subsequent  treatment.  It  appears  that 
ill  most  cases  the  uterus  returns  to  its  previous  condition,  or  nearly 
so,  unless  the  subsequent  treatment  is  continued  for  a  very  con- 
sideralile  time.  The  edges  of  the  incision  unite,  the  flexion 
I  ('turns,  and  after  two  or  three  months  have  elapsed  the  effect  of 
t  he  operation  seems  to  have  passed  off.    At  least  this  is  liable 
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to  be  the  case,  if  the  flexion  is  of  long  standing — five  or  seven 
years  or  upwards.  If,  therefore,  a  long-standing  flexion  be  thus 
treated,  either  a  stem  pessary  should  be  worn  continuously  for 
many  months  after,  or  a  combination  of  occasional  bougie  treat- 
ment, with  use  of  a  vaginal  pessary,  would  be  necessary.  It  seems 
to  me  that  in  very  obstinate  long-standing  cases  of  anteflexion, 
with  a  hard  uterus,  the  incision  treatment  well  followed  up  is  capable 
of  effecting  more  than  can  be  effected  in  any  other  way.  But  a1 
the  same  time,  according  to  my  experience,  the  cases  in  which  th*- 
treatment  is  really  required  are  few  in  number. 

With  reference  to  the  danger  of  the  incision  plan  of  treat- 
ment it  cannot  be  said  that  it  is  devoid  of  danger ;  and  seeing 
that  it  is  an  operation  for  which  it  could  be  rarely  said  there  is 
an  absolute  necessity,  the  possibility  of  a  fatal  result  should  cer- 
tainly be  duly  considered  in  undertaking  it. 

Details  regarding  the  incision  treatment  will  be  given  sepa- 
rately later  on. 

I  propose  in  the  next  place  to  speak  of  the  stem  treatment  for 
the  cure  of  anteflexion. 

I  have  in  the  course  of  practice  had  a  considerable  experience 
of  sterns^  and  some  few  years  ago  employed  them  frequently.  In 
the  last  edition  of  this  work  I  described  an  apparatus  for  the 
purpose  which  has  been  extensively  employed  since,  either  as 
originally  described  by  myself  or  with  certain  slight  modifications. 
But  I  have  not  employed  the  stem  treatment  in  a  large  number 
of  cases  of  late  years,  having  preferred  for  most  cases  a  conjoined 
treatment  by  vaginal  j^essaries  and  use  of  the  sound  or  dilator. 

The  stem  treatment  is  applicable  in  cases  of  anteflexion  as  a 
means  of  retaining  the  canal  (a)  pervious  and  (6)  straight.  The 
advantage  gained  is  the  certainty  of  these  two  objects  being 
secured  so  long  as  the  stem  is  worn.  When  the  flexion  is  not  of 
long  standing  the  use  of  a  well-adjusted  stem  for  a  few  months 
will  very  possibly  result  in  a  satisfactory  cure  :  provided  that  it 
excites  no  intercurrent  irritative  attack,  that  the  general  treatment 
of  the  patient  is  judicious,  and  steps  be  taken  to  nourish  and 
strengthen  the  body  generally.  In  such  comparatively  simple 
cases,  however,  equally  beneficial  results  without  the  same  liability 
to  production  of  irritative  effects  can  be  procured,  according  to 
my  experience,  by  other  more  simple  measures. 

Taking  cases  of  a  more  severe  type,  where  the  flexion  has  been 
of  longer  duration,  the  stem  treatment  offers  in  such  cases  advan- 
tages which  will  probably  decide  many  gyntecologists,  at  all  events 
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occasionally,  to  employ  them.  In  reference  to  the  dangers  of  the 
stem  treatment  much  has  been  said,  some  authorities  going  so 
far  as  to  say  they  ought  to  be  abolished  from  practice.  Un- 
doubtedly fatal  results  have  followed  their  employment,  and  it 
is  difficult  to  say  how  far  these  fatal  results  have  occurred  from 
want  of  care  or  from  an  inherent  dangerous  tendency  of  the 
treatment. 

An  interesting  paper  on  the  subject  of  the  use  of  stems  was 
pubhshed  in  the  'American  Journal  of  Obstetrics,'  in  1877,  by  Dr. 
Ely  van  de  Warker,  and  a  discussion  followed  ^  which  may  be 
studied  with  advantage.  It  is  there  shown  that  opinion  in  the 
United  States  differs  very  much  on  the  advisability  of  the  stem 
treatment.  Dr.  de  Warker  gives  it  as  his  opinion  that  the  treat- 
ment is  capable  of  being  employed  under  conditions  which  govern 
every  careful  surgeon  in  the  use  of  any  other  mechanical  device  ; 
that  the  contra-indications  are  recent  pelvic  inflammation,  acute 
or  chronic  peritonitis,  extreme  hypersesthesia  of  the  uterus,  in- 
tolerance of  its  cavity  ;  that  the  stem  should  not  be  continuously 
worn  if  the  pressure  is  great  from  the  flexion ;  that  the  stem  should 
be  so  short  as  not  to  touch  the  fundus  ;  that  the  support  should  be 
in  the  vagina  and  movable,  non-corrosive,  and  that  it  should  be 
managed  by  an  expert. 

I  give  the  above  rSsume  of  the  paper  because  it  appears  to  me 
to  be  a  fair  statement  of  tlae  question.  In  this  country  the  stem 
treatment  is  strongly  advocated  by  some  able  gynaecologists.  Dr. 
Eouth,  Dr.  Grranville  Bantock,  Dr.  Wynn  Williams,  Dr.  Thomas 
Savage  of  Birmingham,  and  others. 

Dr.  Routh  insists  on  the  necessity  for  preparatory  treatment 
and  blood-letting,  in  some  cases  use  of  tents,  in  some  use  of  the 
hysterotome.  Dr.  Bantock  would  recommend  at  first  use  of  sound, 
tent,  or  bougie,  but  if  the  flexion  be  acute  he  would  divide  cervix 
by  incision  and  use  the  stem  afterwards.  Dr.  Playfair  states  that 
he  uses  stems  in  exceptional  cases  only  and  when  constant  super- 
vision can  be  exercised.  Dr.  Wynn  Williams  and  Dr.  Thomas 
Savage  state  that  they  have  very  largely  employed  the  stem  treats 
ment,  and  without  any  bad  effect  resulting.  For  myself  I  can  say 
that,  having  employed  the  stem  treatment  in  many  cases  of  ante- 
flexion, I  have  never  had  a  fatal  result. 

Some  further  remarks  appear  to  be  required  as  to  tbe  action 
and  value  of  the  stem  treatment  in  obstinate  cases  of  anteflexion. 
Care  should  always  be  taken  to  ensure  that  the  fundus  of  the 
'  American  Journal  of  Obstetrics,  10,  p.  694. 
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uterus  be  kept  in  its  proper  position.  For  this  reason  the  stem 
must  have  a  vaginal  framework  on  which  to  rest  and  to  which  it 
shall  be  so  far  fixed  as  to  retain  the  long  axis  of  the  uterus  in  its 
proper  position,  and  so  as  to  prevent  rotation  of  the  fundus 
forwards.  Unless  this  object  is  secured,  the  stem  treatment  is,  in 
my  opinion,  likely  to  turn  out  a  failure. 

Another  point :  inasmuch  as  the  stem  keeps  the  uterine  canal 
straight,  and  continuously  so,  the  compression  of  the  tissues  of  the 
cervix  which  is  the  result  of  long-continued  acute  flexion,  is  put  an 
end  to ;  the  atrophy  has  a  chance  of  being  remedied.  The  efficacy 
of  treatment  by  the  sound  in  this  respect  may  be  compared  with 
that  resulting  from  the  use  of  the  stem  as  follows  : — 

The  object  we  have  in  view  is  to  permanently  alter  the  shape 

Fig.  88.' 


of  the  cervical  canal,  which  in  long-standing  cases  is  liable  to  be 
much  atrophied  on  one  side.  By  the  repeated  use  of  the  sound 
we  are  able  to  bend  the  canal  in  the  opposite  direction  to  a  slight 
extent.  The  frequent  repetition  of  this  process  (aided  by  the 
vaginal  pessary)  in  time  produces  a  considerable  effect,  because  by 
means  of  the  sound  we  can  do  more  than  actually  straighten  the 
canal.  Thus,  by  frequently  slightly  retroflexing  the  uterus  we  in 
time  cure  the  anteflexion.  This  is  undoubtedly  an  advantage 
which  the  sound  treatment  possesses,  but  which  the  stem  does  not. 
On  the  other  hand,  the  stem,  when  once  introduced  gnd  found 
to  suit,  can  be  worn  for  a  long  time,  during  which  the  uterus 

'  Fig.  88,  acute  anteflexion.  Lines  show  incisions  made  in  Emmet's  operation- 
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is  always  kept  straight,  and  repeated  manual  treatment  is  not 
required. 

The  cases  which  present  most  difficulty  in  the  way  of  permanent 
rectification  are  those  of  sterile  patients  with  an  elongated  cervix 
of  a  tapering  character,  but  very  much  bent  upwards,  so  that  the 
OS  looks  directly  upwards.  It  is  held  by  some  gynaecologists  that 
this  is  a  congenital  condition.  Such  is  not  my  impression.  At 
all  events  the  cure  of  these  cases  is  confessedly  difficult.  A  short 
way  of  dealing  with  these  cases  is  that  originated  by  Dr.  Marion 
Sims,  consisting  of  cutting  along  the  middle  line  of  the  cervix  on 
its  posterior  wall,  and  thus  opening  the  cervical  canal — in  effect 
shortening  the  cervical  canal  to  a  considerable  extent.  This 
practice  is  advocated  also  by  Dr.  Emmet  (see  his  modification  of 
this  operation  shown  in  fig.  88),  and  has  been  practised  by  others, 
but  so  far  as  can  be  gathered  the  oj)eration  has  not  been  by  any 
means  always  successful  as  a  cure  for  the  sterility  which  has 
been  the  principal  reason  for  undertaking  it.  The  preferable 
method  of  treating  these  cases  where  the  condition  has  existed  for 
some  years  would,  in  my  opinion,  be  to  remove  a  portion  of  the 
cervix — not,  however,  so  much  as  to  amount  to  an  amputation — and 
subsequently  to  employ  the  stem  treatment.  Where  the  condition 
lias  persisted  for  many  years  the  stem  treatment  alone  would  not 
effect  a  permanent  cure.  On  the  other  hand,  the  complete  ampu- 
tation of  the  whole  of  the  vaginal  portion  of  the  cervix  shortens  it 
too  much. 

Speaking  generally  in  reference  to  the  treatment  of  cases  of 
anteflexion  it  must  be  understood  that  when  the  malady  has 
"  listed  for  some  years  a  persistent  treatment  extending  over  a 

<  onsiderable  time  is  required  to  obtain  a  complete  cure.  If  the 
l)atient  becomes  pregnant,  that  is  a  considerable  help,  for  unless  a 
miscaiTiage  occurs  (which  has  to  be  prevented)  the  uterus  in  its 
expansion  and  growth  is  favourably  affected  by  the  pregnancy. 
1  >ut  after  it  is  over  a  recurrence  has  to  be  guarded  against.  On  the 
other  hand,  if  pregnancy  does  not  occur,  the  use  of  a  vaginal 
[jessary  is  required  in  some  cases  for  a  year  or  two,  or  even  longer, 
to  maintain  the  effect  of  the  treatment.  It  is  impossible  to  cure 
a  long-standing  case  in  a  few  months  so  far  that  the  patient  can 
dispense  with  some  internal  support.    In  process  of  time,  however, 

<  he  uterus  can  be  consolidated  in  its  improved  shape  and  position ; 
but  this  is  necessarily  a  work  of  time,  and  it  is  unreasonable  to 
<'xpect  it  to  be  otherwise. 

In  a  certain  number  of  chronic  long-standing  oases  of  ante- 
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flexion  it  is  not  advisable  to  initiate  local  treatment  at  all  owing  to 
the  length  of  time  required  for  treatment,  or  other  reasons.  In 
some  it  is  necessary  to  be  satisfied  with  sustaining  the  uterus  a 
little  so  as  to  prevent  further  descent  or  flexion.  After  a  gentle 
treatment  of  the  latter  kind  it  is  sometimes  found  practicable  to 
go  on  with  more  radical  measures. 
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CHAPTER  XXIV. 

ANTEFLEXION  AND  ANTEVERSION  OF  THE  UTERUS — {continued). 

TREATMENT — {continued). 

Pessaries  for  the  Treatment  of  Anteflexion  and  Anteversion. — 
The  Author's  'Cradle'  Pessary— Principle  of  its  Action— Two  Varieties,  the 
'  Bar  Cradle  '  and  '  Crutch  Cradle  '—Various  Sizes  required— Various  Materials 
—  Modification  in  Use  resembling  Gehrung's  Pessary  —  Introduction  and 
Removal  of  the  Cradle  Pessary— Precautions  in  regard  to  its  Use — Dr.  Gaillard 
Thomas's  Pessaries— Other  Pessaries  :  Playfair's,  Galabin's,  Fancourt- Barnes's, 
Galton's — The  Air-ball  Pessary. 

THE  CRADLE  PESSARY. 

The  '  cradle  pessary,'  as  it  is  now  termed,  was  exhibited  by  me  on 
May  1,  1867,  to  the  Obstetrical  Society  of  London,  and  is  figured 
in  vol.  ix.  of  the  '  Obstetrical  Ti'ansactions.'  The  instrument  had 
been  used  by  me  for  three  or  four  years  previously  and  I  have 
now  employed  it,  slightly  altered  from  the  original  shape,  for 
upwards  of  fifteen  years,  in  the  treatment  of  anteversion  and 
anteflexion. 

The  cradle  pessary  acts  on  the  following  principle :  It  rests 
on  the  vaginal  floor  at  two  points — one  near  the  entrance,  one  high 
up  behind  the  cervix  uteri — and  with  this  basis  of  support  it  makes 
pressure  upwards  and  a  little  forwards  through  the  vaginal  roof, 
about  midway  between  the  cervix  uteri  and  the  symphysis  pubis. 

The  general  outline  of  the  cradle  pessary,  looked  at  sideways,  is 
that  of  a  triangle  without  a  base.  The  triangle  has  unequal  sides, 
and  experience  has  shown  that  in  all  cases  this  triangle  must 
have  sides  whose  measurements  have  a  certain  definite  relation 
one  to  the  other. 

The  line  iii  a  is  a  little  longer  than  ill  D. 

In  the  instrument  as  first  exhibited  the  measurements  were  a 
little  different,  but  I  have  found  by  long  experience  the  above  rela- 
tion of  the  sides  of  the  triangle  to  be  the  correct  one.  If  a  smaller 
instrument  be  used  a  similar  proportion  between  the  measure- 
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ments  of  the  sides  must  be  preserved.  I  have  thought  it  neces- 
sary to  give  very  precise  details,  because  many  patterns  of  cradle 
pessaries  are  sold,  not  at  all  agreeing  either  with  the  original  shape 
or  with  that  now  given,  and  which  have  not  consequently  been 
found  satisfactory  by  many  who  have  employed  them. 

Most  of  the  instruments  sold  as  '  cradle  '  pessaries  have  the 
grave  defect  of  being  too  long  at  the  base— i.e.  the  distanc(; 
A  to  D  (see  fig.  89),  is  too  great — the  result  being  to  distend  the 
vaginal  canal  too  much.  The  part  which  rests  on  the  vaginal 
floor  (a  to  d)  should  not  exceed  in  length  that  shown  below  for 
the  largest  size.  In  the  smaller  sizes  it  should  be  a  little  less. 
A  second  defect  in  instruments  sold  is  the  want  of  sufficient 


Fig.  89.' 
a  /\ 


elevation  of  the  apex  of  the  triangle,  and  a  third  is  the  placing  of 
the  apex  of  the  triangle  exactly  midway  over  the  base  line  a  d. 
The  proper  triangle  is  not  an  equilateral  triangle,  and  the  two 
lines  A  III,  D  III,  should  be  of  unequal  length. 

I  now  employ  two  forms  of  the  instrument,  one  of  which 
is  represented  in  fig.  90,  and  the  other  in  fig.  91.  The  former 
may  be  described  as  a  cradle  with  a  bar,  the  other  as  a  cradle  with 
crutches,  one  on  each  side  :  the  terms  '  bar  cradle '  and  '  crutch 
cradle  '  are  convenient  distinctive  appellations.  They  require  to 
be  of  various  sizes.  Three  sizes  are  generally  applicable — No.  1  the 
smallest.  No.  2  medium  size,  and  No.  3  the  largest.  The  following 
figures  represent  the  No.  3  size  (largest). 

The  action  of  the  cradle  pessary  is  in  part  a  direct  action ; 

'  In  fig.  89  are  shown  three  triang-les.  The  largest  indicates  the  size  of  the 
largest-sized  cradle  pessar}- ;  the  otliers  are  smaller.  Tlie  base  line  is  that  of  the 
vaginal  floor. 
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exerting  pressure  upwards  and  a  little  in  front  of  the  fundus  uteri, 
it  tends  to  elevate  the  fundus  to  its  proper  position.  Moreover, 
by  occupying  a  certain  space  it  prevents  occupancy  of  that  space 
by  the  fundus.    In  addition  to  this  it  has  a  lever  action— it  draws 

Fig.  90.' 


the  cervix  forwards,  and  has  therefore  a  tendency  to  produce 
posterior  rotation  of  the  whole  uterus.  The  part  of  the  pessary 
making  pressure  is  the  '  bar '  or  '  crutch,'  as  the  case  may  be. 


Fir.  91.- 


Soinetimes  one  variety  answers  best,  sometimes  the  other.  The 
'•rutch  pessary  is  scientifically  the  superior  instrument,  as  it  pre- 
vents lateral  movement  of  the  fundus.  The  present  construction 
'liffers  slightly  from  that  first  introduced  and  represented  in  the 

'  Fig.  90  represents  a  large  size  bar  cradle  pessary. 
*  Fig.  91  shows  a  large  size  crutch  cradle  pessary. 
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1872  edition  of  this  work  in  the  relative  position  of  the  apex  of 
the  triangle.  The  apex  is  now  a  little  further  forward,  and  it  has 
a  better  and  more  perfect  action  when  in  position. 

In  the  crutch  variety  of  the  cradle  pessary,  it  is  highly  import- 
ant that  the  surfaces  of  the  crutch  part,  which  is  in  front  of  the 
uterus,  should  be  opened  out  so  as  to  present  a  concave  surface, 
against  which  the  uterine  body  rests.  This  part  of  the  construc- 
tion of  the  crutch  pessary  is  not  evident  on  a  lateral  view.    It  can 


Fig.  92.1 


only  be  seen  on  looking  at  the  pessary  from  above.  The  annexed 
drawing  (fig.  92)  will  render  this  explanation  more  intelligible. 

In  practice  it  is  found  that  the  space  between  the  two  crutches 
A  and  B  has  sometimes  to  be  a  little  increased  from  that  shown  in 
the  typical  instrument.  And  it  is  very  necessary  that  the  surface 
of  the  crutches  be  well  rounded  ofiF,  otherwise  the  pressm'e  is  not 
well  borne. 

As  regards  the  size  suitable  to  different  cases,  it  is  found  that 
in  patients  who  have  had  children,  a  large  size  (No.  3)  generally 

'  Fig.  92  represents  outline  of  cradle  and  uterus  to  show  its  action.  Tlii;^ 
drawing  is  different  from  the  one  in  the  last  edition  of  this  work;  the  large  riii!: 
should  be,  as  it  is  here  sliown,  posterior  to  the  cervix.  A  is  the  posterior  or  large 
ring  of  the  pessary,  B  is  the  anterior  or  smaller  ring. 
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suits  best,  while  in  others  a  smaller  size  is  required.  Again,  the 
width  of  the  instrument  as  a  whole  sometimes  requires  to  be  a 

Fig.  93.' 


little  dififerent  from  the  typical  measurement.  In  single  women 
a  nan-ow  cradle  pessary  is  essential. 


The  cradle  pessary  is  made  of  various  materials ;  the  best 
material  for  both  the  bar  and  crutch  varieties  is  ebonite.  Messrs. 


'  Fig.  93  shows  a  large  size  crutch  cradle  as  seen  from  above. 
*  Fig.  94  represents,  in  a  profile  view,  the  three  sizes  of  the  cradle  pessWry 
marked  respectively  I,  II,  and  III,  such  as  may  be  readily  made  from  various 
ized  rings  bent  into  the  crutch-cradle  shape. 
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Coxeter  of  Grafton  Street  have  been  at  some  trouble  in  making 
these  two  varieties  of  the  cradle  pessary  in  ebonite  according  to 
my  directions,  and  now  keep  them  in  stock.  The  crutch  variety 
can  be  constructed  extemporaneously  of  copper  wire  rings  covered 
with  mdiarubber,  and  this  admits  of  easy  modification  of  the  size 
or  shape.    Ebonite  is  a  very  cleanly  material,  though  its  hardness 


Fig.  96.' 


renders  it  in  some  ways  inferior  to  the  soft  rubber- covered  pessary. 
I  have  employed  cradle  pessaries  of  all  these  varieties  of  material 
in  very  many  cases  during  several  years,  and  find  that  the  great 
secret  of  their  successful  employment  is  the  accurate  fitting  of 
the  pessary,  and  the  preservation  of  the  normal  relational  measure- 
ments of  the  triangle  to  which  attention  has  been  already  drawn 
(see  fig.  89). 

'  Fig.  95  represents  a  medium  size  No.  2  crutch  cradle ;  Fig.  96  a  full  size 
No.  3  crutch  cradle. 
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There  are  cerUiin  exceptional  cases  in  wliicli  a  larger  cradle 
pessary  than  No.  3  may  be  required,  but  they  are  really  excep- 
tional. 

Spring  cradle  pessaries. — I  have  found  that  cradle  pessaries 
made  of  German  silver  covered  with  indiarubber  are  sometimes 


Fig.  97.' 


)refcrable  to  others.  For  cases  where  greater  facility  in  introduce 
ion  is  required  they  are  very  iiseful.  Messrs.  Coxeter,  Messrs. 
Meyer  &  Meltzer,  and  Mr.  Russell  have  made  these  pessaries  in 

'  Fif<.  97  represents  an  extra  thick  No.  3  size  spring  cradle  pessary. 
Fig.  98  is  another  view  oJ:  the  same  pessary  shown  in  fig.  97. 

X 
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conformity  with  my  instructions.  These  pessaries  are  to  a  certiiin 
extent  compressible,  and  are  thus  more  easily  introduced,  and 
retain  their  shape  after  introduction.  Fig.  97  represents  "a  No.  3 
cradle  pessary  made  in  this  way.  The  particular  pessary  here 
shown  is  most  valuable  for  cases  where  the  uterus  is  large  and 
heavy  (as  in  cases  of  anteflexion  with  a  congested  hypertrophied 
uterus),  and  it  is  made  purposely  a  little  thicker  than  is  required 

Fig.  09.' 


for  ordinary  cases.    Nos.  1  and  2  made  in  this  material  are  of] 
course  smaller  than  the  one  here  shown,  and  the  smaller  sizes 
are  also  covered  less  thickly  with  indiarubber. 

Another  luay  of  using  the  cradle  pessary. — In  some  few  cases 
I  have  found  that  the  cradle  pessary  acts  very  well  when  it  is 
rotated  backwards  so  as  to  place  the  part  which  is  ordinarily  in^ 
front  of  the  body  of  the  uterus  behind  the  os.    The  plan  acts  I 

'  Fig.  09  shows  a  large  (No.  3)  size  spring  cradle  pessary  in  action. 
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beneficially  in  certain  cases,  but  generally  the  tilting  action  of  the 
pessary  backwards  is  too  strong  and  may  convert  the  anteversion 
even  into  a  retroversion,  so  powerful  is  it.  Fig.  100  shows  a  cradle 
pessary  a  little  flattened,  so  as  to  lie  better  on  the  vaginal  floor, 
and  acting  as  above  described. 


Fig.  100.' 


:  Gehrung's  pessary  for  anteflexion  is  in  principle  very  like  the 
1  one  above  described.  I  append  Gehrung's  drawing  of  his  pessary 
;  (see  fig.  101,  page  308),  from  which  it  will  be  evident  that  the 
;  two  act  alike.  I  had  occasionally  employed  the  modification 
I  above  described  some  time  before  the  publication  of  the  description 

of  Gehrung's  pessary. 

Introduction  of  the  ordinary  cradle  pessary. — The  int^-o- 
I  duction  of  the  cradle  pessary  is  not  very  easy  unless  certain  points 
;  are  attended  to.    The  large  ring  is  to  be  introduced  first,  the  bar 

or  crutch  being  at  this  time  close  to  the  urethral  orifice.  When 
I   the  large  ring  is  thoroughly  engaged  in  the  vaginal  aperture, 

pressure  must  be  made,  not  upon  the  ring,  but  upon  the  bar  or 

crutch  part  which  is  close  to  the  urethra,  and  this  part  must  be 

'  Fig.  100  exhibits  a  special  mode  of  using  the  cradle  pessary.    The  pessary  is 
a  little  flattened  to  adapt  it  to  this  particular  object. 
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])ushed  inwards  under  the  urethra,  giving  the  instrument  a  sort 
of  rotation  backwards.  This  little  manoeuvre,  when  properly  per- 
formed, projects  the  cradle  pessary  completely  into  the  vagina,  and 
its  further  introduction  is  a  matter  of  great  ease,  as  it  takes  its 
proper  position  certainly  and  readily.  Unless  these  j)recaiitions 
are  observed,  the  introduction  may  be  very  difficult.  It  is  best  to 
place  the  patient  on  the  side  with  the  knees  well  drawn  up,  and  a 
good  deal  of  fresh  lard  or  cold  cream  should  be  used  to  facilitate 
the  operation.  In  unmarried  patients  requiring  the  use  of  the 
instrument  the  difficulties  of  introducing  the  pessary  may  render 
necessary  the  aid  of  an  angesthetic. 

Fig.  101.' 


/ 


In  cases  where  any  considerable  degree  of  resistance  is  experi- 
enced in  elevating  the  uterus  the  use  of  the  cradle  pessary  must 
be  accompanied  with  precautions  in  regard  to  the  position  of  the 
patient.     The   horizontal  position  is  quite  essential  at  first. 
The  sitting  posture  is  generally  more  uncomfortable  during  the 
first  few  weeks  of  wearing  the  cradle  pessary  than  it  was  before, 
and  must  be  generally  avoided  for  a  time  at  least.    Although  the 
instrument  really  presses  on  the  bladder  it  rarely  produces  any{ 
irritation  of  this  organ.     The  instrument  sometimes  presses  n 
little  unduly  on  the  rectum  if  there  be  too  much  C  standing  or 
sitting,  and   the  action  of  the  bowels  is  frequently  a  little 
hindered  by  its  presence.    To  obviate  this  occasional  difficulty  a 
daily  enema  -is  the  most  appropriate  remedy.    The  ebonite  m- 
*  Fig.  101  is  Guhrung's  drawing  of  his  auteflexiou  pessary. 
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strnment,  when  well  fitted  and  working  well,  may  be  worn  for 
months  without  difficulty  of  any  kind,  but,  until  it  has  done  its 
work,  will  of  course  requii-e  to  have  its  action  supervised  and  regu- 
lated. But  when  a  cradle  pessary  made  of  a  hard  material  has 
been  worn  for  some  months  it  should  be  removed  and  a  soft  cradle 
used  for  a  time.  When  the  soft  india-rubber  varieties  are  employed, 
more  frequent  changes  and  daily  injections  with  a  little  anti- 
septic fluid  may  be  required,  especially  just  after  the  periods  are 
over. 

The  removal  of  the  cradle  pessary  may  be  attended  with 
difficulty  unless  certain  precautions  are  employed.  The  pessary 
must  be  drawn  backwards  towards  the  anal  aperture  as  well  as 
downwards,  and  it  will  be  found  easier  to  remove  it  by  hooking 
the  forefinger  into  the  pessary  from  behind  and  not  from  in  front 
of  it. 

Various  other  pessaries  have  been  employed  in  the  treatment 
of  anteversion  and  -flexion.  Some  of  these  will  now  be  men- 
tioned. 


Fig.  102.' 


Fig.  103.2 


Dr.  Gaillard  Thomas  emj^loys  two  or  three  pessaries  of  his  own 
! design.    The  principle  adopted  by  him  is  to  use  a  Hodge-shaped 
pessary  as  a  foundation,  and  a  bar  in  form  of  an  arch  is  carried  fi-om 
;this  in  front  of  the  cervix.    This  arch  moves  on  hinges,  so  that  it 
!can  be  inserted  more  readily. 

Some  of  Dr.  Thomas's  instruments  are  represented  in  the  annexed 
■figures,  taken  from  the  last  C5th)  edition  of  Dr.  Thomas's  work. 

Dr.  Thomas  has  also  now  an  instrument  which  is  a  combina- 
1  ion  of  the  stem  with  a  vaginal  pessary.    It  differs  little  from  the 

'  Fig.  102  shows  one  form  of  Thomas's  pessary.  It  is  in  ebonite  in  a  single 
piece.  '  ^ 

»  Fig.  103  shows  a  hinged  in.strnment  of  Thomas's  for  antenexion. 
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sbape  of  the  other  vaginal  pessary,  but  there  is  a  sort  of  cup 
which  supports  a  stem,  the  stem  being  of  course  placed  in  the 
uterus ;  a  piece  of  thread  is  attached  to  the  stem  to  facilitate  its 
withdrawal  after  removal  of  the  vaginal  part  of  the  pessary. 

There  are  other  vaginal  pessaries  which  have  been  invented 
for  the  treatment  of  anteversion  and  anteflexion,  acting  by  pressure 
through  the  vaginal  roof — viz.  those  of  Dr.  Playfair,  Dr.  Galabin, 
and  Dr.  Fancourt-Barnes. 

Hitherto  instruments  have  been  described  acting  wholly  within 
the  vaginal  canal ;  other  instruments  have  been  employed  acting  from 
without.  As  a  rule,  certainly,  any  instrument  of  the  latter  kind  is 
objectionable  to  the  patient  and  requires  constant  attention.  Dr. 
Thomas  describes  a  modification  of  Cutter's  pessary  for  retroflexion, 
but  shaped  so  that  the  pressure  is  applied  in  front  of  the  uterus, 
and  fixed  in  a  similar  way  by  means  of  a  tape  passing  from  the 
stem  to  the  waist  behind.  Instruments  have  been  employed  by 
others,  the  fixed  point  for  which  is  obtained  by  attaching  a  stem 

Fig.  104.' 


to  a  pad  in  front,  kept  in  place  by  a  pelvic  band  passing  round  the 
pelvis.  Dr.  Galton  exhibited  such  an  instrument  at  the  Obstetrical 
Society  of  London  in  1874.  The  principle  of  this  latter  instrument 
is  similar  to  that  of  an  instrument  before  employed  for  prolapsus 
of  the  uterus,  and  in  some  very  rebellious  cases  there  is  no  doubt 
that  such  an  instrument  would  be  found  very  useful. 

The  air-hall  pessary. — Some  few  years  ago  I  was  in  the  habit 
of  employing  an  air-ball  pessary  rather  extensively  in  the  treat- 
ment of  anteflexion,  and  I  still  use  it  in  a  few  cases  where  the 
cradle  pessary  is  for  various  reasons  not  found  convenient. 

The  air-ball  pessary  is  a  very  efiicient  instrument  up  to  a 
certain  point,  and  in  cases  where  the  uterus  is  very  heavy  or  large, 
or  very  sensitive,  it  is  very  serviceable.  The  instrument  is  an 
india-rubber  ball  made  perfectly  round,  and  it  has  a  small  tube 
attached,  by  means  of  which  it  is  inflated  after  introduction.  The 
tube  has  a  stop-cock;  and  a  brass  air  syringe  which  fits  the  stop- 
'  Thomas  anteflexion  pessary,  modified  by  Mund6,  with  hinges  sunk. 
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cock  is  the  means  of  introducing  the  air.  The  apparatus  is  well 
made  by  I^Iessrs.  Meyer  &  Meltzer.  The  pessary  is  made  in  various 
sizes.  The  average  size  required  for  married  patients  is  a  ball  one 
inch  and  three-quarters  in  diameter  when  not  distended.  After 
insertion  this  is  inflated  until  its  diameter  is  two  inches.  This 
precise  amount  of  dilatation  can  be  ensured  by  introducing  it 
empty,  having  ascertained  previously  how  many  strokes  of  the 
piston  of  the  syringe  are  required  to  produce  the  necessary  degree 
of  distension. 

It  is  extremely  important  that  the  ball  should  be  quite  round, 
and  that  the  distension  should  not  go  beyond  what  is  required. 
A  two-inch  diameter  ball  sustains  the  uterus  in  the  proper  manner, 
but  if  larger  it  displaces  it  as  a  whole  backwards. 

One  drawback  to  the  air  pessary  is  the  presence  of  the  tube 
externally.  This  should  be  fastened  in  front  to  a  piece  of  bandage 
tied  round  the  waist.  Another  is  the  liability  of  the  stop-cock  to 
get  out  of  order,  when  the  air  escapes.  But  when  properly 
managed  it  is  a  very  useful  instrument,  and  has  the  advantage 
that  it  can  be  readily  inserted  and  removed  by  the  patient  herself. 
Careful  instructions  should  be  given  in  order  that  the  pessary 
may  continue  to  act  properly. 
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CHAPTER  XXV. 

LATEKIFLEXION,    LATERAL    DISPLACEMENT    AND  ALTERNATL\(i 
ANTE-  AND  RETROFLEXION  OP  THE  UTERUS. 

LATEKIFLEXION  OP  THE  UTERUS. — Treatment. 

Alternating  Ante-  and  Retroflexion. — Nature  of  these  Cases-  Condition 
of  the  Tissues  of  the  Uterus— Treatment,  General  and  MechanicaL 

LATEKIFLEXION  OF  THE  UTERUS. 

As  a  general  rule  flexion  of  the  uterus  is  very  decidedly  either 
forwards  or  backwards,  although  it  is  common  enough  to  find  that 
the  inclination  of  the  uterus  is  a  little  to  one  side,  the  flexion  not 
being  exactly  in  the  middle  line.  But  in  some  few  cases  it  is 
found  that  the  flexion  is  very  markedly  in  a  lateral  direction.  I 
find,  on  referring  to  my  case-books,  that  during  six  years  the 
uterus  was  in  a  condition  of  decided  lateriflexion  in  three  cases — 
not  a  large  number,  and  showing  that  the  condition  is  a  rare  one. 
The  relation  of  the  uterus  to  the  broad  ligaments,  and  its  lateral 
fixation  by  these  structures,  prevents  the  displacement  laterally. 

Of  the  three  cases  referred  to,  one  was  a  single  lady,  aged  24, 
who  had  been  thrown  from  a  horse  a  year  before  applying  for 
advice,  since  which  she  had  been  subject  to  considerable  pain 
and  incapacity  for  locomotion.  In  the  other  two  cases  there 
was  no  history  of  a  severe  accident :  one  patient  was  46  years  of 
age,  and  the  displacement  was  of  long  standing;  the  other  was 
only  18,  and  had  walked  excessively  since  her  marriage,  which  took 
place  nearly  two  years  previously. 

I  have  seen  other  cases  in  which  the  uterus  was  anteflexed— 
the  uterus  being  very  distinctly  inclined  to  one  side  ;  but  these 
are  not  included  in  the  above  category. 

The  diagnosis  of  these  cases  can  only  be  certainly  made  by 
means  of  the  sound. 

Treatment. — The  treatment  I  have  found  successful  consists 
in  the  employment  of  the  sound,  whereby  the  uterus  is  replaced, 
and  a  careful  positional  treatment.  If  the  uterus  is  inclined  to 
the  left  side  the  patient  should  lie  principally  on  the  right.  The 
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horizontal  position  is  of  course  requisite.  As  regards  the  use  of 
pessaries  in  such  cases,  it  is  not  easy  to  adjust  one  which  shall 
carry  out  the  indications  present.  When  the  uterus  is  decidedly 
in  a  state  of  lateri version,  but  there  is  a  slight  inclination 
forwards,  a  cradle  pessary  can  be  fitted  so  as  to  meet  the  difficulty. 
For  this  purpose  the  crutch  cradle  pessary  should  be  so  bent  that 
the  crutch  projects  more  backward  than  usual  on  the  side  to 
which,  the  uterus  inclines.  The  stem  pessary  would  undoubtedly 
be  the  best  instrument  to  employ  when  the  uterus  is  very  decidedly 
bent  to  one  side. 


LATERAL  DISPLACEMENT  OF  THE  UTERUS. 

I  have  seen  a  few  cases  in  which  the  uterus,  without  being 
(  flexed,  was  displaced  very  decidedly  from  its  median  position  in 
^  the  pelvis,  this  condition  being  the  result  of  an  accident  or  fall, 
^  and  giving  rise  to  very  protracted  and  obscure  sujffering. 

I  Thus  in  one  case  a  young  lady  fell  down  stairs,  broke  her  arm,  and 
i  was  laid  up  for  some  time  with  it,  but  when  she  attempted  to  walk 
I!  found  it  difficult  and  painful  to  do  so,  and  she  became  affected  also  with 
I  *  hysterical '  symptoms.  On  exploring  the  pelvic  interior  the  uterus  was 
H  found  packed  away,  as  it  wei'e,  in  the  left  posterior  corner  of  the  pelvis, 
n  where  ib  had  evidently  lain  since  the  injury.  By  positional  treatment  the 
uterus  was  brought  to  the  middle  of  the  pelvis  with  satisfactory  results. 

In  another  the  patient  had  sustained  a  severe  fall  on  the  floor  from 
sitting  down  when  there  was  no  chair.  Severe  chronic  obstinate  pain 
in  the  back  resulted,  and  it  was  subsequently  found  that  the  uterus  was 
driven  backwards  close  to  the  sacrum,  and  a  little  to  one  side. 

ALTERNATING  ANTE-  AND  RETROFLEXION. 

A  very  important  and  interesting  class  of  cases  are  those  in 
which  the  flexion  alternates  from  backwards  to  forwards,  or  vice 
versa. 

These  cases  are  not  very  common,  but  they  are  by  no  means 
I  rare. 


I  first  became  acquainted  with  this  alternating  variety  of  flexion 

» eight  years  ago  while  attending  a  case  which  proved  to  be  one  of 
Piis  kind  and  which  was  under  observation  for  a  considerable  time. 
This  case  was  very  difficult  to  cure,  and  the  facts  observed  from 
time  to  time  in  connection  with  it  furnished  me  with  information 
which  has  been  found  very  valuable  in  other  similar  cases. 

These  alternating  cases  are  really  cases  in  which  the  uterus  is 
•  xtromoly  soft,  and  they  are  typical  cases  of  the  'soft'  uterus. 
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This  softness  is  the  result  of  mal-nutrition.  The  case  above 
alluded  to  was  that  of  a  lady  threatened  with  phthisis,  and  in  a  low 
state  of  nutrition  generally.  There  was  very  intense  uterine 
dyskinesia ;  complete  inability  to  walk  more  than  a  few  yards. 
The  uterus  was  found  retroflexed.  Treatment  for  this  retroflexion 
was  for  a  time  successful,  but  it  afterwards  failed,  and  it  was  then 
found  that  the  uterus  was  anteflexed.  Again,  a  fresh  adjustment 
was  made,  but  it  was  found  that  the  slightest  pressure  in  front 
produced  retroflexion,  while  the  slightest  pressure  behind  the 
uterus  produced  anteflexion.  The  uterus  was  so  weak  that  it  had 
no  power  to  keep  straight.  After  observing  these  oscillations  long 
enough  to  be  aware  of  the  true  nature  of  the  case,  a  peculiar 
shaped  pessary  was  applied  which  had  the  effect  of  simultaneously 
giving  pressure  in  front  and  behind  the  uterus.  When  this  was 
got  into  proper  working  order  the  patient  was  able  to  walk  and  a 
cure  was  eventually  obtained  by  supporting  the  uterus  and  care- 
fully improving  the  general  health  by  a  suitable  dietary. 

I  may  mention  another  case  which  has  been  under  observation 
for  the  last  eight  or  nine  years.  A  young  married  lady  was  found 
suffering  from  anteflexion,  coupled  with  very  great  debility — 
chronic  starvation.  The  uterus  was  treated  successfully  and  the 
patient  had  her  first  child  about  two  years  afterwards.  After  the 
pregnancy  was  over  the  uterus  became  again  troublesome  and  a 
cradle  pessary  was  again  required ;  a  second  pregnancy  with  sub- 
sequent recurrence  of  the  flexion,  and  a  third  with  similar  result ; 
a  fourth  pregnancy  occurred  after  a  longer  interval,  and  after  it  had 
ended  satisfactorily  the  patient  again  came  to  me  in  consequence 
of  feeling  ill  and  in  pain.  On  this  last  occasion  I  found  to  my 
surprise  that  the  uterus  was  not  anteflexed,  as  I  expected  to  find  it 
from  former  experience,  but  retroflexed.  This  extremely  interest- 
ing case,  with  all  the  circumstances  of  which  I  am  perfectly  familiar, 
offers  an  example  of  a  uterus  originally  very  soft  and  which  has 
never,  spite  of  repeated  pregnancies,  become  really  firm  and  solid. 
The  case  is  a  rare  and  probably  exceptional  one  in  regard  to  the 
obstinacy  of  the  case,  but  it  teaches  some  valuable  lessons. 

I  have  seen  at  various  times  a  considerable  number  of  cases 
less  marked  than  those  above  described,  but  well  characterised. 
In  some  of  these  cases  no  internal  support  was  used,  the  alternating 
flexion  being  nevertheless  observed  to  occur.  In  other  cases  the 
alternation  followed  on  the  use  of  a  vaginal  pessary,  a  retroflexion 
changing  to  an  anteflexion  under  the  use  of  a  Hodge-shaped 
pessary,  and  the  opposite  result  following  from  the  use  of  a  cradle 
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pessary  in  a  case  of  anteflexion.  This  is  a  very  important  circum- 
stance to  bear  in  mind,  for  a  pessary  which  does  its  work  well  and 
satisfactorily  at  first  may  be  found  afterwards  not  to  be  acting 
well.  In  those  cases  where  this  unusual  flexibility  of  the  uterus 
exists  the  pessary  (properly  applied)  tilts  the  uterus,  not  only  into 
its  place,  but  may  have  the  effect  of  producing  the  opposite  kind 
of  flexion. 

This  leads  me  to  make  the  remark  that  I  have  on  some  few 
occasions  been  consulted  by  patients  who  have  been  subjects  of 
retroflexion  and  treated  by  the  Hodge-shaped  pessary  by  other 
practitioners,  but  the  patient  was  still  in  search  of  relief.  In  these 
instances  I  have  in  five  or  six  cases  found  that  the  uterus  had 
gone  over  from  retroflexion  to  anteflexion.  In  one  case  very  great 
anxiety  and  trouble  had  resulted  from  the  supposed  impossibility 
of  giving  the  patient  relief,  but  the  true  cause  was  found  to  be  the 
over-action  of  the  pessary.  This  over-action  may  of  course  in 
some  cases  be  real,  the  pessary  being  worn  too  long  or  being  too 
large,  but  that  explanation  does  not  apply  to  the  cases  I  have  now 
in  my  mind,  in  which  it  was  certain  both  that  the  original 
diagnosis  was  right  and  that  the  pessary  was  skilfully  adjusted. 

These  facts  offer  evidence  of  the  necessity  for  carefully  regu- 
lating the  action  of  vaginal  pessaries  and  for  ascertaining  that 
they  are  acting  as  it  is  intended.  This  can  only  be  done  certainly 
by  the  careful  use  of  the  sound. 

This  seems  to  be  the  proper  place  for  pointing  out  that  if  the 
case  be  originally  one  of  anteflexion  and  a  Hodge-shaped  pessary 
be  employed,  one  effect  is  very  likely  to  occur — viz.  an  exaggeration 
of  the  anteflexion.  I  have  met  with  eases  where  this  result  has 
been  observed,  the  Hodge  pessary  having  been  used  either  under 
a  mistaken  notion  of  the  nature  of  the  case  or  with  the  idea  of 
giving  the  patient  relief  from  the  anteflexion.  The  latter  idea  is, 
I  need  hardly  say,  in  my  opinion,  very  erroneous,  as  the  cases  in 
question  which  have  come  under  my  notice  have  sufficiently 
proved. 

Treatment  of  alternating  flexions. — These  peculiar  cases 
require  a  corresponding  peculiar  treatment.  Probably  the  diffi- 
culty is  capable  of  being  surmounted  in  more  than  one  way.  The 
plan  which  I  have  followed  in  the  few  cases  which  have  come 
under  my  notice,  and  which  has  been  successful,  consists  in 
using  a  pessary  which  is  a  combination  of  the  Hodge  and  the 
cradle  pessary.  It  might  be  described  as  a  cradle  pessary  with 
the  posterior  ring  elongated  so  as  to  resemble  the  corresponding 
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part  of  the  Hodge  pessary.  The  accompanying  drawing  gives  a 
better  notion  of  the  instrument  than  a  description.  The  object 
of  the  instrument  is  to  give  a  support  both  behind  and  in  front  of 
the  uterus,  and  the  pessary  in  question  has  been  found  to  fulfil 


Fig.  105.' 


these  indications  in  the  cases  in  which  I  have  employed  it.  In 
some  of  these  cases  it  is  probable  that  the  pessary  known  as 
Fowler's  pessary  would  prove  serviceable.    This  is  an  instrument 


Fig.  106.'' 


made  of  ebonite,  and  having  a  conical  or  funnel  shape,  into  which 
the  uterus  falls.    It  is  made  in  various  sizes. 

Another  instrument  which  would  fulfil  the  indications  required 
is  the  stem  pessary.    I  have  not  employed  it,  however,  in  ihe 
cases  of  alternating  flexion  which  have  come  under  my  notice, . 
having  found  the  arrangement  above  described  to  answer  extremely 
well. 

'  Fig.  105  shows  a  profile  view  of  llie  '  alternating '  flexion  instrument.  A 
should  be  placed  behind  the  cervix  ;  B  corresponds  to  the  vaginal  aperture. 
*  Fig.  lOG  represents  a  ground  plan  of  the  same  instrument. 
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In  conclusion  it  must  be  stated  that  no  amount  of  precision 
and  mechanical  skill  will  be  effectual  in  giving  relief  in  these 
cases  unless  it  be  conjoined  with  great  care  and  attention  in 
regard  to  the  strengthening  of  the  uterus.  Careful  and  incessant 
nutritional  treatment  for  as  much  as  a  year  or  more  will  be 
required  in  a  case  of  alternating  flexion  in  order  to  really  cure  the 
disease.  If  this  latter  element  in  the  treatment  be  neglected, 
the  uterus  will,  after  the  removal  of  the  pessary,  relapse  into  its 
former  troublesome  condition. 
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CHAPTEE  XXVI. 

INCISION  AND  DILATATION  OF  THE  CERVICAL  CANAL  OF  TliJi 

UTEEUS. — STEM  PESSARIES. 

Incision  or  Division  Ob-  the  Os  and  Cervix  Uteri.— Various  Methods  of 
performing  the  Operation — Means  for  maintaining  the  Canal  Open  afterwards— 
Dangers  of  the  Operation — Treatment  of  Cases  of  Imperforate  Os  Uteri. 

Dilatation  of  the  Canal  op  thk_  Uterus.— Dangers  of  the  Procedure- 
Means  of  effecting  Dilatation — Various  Kinds  of  Tents — Method  of  Introduc- 
tion—  Metallic  Dilators. 

Stem  Pessaries. ^ — Various  Kinds — Simple  Stems— Stems  with  supporting 
Vaginal  Framework, 

INCISION  OR  DIVISION  OF  THE  OS  AND  CERVIX  UTERI. 

Incision  or  division  of  the  os  and  cervix  uteri  is  an  operation 
practised  chiefly  for  the  relief  of  dysmenorrhoea  or  for  the  cure 
of  sterility.  But  it  is  also  a  means  of  facilitating  the  rectifica- 
tion of  the  shape  of  the  uterus  in  chronic  cases  of  distortion  of 
the  organ. 

In  order  to  enlarge  the  calibre  of  the  uterine  canal,  Sir  J.  Y. 
Simpson  first  employed  a  metrotome  cache,  by  means  of  which  he 
effected  an  incision  extending  up  to  the  os  inter- 
num, first  on  one  side  and  then  on  the  other. 
The  knife  was  guarded  until  the  instrument  had 
been  introduced  sufficiently  far.  Various  modifi- 
cations of  this  instrument  have  been  employed. 
Dr.  Greenhalgh's  metrotome  is  double  bladed, 
and  by  it  a  bilateral  section  of  the  cervical  caual 
is  made,  rather  wider  below  than  above.  Dr. 
Marion  Sims  employs  a  pair  of  strong  curved 
scissors,  by  which  the  cervix  is  cut  through  on 
each  side  up  to  its  junction  with  the  vagina,  and 
the  canal  above  this  point  is  then  incised  on  each 
side  by  a  small  razor-bladed  knife  (see  fig.  107)  with  a  blunt  point, 
to  the  extent  required,  the  result  being  that  an  incision  having  a 
pyramidal  shape,  and  widest  below,  is  produced.  Dr.  Barnes  uses 
the  scissors  in  like  manner  as  a  meajis  of  opening  up  the  \ov?eY 
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l)art  of  the  canal.  Mr.  Coghlan's  metrotome  is  adapted  for  mak- 
ing an  incision  of  the  internal  os  ;  it  has  a  probe  point,  and  is 
then  flattened  out  with  a  short  cutting  edge  on  each  side.  In 
some  cases  a  careful  use  of  a  very  small  probe  is  required  to  inform 
us  as  to  the  direction  in  which  the  cervical  canal  goes,  and  a  narrow 
director  is  now  and  then  useful  in  guiding  the  knife  when  we  are 
dealing  with  the  internal  os  uteri. 

It  is  very  desirable  to  limit  the  extent  of  the  incision  at  the 
external  os  uteri  as  much  as  possible.  There  is  no  doubt  that  it 
is  unwise  to  divide  the  cervix  widely,  as  was  formerly  done  ;  and 
it  is  only  necessary  to  incise  the  os  uteri  externum  to  such  an 
extent  as  to  admit  of  free  access  to  the  internal  os  uteri,  and  of 
the  manipulations  required  for  incising  it,  and  inserting  material 
for  maintaining  the  aperture  patent.    The  annexed  drawing  shows 

Fig.  108. 


the  extent  of  the  incision  at  the  external  os,  as  practised  by  Dr. 
Marion  Sims,  but  it  seems  desirable  to  limit  it  within  narrower 
bounds,  and  to  avoid  cutting  quite  through  the  cervical  wall. 
The  discission  of  the  os,  as  it  is  described  by  Peaslee,  is  limited 
in  this  way.  There  are  cases  in  which  the  os  externum  is  so 
small  that  the  wall  must  be  cut  quite  through  to  a  certain  extent. 

The  external  os  may  be  incised  by  a  pair  of  curved  scissors  or 
by  Sims's  knife,  and  the  internal  os  by  the  latter  instrument. 
During  the  operation  the  patient  is  on  the  side  in  the  Sims's 
position,  the  duck-bill  speculum  being  used,  and  the  os  drawn 
lown  by  the  tenaculum  or  hook. 

After  the  incision  a  small  pyramidal-shaped  piece  of  lint 
^teei)ed  in  perchloride  of  iron  and  glycerine,  is  carefully  packed 
'ito  the  cervix,  and  to  retain  it  in  situ  a  piece  of  wetted  bandage 
■'^  yard  or  so  in  length  is  packed  in  tlie  vagina.    The  bandage  is 
'Irawn  uway  at  the  end  of  twelve  hours,  but  the  cervical  plug 
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remains  for  two  or  three  days.  After  removal  of  the  cervical  plu// 
an  ebonite  plug  can  be  inserted.  Some  operators  introduce  one 
immediately  after  the  incision.  The  difficulty  in  maintaining  the 
aperture  is  great,  and  has  been  mentioned  by  all  who  have  per- 
formed the  operation.  After  a  month  or  six  weeks  the  wound  may 
become  greatly  contracted,  but  the  canal  does  not  usually  return 
quite  to  its  former  dimensions. 

The  ebonite  stem  is  preferable  to  other  methods  for  afterwards 
preventing  the  canal  from  closing ;  for  to  maintain  the  patency  of 

the  canal  at  the  situation  where  the  contraction  mostly  happens  

viz.  at  the  internal  os — is  often  a  matter  of  extreme  difficulty.  A 
stem  of  ebonite  acts  in  a  double  capacity,  keeping  the  canal  straight 
as  well  as  open. 

The  dangers  of  incision  of  the  cervix  uteri  •  are  as  follows  :  

1.  Haemorrhage  is  liable  to  be  very  considerable  when  the 
uterus  is  deeply  incised ;  but  this  is  not  likely  to  occur  when  the 
depth  of  the  cut  does  not  exceed  half  the  thickness  of  the  uterine 
wall.  Cases  in  which  haemorrhage  has  been  troublesome  are 
probably  cases  in  which  incisions  have  been  made  deeper  than 
this.  The  bleeding  is  generally  capable  of  easy  control  by  means 
of  the  plug. 

2.  The  danger  of  septicaemia  is  the  chief  one.  It  is  very  slight 
when  ordinary  precautions  are  taken.  Dilatation  appears  to  be 
dangerous  after  a  cutting  operation,  and  it  is  probably  most  dangei  - 
ous  when  the  incised  surfaces  are  covered  with  puriform  secretion. 
It  may  be  connected  with  undue  depth  of  the  cutting  operation. 
In  any  case  it  is  no  doubt  dependent  on  entrance  of  j)utresceut 
material  from  the  canal  of  the  cervix  into  the  cut  vessels  (veins  or 
lymphatics)  of  the  uterus.  The  free  use  of  carbolised  oil  in 
manipulating  the  cervix  uteri,  and  especially  avoidance  of  dilatation 
during  the  few  days  after  the  operation,  are  recommended. 

1  Dr.  Montrose  A.  Pallen  (1877)  gives  a  valuable  summary  of  the  subject  of 
incision  and  division  of  the  cervix  uteri  for  dysmenorrhoea  and  sterility,  in  Am- 
Journ.  of  Obst.,  vol.  x.  p.  364.  It  appears  that  Dr  Sims  has  since  1874  adopted  a 
plan  of  incising  tlie  cervix,  and  then  dilating  it  directly  after  incision  by  a  dilator; 
after  which  operation  he  inserts  a  plug  of  glass,  ebonite,  or  aluminium  into  the 
cervix,  which  is  retained  for  from  two  to  six  days  afterwards,  together  with  iron 
cotton.  Dr.  Pallen  states  that  since  1865  he  has  liimself  operated  337  times,  the 
incisions  varying  in  different  cases.  The  results  were  in  fifty  per  cent,  relief  of  the 
dysmenorrhoea  and  thirteen  to  fourteen  had  children,  while  a  quarter  were  not 
benefited.  In  three  cases  cellulitis  followed.  In  two  deaf  li  occurred,  but  not  as 
a  result  of  the  operation.  Comparing  these  results  with  cases  in  wliicli  Pr. 
Vallen  used  tents,  it  appears  that  in  150  cases,  where  tents  were  emj)loyed,  two 
died  rapidly  of  metro-peritonitis,  while  fourteen  had  pelvic  cellulitis. 
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Treatment  of  cases  of  imperforate  os  uteri. — In  some  rare 
cases  the  os  uteri  is  imperforate  congenitally,  and  there  is  no 
outlet  for  the  menstrual  fluid.  And  the  os  uteri  may  become 
occluded  after  labour,  from  effects  of  operations,  &c.  Under  these 
circumstances,  also  in  cases  of  physometra,  we  may  be  called  upon 
to  evacuate  the  contents  of  the  uterus  artificially. 

In  the  congenital  cases,  we  have  to  make  a  communication  be- 
tween the  uterus  and  vagina  in  the  best  manner  the  circumstances 
may  admit.  We  endeavour  to  find  the  os  uteri,  and  not  succeed- 
ing in  this,  search  is  made  for  the  cervix.  We  may  fail  in  dis- 
covering any  trace  of  either,  the  distension  of  the  uterus  having 
obliterated  all  traces  of  it.  In  such  a  case  a  point  is  to  be  chosen 
which  is  nearest  the  supposed  seat  of  the  cervix,  and  the  opening 
is  to  be  made  at  that  point,  taking  care  that  the  instrument  used 
be  directed  towards  the  centre  of  the  enlargement,  so  as  not  to 
run  a  risk  of  wounding  the  bladder  or  rectum.  In  reference  to 
the  manner  in  which  the  uterine  contents  are  to  be  allowed  to 
escape,  certain  precautions  are  necessary.  It  is,  I  consider,  advisable 
to  allow  the  fluid  to  escape  very  slowly.  After  the  first  part  of  the 
treatment — the  evacuation  of  the  fluid — has  been  gone  through, 
we  have  to  take  measures  for  maintaining  the  canal  of  the  cervix 
open.  This  is  not  unfrequently  found  troublesome,  there  being  a 
tendency  to  reclosure  of  the  canal,  necessitating  a  new  operation, 
(fradual  dilatation  by  means  of  bougies  or  by  the  use  of  tangle 
tents  is  most  appropriate  under  such  circumstances. 

The  puncture  of  the  tumour  from  the  rectum  is  only  admissible 
in  cases  where  the  other  operation  from  the  vagina  is  absolutely 
impracticable. 

In  cases  of  acquired  occlusion  of  the  os  uteri  or  cervical  canal 
the  canal  is  to  be  opened  and  made  pervious  by  a  carefully  per- 
formed operation,  the  nature  of  which  must  be  determined  by  the 
nature  of  the  case.  In  many  of  these  cases  it  is  possible  to  find 
out  the  track  of  the  old  canal  by  means  of  probes,  and,  if  this 
can  be  done,  it  renders  further  procedures  more  easy.    A  small 

.inula  and  trochar,  long  enough  to  reach  the  uterus,  is  sometimes 
necessary  to  evacuate  the  fluid.    The  canal  once  opened,  the 

•ccasional  use  of  the  sound,  or  of  graduated  metallic  bougies,  is 

'iquired  to  preserve  its  patency. 


Y 
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DILATATION  OF  THE  CANAL  OF  THE  UTERUS. 

Dilatation  of  the  uterine  canal  is  a  procedure  required  in  a 
certain  number  of  cases  and  for  various  reasons.  It  is  an  operation 
of  delicacy  and  not  seldom  attended  with  considerable  difficulty. 
And  it  is  a  procedure  which  is  not  unattended  with  danger. 

The  objects  for  which  the  operation  is  undertaken  are,  as 
already  remarked,  various :  To  facilitate  introduction  of  a  stem 
pessary,  to  relieve  dysmenorrhoea,  to  cure  sterility,  to  explore 
more  completely  the  uterine  cavity,  as  a  help  towards  the  cure  of 
anteflexion  or  retroflexion  of  the  uterus,  &c. 

It  will  be  well  to  speak  in  the  first  place  of  the  dangers  of 
the  procedure.  The  great  danger  is  the  setting  up  of  the  pysemic 
process,  or  local  cellulitis.  Sponge  tents,  under  certain  circum- 
stances, cause  rapidly  fatal  pysemic  disease  and  peritonitis  ;  but 
other  dilating  agents  are  also  capable  of  producing  serious  or  even 
fatal  illness  of  a  similar  kind.  Abrasion  of  the  cervical  canal,  or 
a  partly  healed  wound  of  the  same,  appears  to  favour  occurrence  of 
dangerous  symptoms.  Production  of  a  wound,  or  laceration  or 
contusion  of  the  cervical  canal,  in  the  process  of  dilatation  may 
lead  to  the  same  result,  and  this  is  more  especially  liable  to 
happen  when  puriform  secretions  are  lying  either  in  utero  or  in 
such  a  position  that  they  obtain  ready  access  to  the  abraded  or 
lacerated  sm^face.  The  action  of  a  sponge  tent  is  rapid,  and  the 
stretching  of  the  cervix  produced  is  considerable  ;  the  sponge,  if  not 
rendered  antiseptic,  very  speedily  undergoes  a  putrescent  change, 
and  after  a  few  hom's  is  generally  foetid.  The  expanded  and 
partly  abraded  surface  of  the  cervix  is  then  in  contact  with  the 
putrescent  product,  absorption  occurs,  and  serious  symptoms  set  in 
forthwith — at  least,  this  result  may  occiu.  Introduction  of  a  second 
sponge  tent  immediately  on  withdrawal  of  the  first,  especially  if 
the  first  has  been  allowed  to  remain  as  long  as  two  days,  is  still 
more  likely  to  jyrove  prejudicial.  Eepeated  slight  abrasions  or 
lacerations  of  the  cervical  mucous  membrane,  liable  to  be  produced 
by  use  of  bougies  or  by  metallic  dilators,  may  give  rise  to  similar 
results.  The  presence  of  a  wound  or  abrasion  of  the  cervix  seems, 
so  far  as  my  experience  goes,  to  be  the  predisposing  condition ; 
but  the  presence  of  an  exciting  cause  such  as  putrescent  or 
puriform  fluid  at  the  spot  so  abraded  or  wounded,  appears  to  be 
equally  necessary. 

In   illustration    of  the   foregoing   statements,  it   may  be 
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mentioned  that  at  a  discussion  on  sponge  tents  at  the  Philadelphia 
Obstetrical  Society  in  December  1873,  various  cases  of  death  were 
mentioned  by  speakers:  (1)  Death  after  insertion  of  a  third 
sponge  tent,  the  last  retained  two  days,  patient  having  moved 
contrary  to  order;  (2)  death  after  a  second  tent,  interval  being 
two  days;  (3)  death  after  a  third  tent,  interval  between  each  one 
day ;  (4)  death  after  use  of  three  sponge  tents. 

Sponge  tents  are  unequalled  for  certainty  and  rapidity  of 
action,  but  must  be  used  with  great  care.  One  operation  appears 
to  be  safe  enough,  but  not  so  a  repetition  of  operations.  Sponge 
tents  are  sometimes  antisepticised  before  being  used,  but  it  seems 
difficult  to  render  them  certainly  aseptic.  Sponge  is  certainly 
better  adapted  for  cases  requiring  quick  and  extensive  dilatation 
than  for  cases  when  slight  dilatation  only  is  needed.  Thus  it  is  not 
easy  to  thread  the  internal  os  as  a  primary  operation  in  cases  of 
acute  flexion — the  stiffness  of  the  tent  becoming  often  lost  before 
it  has  passed  the  narrow  part  of  the  canal.  When  sponge,  or 
indeed  any  like  material,  is  employed,  carbolised  injections  should 
be  always  freely  employed. 

Sea  tangle. — Tents  of  this  material,  first  introduced  by  Dr. 
Sloan  of  Ayr,  have  been  frequently  used  during  the  last  few  years. 
They  are  tolerably  manageable,  and  very  powerful  in  action.  The 
material  is  very  hard  when  dry,  and  can  be  shaped  by  a  knife. 
Tents  of  this  material  are  sometimes  made  hollow,  as  first  sug- 
gested by  Dr.  Greenhalgh,  to  induce  more  rapid  swelling.  When 
the  uterine  canal  is  much  flexed  or  tortuous,  the  introduction  of 
the  tent  is  not  easy  unless  it  be  a  little  softened  before  introduc- 
tion. And  under  any  circumstances  the  operation  is  one  requiring 
some  little  skill  and  attention  in  order  that  it  may  be  successfully 
carried  out. 

In  cases  where  it  is  required  to  dilate  the  cervical  canal 
extensively,  bundles  of  sea-tangle  tents  may  be  employed  according 
to  Dr.  L.  Atthill's  suggestion.  Such  a  dilatation  maybe  required 
in  order  to  obtain  access  to  an  intra-uterine  polypus  or  fibroid 
tumour. 

The  slippery  elm  and  tupelo  are  other  materials  from  which 
uterine  tents  are  constructed. 

In  introducing  a  sponge  tent,  the  lateral  Sims's  position  is  the 
best,  the  duck-bill  speculum  being  employed  and  the  os  drawn 
^own  and  fixed  by  a  hook.    This  has  also  the  effect  of  somewhat 
■straightening  the  uterus  and  thereby  facilitating  entry  of  the 
■tent.    An  instrument  such  as  that  shown  in  fig.  109  is  a  good 
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sponge  tent  introducer.  Six  or  eight  hours  is  the  proper  time 
for  the  action  of  tlie  tent :  it  must  be  then  removed. 

Fig.  109.  Fig.  110. 


Another  good  tent  introducer  is  Barnes'  (fig.  110),  in  which  a 
metallic  pointed  needle  supjjorts  the  tent  during  introduction,  and 
is  readily  detached  from  it  when  it  is  well  placed  in  the  cervical 
canal. 
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In  order  to  procure  proper  dilatation  of  the  uterine  canal,  the 
tent  must  be  made  to  pass  through  the  internal  os  uteri  and  be 

! there  maintained  while  it  is  at  work.  Otherwise  it  is  found, 
perhaps,  that  the  tent  has  slipped,  and  no  material  advance  is 
made.  The  tent  should  of  course  be  long  enough  to  reach  just 
i  beyond  the  internal  os ;  and  it  should  project  a  short  distance 
into  the  vaginal  canal.  The  tent  should  be  always  firmly  attached 
'i  to  a  silk  or  strong  hemp  ligature  for  purposes  of  withdrawal, 
i  Another  method  of  dilatation  is  that  known  as  Mr.  Lawson 
b  Tait's,^  consisting  in  the  introduction  of  a  series  of  three  box-wood 
i  conical  plugs  into  the  os  uteri,  and  applying  pressure  thereto  from 
h  the  outside  by  means  of  an  india-rubber  elastic  band.  The  first 
9  plug  is  removed  after  a  few  hours  when  it  has  done  its  work,  and 
I  as  replaced  by  a  larger  one  ;  the  second  by  a  third.  In  this  way 
9  the  canal  is  gradually  dilated.  The  plug  is  kept  in  place  by  a 
|-  vaginal  stem  which  screws  on  to  the  plug,  and  the  elastic  band  is 
i  attached  to  this  stem  outside  the  vagina.  The  elastic  thread  is 
js,  fixed  to  a  bandage  encircling  the  waist. 

Metallic  dilators. — These  are  undoubtedly  convenient  and 
efficacious  in  cases  where  slight  dilatation  only  is  required,  and 
are  also  very  useful,  according  to  my  experience,  in  the  treatment 
of  chronic  flexions,  especially  anteflexion.  A  set  of  metallic 
bougies  regularly  graduated,  very  applicable  for  these  purposes,  are 
now  kept  by  surgical  instrument  makers.  There  are  various 
metallic  dilators — Dr.  Marion  Sims's,  Dr.  Priestley's,  Dr.  Ellinger's, 
&c.  After  having  tried  several  of  these,  I  have  found  the  most 
serviceable  one  which  I  had  constructed  by  Coxeter  some  few 
years  since,  which  is  a  modification  of  one  originally  made  for  the 
late  Dr.  Rigby  by  Mr.  Ferguson  of  Giltspur  Street.  It  is  on  the 
principle  of  a  glove-stretcher,  and  can  be  inserted  wherever  the 
ordinary  sound  can  be  made  to  pass.  It  possesses  a  knob  like 
that  of  the  ordinary  sound  to  indicate  the  depth  of  insertion,  and 
should  also  have  a  slight  groove  cut  on  the  opposite  side  for 
aimilar  purj^oses.  After  insertion,  the  two  blades  are  oj)ened  by  a 
screw  slowly  and  deliberately,  and  the  force  exercised  is  expended 
most  just  at  the  spot  where  it  is  most  needed — i.e.  the  os  uteri 
internum.  It  is  an  instrument  of  very  great  power,  and  should 
therefore  be  employed  very  carefully.  It  has  the  great  advantage 
that  it  does  not  slip  out  of  the  canal.  I  employ  it  frequently,  but 
am  careful  to  do  only  a  very  little  at  a  time  with  it,  and  generally 
to  allow  an  interval  of  two  days  between  each  dilatation — that  is 

'  Lancet,  November  1,  1879. 
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to  say,  in  cases  where  the  instrument  is  used  for  the  purpose  I 
most  commonly  em^jloy  it,  in  the  treatment  of  a  chronic  flexion, 

Fig.  111.»  Fig.  112.' 


and  with  the  view  of  permanently  straightening  a  tortuous  and 
contracted  canal. 

*  Fig.  Ill :  Graily  Hewitt's  uterine  dilator  (reduced).  Fig.  112  shows  a  lateral 
view  of  the  part  of  the  instrument  which  is  introduced  into  the  cervical  canal 
actual  size). 
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UTERINE  STEMS. 

Uterine  stems  may  be  divided  into  two  classes— (1 )  Those 
which  are  intended  to  be  used  alone,  and  (2)  those  which  are 

Fig.  113.' 


Fig.  114.'^ 


B 


■:l-*^-H,^mtlllU 


used  in  conjunction  with  a  supporting  vaginal  disk  or  frame- 
work. 

•  Fig.  113  represents  Dr.  Priestley's  dilator. 
"  Fig.  114  represents  Dr.  Marion  Sims's  dilator. 
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Simple  stems. — These  are  generally  provided  with  a  small 
button-shaped  portion,  which,  when  the  stem  is  in  position,  rests 
on  the  vaginal  floor. 


Fig.  lis.' 


Fig.  116.2 


Mi 


With  few  exceptions  the  material  employed  has  been  rigid 
ebonite  (hard  nibber),  metal  of  various  kinds,  and  glass  (Ur 
Meadows). 

'  Fig.  115  represents  Dr.  Chambers's  stem  and  apparatus  for  introduction 

(Ohst.  Jonr7i.\o\.  \.  \y.  2.)  „i  „„;cm  fnr  int 

2  Fig.  IIG  represents  Dr.  Granville  Bantock's  stem  and  mechanism  for  int 

auction.    (^Ohst.  Jonrn.  vol.  xiii.  p.  1.) 
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Various  shapes.— Dr.  Chambers  recommends  a  modification  of 
the  late  Dr.  Henry  G.  Wright's  stem.  It  is  a  vulcanite  stem, 
double ;  but  the  two  arms  are  kept  together  until  the  stem  is 
inserted  by  the  stylet.  Withdrawal  of  the  stylet  allows  the  arms 
to  separate,  and  the  opening  out  of  the  two  arms  prevents  the 
escape  of  the  stem. 

Dr.  aranviUe  Bantock's  stem  is  partly  of  vulcanite,  and  the 
intra-uterine  part  consists  of  two  arms  of  German  silver  ;  these 
latter  spring  apart  and  retain  the  stem  after  introduction. 


Fig.  117.' 


Fig.  118.^ 


Dr.  Clement  Godson's  stem  is  of  aluminium,  made  in  five  sizes ; 
t  is  retained  by  a  spring  within  the  tube,  which  projects  at  aper- 
iires  near  the  extremity  and  within  the  uterus. 

Mr.  Lawson  Tait's  stem  is  a  galvanic  instrument  with  a  slight 
•rojection  of  india-rubber  to  act  as  a  retaining  agent. 

Dr.  Alfred  Meadows's  stem  is  of  glass  with  a  small  button  of 
bonite. 

t|    '  Fig.  117  shows  Dr.  Clement  Godson's  stem.    {Obst.  Jovrn.  vol.  xvii,  p.  286.) 
'  Fig.  118  represents  Mr.  Lawson  Tait's  stem. 
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A  quite  elastic  stem,  composed  of  india-rubber  tubing,  was 
recommended  by  the  late  Dr.  Squarey. 

Stem  with  supporting  vaginal  framework. — The  instrument 
here  figured,  which  has  been  sometimes  termed  the  *  padlock ' 
pessary,  was  devised  by  myself,  and  described  in  the  last  edition 
of  this  work  (1872).  Fig.  119  shows  at  B  the  stem  of  ebonite,  one 
and  a  half  inch  in  length,  the  lower  portion  hollow  to  admit  the 
inserting  stylet.  At  A  is  shown  the  supporting  vaginal  disk,  of  an 
oval  outline,  having  a  socket  into  which  the  stem  fits  when  in  situ.. 
The  stem  is  intended  to  fit  rather  loosely  in  its  socket.  The  plug 
or  stem  which  I  have  employed  for  this  purpose  is,  usually,  one  and 

Fig.  119.> 


three-quarter  inch  long,  conical  in  shape,  with  a  bulbed  termi- 
nation. The  diameter  varies;  the  smallest  has  a  diameter  of 
three-sixteenths  of  an  inch  at  its  bulbed  termination.  The  stem 
ends  below  by  a  broad  basis  half  an  inch  in  diameter,  and  is 
perforated  for  a  short,  distance  for  facility  of  introduction,  the 
ordinary  uterine  sound  fitting  into  the  perforation,  and  acting  as 
a  handle.  The  stem  is  retained  in  its  place-for  it  has  a  great 
tendency  to  slip  out— by  the  oval  support,  made,  in  various  sizes, 
to  fit  the  vaginal  canal. 

'  Fig.  119  represents  Graily  Hewitt's  stem  pessary  (so  called  •  padlock '  pessary> 
B  is  the  stem  (actual  size)  ;  A  shows  the  stem  fitted  into  the  ^"PPortnig  va^" 
framework  (reduced  in  size).  As  at  present  made  the  framework  is  more  flatte 
than  it  here  appears.    The  supporting  fi-amework  is  made  in  various  sizes. 
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In  order  to  introduce  the  instrument,  the  sound,  as  a  handle, 
is  passed  through  the  collar  of  the  vaginal  framework,  and  on  it  is 
placed  the  ebonite  plug.  After  the  plug  is  placed  in  situ,  the  ring 
is  made  to  slip  up  the  sound  until  finally  the  little  plug  finds  its 
place  in  the  supporting  collar.  The  sound  is  then  withdrawn  and 
the  work  is  done.  Only  those  who  have  attempted  to  introduce 
rigid  plugs  into  a  contorted  or  contracted  canal,  and  to  maintain 
them  there,  will  appreciate  the  necessity  or  usefulness  of  this  con- 
trivance, which  I  have  found  to  answer  extremely  well.  This 
instrument  is  made  by  Coxeter  and  Son.  I  have  found  that  it 
works  well  in  practice,  and  it  has  been  very  largely  employed  by 
Dr.  W.  Mun-ay  of  Newcastle-on-Tyne  ;  the  vaginal  part  requiring 


Fig.  120. 


to  be  generally  one  and  three-eighths  inch  by  two  and  three- 
eighths,  but  sometimes  smaller. 

Dr.  Kouth's  instrument  is  on  the  same  principle.  His  stem  is 
articulated  to  a  cross  bar  attached  to  a  Hodge  pessary,  its  position 
in  regard  to  which  can  be  regulated  by  a  screw. 

Dr.  Wynn  Williams's  instrument  is  another  modification  of  the 
same  principle.  In  his  pessary  the  vaginal  framework  is  of  wire 
covered  with  indiarubber,  and  admits  of  lateral  compression.  It 
has  an  indiarubber  diaphragm  perforated  with  holes ;  the  stem 
is  set  near  the  distal  part  of  the  vaginal  supporting  framework. 
In  a  more  recent,  improved  form  the  stem  rests  in  a  cup-shaped 

'  Dr.  Wynn  Williams's  stem  peseary.    Obst.  Trans,  vol.  xiv.  p.  308. 
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depression  in  the  diaphragm.  It  is  very  easily  applied  and  is  a 
very  ingeniously  constructed  instrument. 

Dr.  Meadows's  instrument  is  on  a  like  principle,  and  also  allows 
a  certain  degree  of  motion  of  the  stem  on  the  framework. 

Dr.  Thomas  describes  a  combination  of  stem  with  an  ante- 
version  pessary  which  he  has  found  useful  in  certain  cases. 

For  the  very  necessary  precautions  to  be  taken  in  using  stem 
pessaries  the  reader  is  referred  to  page  199. 
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CHAPTER  XXVII. 

ASSOCIATION^  OF  rREGNANCY  WITH  FLEXIOJS'S  OF  THE 

UTERUS. 

I  General  Observations. — Frequency  of  Abortions  in  such  Cases  :  Reasons  for 
this — Difficulty  of  Expansion  of  the  Uterus. 

I  Retroflexion  and  Retroversion  of  the  Gravid  Uterus. — 1.  Flexion 
present  before  Pregnancy  occurs — Natural  History,  Symptoms,  and  Effects. 
2.  Flexion  occurring  after  Pregnancy  has  commenced — Diagnosis  —  Treat- 
ment—Reduction by  Positional  Treatment;  by  other  Means — Treatment  of  the 
Bladder. 

Anteflexion  op  the  Gravid  Uterus— a  Frequent  Condition  and  a  Frequent 
Cause  of  Abortion. — 1.  Cases  where  the  Anteflexion  occurs  after  Pregnancy  has 
begun — 2.  Anteflexion  precedes  the  Pregnancy — History  of  these  various 
Cases — Reasons  why  the  Complication  is  not  generally  recognised  as  an  impor- 
tant one — Diagnosis — Severe  Sickness  a  Common  Symptom — Author's  Views 
on  this  Subject  —  Retention  of  Portions  of  Ovum  another  Result  of  the 
Flexion — Treatment  in  various  Cases  according  to  severity  of  the  Case — Eleva- 
tion of  the  Uterus,  how  to  be  effected — Relief  of  the  Sickness  —  Modus 
operandi  of  the  Treatment — Dr.  Copeman's  Method — Dilatation  of  the  Cervix 
for  Cure  of  Sickness  discussed  and  explained. 

Subsequent  Treatment. 

The  subject  of  the  association  of  flexions  with  pregnancy  is  a 
\  ery  interesting  and  important  one.  Retroflexion  of  the  uterus 
;issociated  with  pregnancy  has  been  long  known  ;  but  concerning 
the  association  of  anteflexion  with  pregnancy  little  has  been  pub- 
lished. 

kWhen  the  uterus  is  in  a  flexed  condition  pregnancy  may  not 
ur  at  all.  When  pregnancy  does  occur  under  such  circum- 
nces,  the  result  varies  in  different  cases.  It  is  necessary  to 
)oint  out,  and  to  endeavour  to  explain,  the  various  results  observed 
n  different  instances. 

Certain  general  remarks  apply  to  all  cases.  If  the  flexion  be 
-light  in  degree  and  not  of  long  duration  (say  not  over  two  years), 
)regnancy  may  proceed  to  the  full  term.  It  is  generally,  however, 
loted  in  such  cases  that  the  early  part  of  the  pregnancy  is  attended 
vith  a  troublesome  amount  of  sickness,  and  there  may  have  been 
)ther  discomforts  observed  as  soon  as  pregnancy  set  in. 
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When  the  flexion  is  more  chronic  or  more  severe  in  degree,  it 
generally  happens  that  an  abortion  occurs  during  the  second,  third, 
or  fourth  month. 

The  pregnancy  may  begin  before  the  uterus  becomes  affected 
with  flexion.  There  are  instances  in  which  the  uterus,  having 
been  in  a  normal  condition  to  begin  with,  becomes  gravid,  and 
soon  after  falls  into  a  flexed  condition. 

In  cases  where  abortion  happens  during  the  early  months  of 
pregnancy,  we  cannot  tell  without  a  careful  inquiry  into  the  pre- 
vious history  and  other  facts  whether  the  flexion  followed  the 
pregnancy  or  preceded  it. 

Abortion  is  a  very  frequent  result  of  the  association  of  preg- 
nancy with  uterine  flexion,  and  such  association  is  really  the  most 
common  of  all  the  causes  of  abortion. 

The  reason  why  abortion  is  so  liable  to  occur  in  cases  where 
the  uterus  is  flexed  appears  to  be,  principally,  the  interference 
which  the  distortion  of  the  uterus  offers  to  the  proper  expansion 
of  the  cavity.  But  the  distortion  would  have  very  much  less  in- 
fluence than  it  is  found  to  have  if  the  body  of  the  uterus  were  free 
to  move.  Owing  to  the  action  of  gravity  on  the  one  hand,  and 
the  hindrance  offered  to  the  ascent  of  the  uterine  fundus  by  the 
sacral  promontory  (in  cases  of  retroflexion),  and  by  the  symphysis 
pubis  (in  cases  of  anteflexion),  the  uterus  is,  however,  not  free  to 
move  and  expand  in  the  normal  manner. 

If  we  suppose  the  uterine  walls  to  be  in  a  condition  of  health 
the  conditions  just  mentioned  above  would  be  the  only  ones  to  b 
considered.    Given  freedom  to  expand  and  space  in  which  to  e 
pand,  there  would  be  no  reason  why  the  uterus,  though  bent  upo 
itself,  should  not  unbend,  expand,  and  do  its  proper  work  in  the 
ordinary  manner — the  above  difficulties  being  removed. 

But  in  many  cases  we  have  further  obstructive  conditions 
present.  When  the  flexion  is  a  chronic  one,  the  uterine  walls  are 
liable  to  become  changed  in  thickness,  and  in  other  respects. 
Too  thick  in  some  parts,  unduly  thin  in  others,  corrugated, 
compressed,  sometimes  constricted  on  the  peritoneal  surface  by 
adhesive  bands, — under  such  circumstances  the  expansion  of  the 
uterus  is  a  matter  of  difficulty,  and  an  abortion  may  result  at  an 
early  period  of  the  pregnancy. 

There  are  good  reasons  for  believing  that  in  some  cases  the 
difficulties  in  the  expansion  of  the  uterus,  though  not  immediately 
resulting  in  expulsion  of  the  ovum,  produce  interference  with  tlie 
placental  growth  in  such  a  way  that  premature  labour  and  delivery 
of  a  dead  child  occur  later  on. 
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The  hardening  and  compression  of  the  uterine  tissues  resulting 
from  flexion  is  more  particularly  liable  to  be  present  near  the  os 
uteri  internum,  and  there  are  various  curious  clinical  facts  here- 
after to  be  mentioned  which  axe  only  to  be  interpreted  by 

i  supposing  a  condensation  of  the  uterine  tissues  to  exist  at  this 
situation.  If  the  puckering  and  condensation  be  considerable,  it 
is  evident  the  uterus  may  be  so  held  and  maintained  in  its  dis- 
torted condition  that  expansion  of  the  organ  is  difficult.  The 

I  difficulty  in  question  finds  a  solution,  in  many  instances,  in  the 

I  occurrence  of  abortion. 

But  a  further  result  of  the  existence  of  acute  flexion  is  prob- 

I  ably  actual  disease  of  the  decidua  vera,  and  consequent  abortion 
brought  about  in  this  way.  The  growth  of  the  decidua,  which  is 
a  part  of  the  natural  process  of  pregnancy,  cannot  proceed  normally 
at  certain  situations,  and,  as  has  been  sho^vn  by  examination  of 
actual  specimens,  it  may  become  actually  disorganised,  and  thus 
lead  to  the  occurrence  of  abortion.  Such  is  probably  the  explana- 
tion of  two  very  interesting  observations  made  by  Dr.  Slavjansky, 
and  published  in  1873,  entitled  'On  Endometritis  Decidualis 
j  Chronica  as  a  Cause  of  Abortion  in  some  cases  of  Displacement  of 

I the  Pregnant  Uterus.' ' 
All  cases  of  uterine  flexion  in  which  pregnancy  occurs  are  not 
followed  by  abortion,  but  it  is  mechanically  almost  impossible  for 
pregnancy  to  continue  if  the  flexion  be  unrelieved.  As  a  matter 
of  fact,  many  cases  of  this  kind  are  so  relieved ;  the  uterus 
becomes  straight  as  it  expands  by  the  mere  circumstance  of  the 

i expansion.    In  others  the  flexion  remains,  and  as  the  uterus  goes 
on  expanding  the  result  is  in  many  cases  to  actually  increase  the 
flexion. 
'      RETROVERSION  AND  RETROFLEXION  OF  THE  GRAVID  UTERUS. 

Desgranges(17l5),Gregoire  (1746)  and  William Hunter(  1754), 
lescribed  cases  of  '  retroversion  '  of  the  gravid  uterus.    Grooch  in 
lis  lectures  (quoted  by  Ashwell,  Diseases  of  Women^-p.  597) gives 
full  narrative  of  M^illiam  Hunter's  celebrated  case.     In  this 
;ise  the  patient  was  four  months  pregnant,  when  she  began  to 
uffer  from  retention  of  urine.    This  was  relieved  by  catheter  but 
gain  occurred.    Mr.  Wall,  who  was  the  medical  attendant,  recog- 
ised  the  case  as  one  like  that  published  by  Gregoire.    He  tried 
'  r(>duce  the  retro  verted  uterus,  but  failed,  and  then  sent  for 
'  Paper  read  before  the  Obstetrical  Society  of  Edinburgh,  July  1873. 
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William  Hunter,  who  recognised  the  nature  of  the  case  also,  and 
attempted  reduction  unsuccessfully.  There  was  obstinate  con- 
stipation. The  patient  died  in  a  few  days.  A  second  case,  it 
appears,  occurred  soon  after,  and  the  patient  could  pass  neither 
urine  nor  faeces.  The  catheter  could  not  be  introduced ;  it  was 
proposed  to  puncture  the  bladder ;  the  patient  refused,  and  at 
length  felt  something  burst,  which  proved  to  be  the  bladder,  and 
she  expired  in  a  few  hours.  In  both  these  cases  the  state  of  the 
uterus  was  substantiated  by  an  autopsy. 

In  Ashwell's  work  will  be  found  recorded  several  of  the  most 
interesting  cases  of  retroversion  of  the  gravid  uterus  which  have 
been  observed  since  William  Hunter's  case,  including  some  noted 
by  himself.    These  cases  made  evident  the  great  importance  of 
the  retention  of  urine  and  faeces  as  clinical  features  of  such 
cases  ;  for  death  was  usually  found  to  occur  either  from  irritation, 
by  inflammation  involving  the  peritoneum,  or  by  rupture  of 
the  bladder.    Grreat  relief  always  occurred  when  the  bladder  could 
be  emptied,  and  in  some  cases,  when  the  disease  was  detected 
early,  rectification  of  the  uterus  followed  the  careful  daily  evacua- 
tion of  the  bladder.    On  the  other  hand,  evacuation  of  the  bladder, 
when  effected,  did  not  always  ensure  the  possibility  of  reduction  ot 
the  displacement.    Thus  in  one  case  (Mr.  Wilmer's)  the  bladdei- 
was  relieved,  but  death  soon  occurred,  and  the  uterus  was  found  so  • 
firmly  wedged  in  the  pelvis  after  death  that  it  could  not  be  raised 
up  till  the  symphysis  pubis  had  been  sawn  away.     In  Dr. 
Ashwell's  time  he  found  reason  to  blame  the  little  importance 
attached  by  authorities  to  replacing  the  uterus,  and  he  forcibly  • 
directs  attention  to  the  advisability  of  reducing  the  displacement, . 
and  at  as  early  a  period  as  possible.    He  also  gives  dii'ections  for 
accomplishing  it  which  we  have  hardly  improved  upon  since  his- 
time.    Ashwell  used  and  recommended  careful  pressure  upwards, . 
the  patient  being  in  the  knee-and-elbow  position. 

The  pressure  was  to  be  made  by  the  fingers  in  the  vagina  or, . 
if  that  plan  did  not  answer,  in  the  rectum.    Denman,  followed  by> 
Blundell,  also  employed  the  knee-and-elbow  position,  and  speak--  of 
it  as  sufficient,  if  kept  up  sufficiently  long  to  procure  the  reduction  | 
of  the  uterus,  provided  that  the  bladder  be  kept  empty.    But  f 
Ashwell  disbelieved  the  efficacy  of  this  positional  treatment  aloue 
in  severe  cases. 

As  to  the  difficulty  in  introducing  the  catheter  sometimes  found  jt 
to  occur,  Ashwell  states  that  a  long  flexible  male  catheter  can 
always  be  employed  without  delay  or  suffering.    Should  it  be  im- 
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:  possible  to  use  the  catheter  the  supra-pubic  puncture  of  the  bladder 
:  is  required.  In  a  case  related  by  Ashwell  eleven  pints  of  ammo- 
1  niacal  urine  was  obtained  by  a  long  catheter,  the  uterus  was  re- 
t  duced,  but  abortion  and  death  in  five  days  followed. 
!  An  interesting  paper  by  the  late  Dr.  Phillips  is  recorded  in 
|.  vol.  xiv.  of  the  '  Obstetrical  Transactions,'  '  On  Retroflexion  of  the 
3  Uterus  as  a  frequent  cause  of  Abortion.'  Dr.  Oervis  also  com- 
)  municated  some  most  instructive  cases  to  the  Obstetrical  Society, 
i  recorded  in  vol.  xvi.  of  the  '  Obstetrical  Transactions.'  The  dis- 
t  cussion  which  followed  the  reading  of  these  papers  may  be  con- 
sulted with  advantage. 

The  dislocation  is  primary  or  secondary.  Formerly  it  appears 
to  have  been  taken  for  granted  that  it  was  always  a  primary 
iaffection.  The  late  Dr.  Tyler  Smith  was  one  of  the  first  to  point 
out  that  the  flexion  frequently  precedes  the  pregnancy.  It  is  now 
I  well  known  that  this  view  is  accurate  so  far  as  a  large  majority  of 
cases  is  concerned.  But,  on  the  other  hand,  the  dislocation  is  also 
undoubtedly  primary  in  some  few  instances. 

In  a  previous  chapter  some  account  has  been  given  of  the 
frequency  with  which  abortions  occur  in  cases  of  this  disease  (see 


1.  Cases  in  which  flexion  precedes  the  pregnancy. — The 
Kitural  history  of  cases  when  pregnancy  occurs  in  a  case  of 
•'troflexion  is  as  follows  : — Pain  is  usually  felt  more  or  less 
rom  the  commencement,  or   there   is  at  all  events  a  sense 
if  discomfort,  bearing  down  and  weight,  and  inability  to  move 
\ithout  producing  pain.    Difficulty  in   defaecation,  due  to  the 
•ressure  of  the  body  of  the  uterus  on  the  rectum,  is  commonly 
>bserved.    Sickness,  sometimes  to  a  most  distressing  extent, 
-  commonly  present.    In  some  cases  it  is  the  most  severe 
f  all  the  symptoms.    (The  connection  of  obstinate  sickness  with 
xistence  of  retroflexion  of  the  gravid  uterus  will  be  discussed  later 
n.)    As  the  pregnancy  advances  these  symptoms  increase  in 
•verity,  and  it  is  found  difficult  to  pass  urine,  the  bladder  is  liable 
'  become  distended,  and  there  is  retention.    In  not  a  few  cases 
le  fact  that  the  patient  passes  urine  very  often  disguises  the  real 
ature  of  the  case  and  conceals  the  existence  of  retention.  By 
ifi  time  the  third  month  has  arrived,  the  uterus,  being  now  of 
'Hsiderable  size,  exercises  great  pressure  on  all  the  organs  and 
ructures  near  it.    At  this  time,  or  before  this  time  in  a  few  in- 
;inces,  nature  shows  herself  equal  to  the  emergency,  and  the 
:  torus  rises  upwards,  the  posterior  rotation  diminishes,  and  relief 
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of  the  symptoms  follows.    But  if  the  patient  be  not  thus  relieved 
naturally,  and  if  its  true  nature  be  not  understood,  one  of  two  events 
results— either  (1)  the  uterus  throws  off  the  ovum,  and  abortion 
occurs  ;  or  (2)  the  uterus  continues  to  expand,  though  under 
increasingly  unfavourable  conditions.  The  whole  pelvis  is  occupied 
by  the  uterus.    The  cervix  is  tilted  high  up  above  the  symphysis 
pubis,  and  the  bladder  becomes  so  much  dilated  by  the  retained 
urine  that  it  may  reach  to  a  point  above  the  umbilicus.    All  the 
symptoms  increase  in  intensity.    The  pressure  is  exceedingly 
painful,  labour-like  forcing  pains  are  experienced,  the  rectum  is 
impassable,  the  urine  escapes  in  drops  only,  the  ureters  probably 
undergo  dilatation  and  the  pelves  of  the  kidneys  also.    The  sick- 
ness may  be  incessant,  the  prostration  extreme,  the  pulse  quick 
and  small,  and  irritability  alternating  with  great  exhaustion  (see^ 
chapter  on. '  Vomiting  of  Pregnancy ').  When  this  latter  condition  i 
of  things  persists  up  to  the  fifth  month  death  may  result  from  the- 
accumulation  of  evils  then  present :  there  is  fever,  quick  pulse, , 
gradual  prostration,  uraemia  probably ;  in  some  cases  rupture  of  the  ■ 
bladder  may  occur  and  destroy  the  patient.    A  third  course  is^ 
sometimes  observed :  the  uterus  continuing  to  expand  sends  am 
extension  upwards  into  the  abdomen,  and  does  in  fact  become- 
partly  an  abdominal  organ  ;  but  at  the  same  time  the  part  within  i 
the  pelvis  remains  there.    The  uterus  thus  acquires  a  curiously.' 
abnormal  shape ;  and  in  the  celebrated  case  related  by  Dr.  Oldham ' ' 
no  abortion  occurred,  but  the  uterus  continued  to  retain  this  shapee 
until  the  full  term  of  pregnancy  had  been  reached. 

Kectification  of  the  position,  as  already  remarked,  sometimes* 
occurs  naturally,  and  if  so,  it  generally  happens  before  the  fourthh 
month  has  been  reached.  The  larger  the  uterus  the  greater  tho 
difficulty  offered  to  the  elevation  of  the  now  greatly  distended  , 
organ,  owing  to  the  projection  of  the  sacral  promontory.  It  seems- 
probable  that  the  great  distension  of  the  bladder  sometimes  > 
present  operates  at  a  critical  moment  in  preventing  the  rectifica- 
tion.   The  rectification  may  occur  suddenly  or  more  gradually.  ! 

The  disturbance  of  the  functions  of  the  bladder  are  among  tli' 
most  serious  of  the  effects  produced  by  retroflexion  of  the  gi-avid 
uterus.  The  distension  of  the  bladder  and  irritation  of  tin 
raucous  membrane  sometimes  produce  actual  exfoliation  of  thf 
lining,  and  even  when  this  does  not  occur  the  lining  may  beconi* 
seriously  damaged.  The  whole  lining  has  in  some  cases  conn 
away  in  a  single  piece.    When  the  condition  is  unrelieved  tin 

'  Ohd.  Trans,  vol.  i. 
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distension,  beginning  at  the  bladder,  extends  up  the  ureters  and 
affects  the  pelves  of  the  kidneys,  in  some  cases  causing  fatal 
arrest  of  the  kidney  functions.  As  already  stated,  rupture  of  the 
bladder  has  occurred  in  some  cases. 

Certain  peculiarities  of  the  subsequent  history  require  notice. 
Thus,  it  frequently  happens  that  when  abortion  occurs  the  abortion 
is  an  incomplete  one,  the  foetus  being  expelled  but  the  membranes 
left  behind.  The  retort  shape  of  the  uterus  favours  retention  of 
the  thickened  bag  of  the  ovum,  and  it  may  be  some  days  or  even 
longer  before  it  is  expelled.    Septicaemia  may  follow. 

Further  on  still,  the  condition  of  the  uterus  is  liable  to  be 
rendered  worse  than  before.  The  uterus,  having  discharged  its 
contents,  but  being  considerably  enlarged  and  retaining  its  flexed 
condition,  the  process  of  involution  is  arrested  and  much  additional 
trouble  results  ;  so  that  a  retroflexed  uterus  which  has  become 
impregnated  and  has  thrown  off  the  ovum  is  liable  to  become  even 
more  flexed,  and  to  give  rise  to  more  irritation  than  before.  We 
sometimes  meet  with  cases  where  there  have  been  a  succession  of 
abortions  from  this  cause,  the  uterus  becoming  finally  so  much 
distorted  that  pregnancy  ceases  to  be  possible. 

2.  The  flexion  and  displacement  occur  after  -pregnancy  has 
commenced. — An  accident,  such  as  a  fall,  or  lifting  a  heavy  weight, 
or  a  continuous  exertion  of  an}'  kind,  may  suddenly  produce  retro- 
flexion of  the  gravid  uterus.  There  are  several  well-recorded 
cases  of  this  kind,  where  the  uterus  was  apparently  in  a  sound 
state  previously  and  was  evidently  afterwards  displaced.  And  the 
displacement  may  occur  as  late  as  the  fourth  month — possibly 
even  a  little  later. 

Once  produced,  the  symptoms  and  course  of  the  affection  is  very 
similar  to  what  is  observed  in  the  former  class  of  cases.  The  chief 
difference  is  that  the  symptoms  usually  set  in  with  abruptness 
when  the  displacement  happens  after  pregnancy  has  commenced. 

The  diagnosis  of  the  existence  of  retroflexion  of  the  gravid 
uterus  is  most  important,  for  very  serious  results  may  follow  from 
its  being  overlooked.  The  diagnosis  is  not  difficult  if  a  proper 
examination  be  made.  The  tilting  upwards  of  the  os  uteri  behind 
the  pubes,  the  difficulty  of  reaching  it,  the  evident  displacement 
of  the  bladder  upwards,  are  easily  recognisable  in  most  cases. 
The  presence  of  a  large  tumour  above  the  pubes  when  the  bladder 
18  distended  is  i-atlier  misleading,  for  it  has  been  sometimes  taken 
to  be  the  normally  placed  gravid  uterus.  A  vaginal  examination 
IS  imperative  ;  and  the  rounded  tumour  of  the  uterus  behind  the 
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vagina,  reaching  down,  it  might  be,  close  to  the  vaginal  outlet,  is 
easy  to  appreciate  by  the  touch.  The  only  difficulty  is  in  deciding 
that  the  tumour  so  felt  behind  the  vagina  is  really  the  uterus,  for 
it  might  be  due  to  hgematocele  or  to  hardened  effusion,  the  result 
of  pelvic  cellulitis,  or  possibly  be  an  ovarian  cyst.  The  use  of  the 
catheter  would,  of  course,  clear  up  any  doubt  as  to  the  nature  of 
the  abdominal  swelling  felt  above  the  pubes.  It  is  to  be  remarked 
that  the  tumour  felt  behind  the  vagina  may  be  a  little  to  one 


Fig.  121.' 


side  of  the  middle  line,  but  when  the  pregnancy  is  further  ad- 
vanced it  is  median. 

The  treatment  is  not  difficult  when  the  presence  of  the  malad\ 
is  recognised  at  an  early  date. 

Take,  for  instance,  the  case  of  a  patient  six  weeks  pregnant, 
the  uterus  being  retroflexed.  Here  the  treatment  consists  ii 
gradually  pushing  up  the  fundus  uteri  by  pressure  from  behind- 
or  aiding  its  ascent  by  positional  treatment  alone.  If  the  retro- 
flexion is  not  of  long  standing,  positional  treatment — i.e.  avoidanc£ 
of  sitting,  occasional  knee-and-elbow  positions — may  prove  suffi-^ 
cient.    Generally,  however,  it  is  best  to  insert  a  Hodge-shapec^ 


'  Fig.  121  represents  the  gravid  uterus  in  fi  state  of  retroflexion  at  .about  foir-i 
months  of  pregnancy. 
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pessary.  A  rather  thick  pessary  of  the  Albert  Smith  type  (see 
figs.  59  and  60)  is  best  for  this  purpose.  Such  an  instrument, 
properly  fitted,  is  most  efficacious.  The  pessary  is  worn  till  the 
middle  of  pregnancy,  and  it  is  then  removed.  It  has  happened  in 
my  experience  many  times  that  patients  under  treatment  for  retro- 
flexion have  become  pregnant  while  wearing  a  pessary  of  this 
kind.  Under  such  circumstances  it  has  been  my  practice  not  to 
remove  the  pessary  until  about  the  middle  of  pregnancy. 

Taking  a  case  where  the  pregnancy  has  advanced  to  three 
months,  or  a  little  beyond  that  time,  the  patient  in  a  condition  of 
much  sufiering,  and  the  nature  of  the  case  only  for  the  first  time 
recognised,  the  treatment  is  more  difficult.  The  bladder  should 
be  first  relieved,  and  the  uterus  replaced  as  soon  as  the  circum- 
stances of  the  case  render  it  possible.  Sometimes  it  is  found 
practicable  to  effect  the  reduction  at  once.  In  other  cases  the 
uterus  has  become  so  fixed  by  the  swollen  condition  of  the  tissues 
adjacent,  or  so  jammed  down  in  the  pelvis  by  the  actual  size  of 
the  uterus,  that,  without  exercising  a  good  deal  of  force,  a  rapid 
reduction  is  not  advisable,  or  even  possible.  In  cases  where  the 
condition  of  the  patient  has  become  a  really  critical  one,  and  the 
constitutional  and  other  symptoms  of  very  intense  character,  it 
may  be  advisable  to  defer  operative  reduction  for  twenty-four 
hours  after  the  use  of  the  catheter.  Indeed,  there  appears  to  be 
danger  in  suddenly  removing  a  very  large  quantity  of  urine  from 
the  bladder  and  simultaneously  attempting  the  operation  of 
reduction  of  the  uterus,  on  account  of  the  extreme  shock  to  the 
system  liable  to  be  produced. 

It  remains  to  be  pointed  out  how  the  reduction  is  to  be  effected. 
One  method  consists  in  placing  the  patient  in  the  knee-and-elbow 
position,  opening  the  vagina  by  the  duckbill  speculum,  and  allow- 
ing the  air  thus  to  pass  into  the  vagina.  Dr.  Munde  ^  records  a 
case  where  this  procedure  succeeded  at  once  in  the  case  of  a 
patient  eleven  weeks  pregnant.  The  same  author  refers  to  a  case 
where  Dr.  Solger  of  Berlin  had  a  like  result  in  a  patient  four 
months  pregnant.  The  manoeuvre  is  one  first  suggested  by  Dr. 
Campbell  of  Greorgia,  for  reduction  of  retroversion  (non-gravid 
condition).  This  method  would  probably  not  succeed  where  there 
is  great  swelling  and  compression  of  the  adjacent  tissues.  An- 
other method  consists  in  placing  the  patient  in  the  same  position 
(as  practised  by  Denman  and  Blundell),  and  then  exercising  pres- 
sure on  the  uterus  from  the  vagina  by  means  of  the  fingers  ;  or 

'  Ant.  Ohst.  Trans,  vol.  ix.  p.  292. 


312 


ASbOCIATION  OF  PREGNANCY  WITH 


the  pressure  may  be  made  from  the  rectum  in  the  same  wav.  A 
sustained  pressure  thus  made  has  generally  been  found  to  answer 
extremely  well.  A  round  indiarubber  air-ball  introduced  into  the 
rectum  and  distended  with  air  offers  a  means  of  producing  con- 
tinuous pressure  in  a  convenient  direction,  and  it  is  a  method 
which  has  also  been  found  successful.  Unless  the  case  were  one 
of  extreme  character,  one  or  other  of  these  methods  could  be 
adopted,  the  pressure  being  graduated  according  to  circumstances. 
If  too  much  force  be  employed  there  is  a  risk  of  inducing  abortion. 
In  the  very  worst  cases,  the  patient  being  in  extremis,  and  the 
case  practically  untreated  previously,  it  would  be  best  to  evacuate 
the  uterus  by  drawing  down  the  os  uteri  with  the  finger,  breaking 
the  membranes,  and  allowing  an  abortion  to  occur. 

After  reduction  of  the  displacement  a  pessary  should  be  intro- 
duced to  prevent  possibility  of  recurrence,  the  pessary  to  be 
removed  at  mid-term  of  pregnancy.  Various  precautions  are 
requisite  in  the  treatment,  without  which  failure  may  result.  The 
horizontal  position  must  be  rigidly  maintained  in  most  cases  for 
two  or  three  weeks  after  the  reduction,  and  it  will  be  a  help  to 
direct  the  knee-and-elbow  position  to  be  employed  five  or  six 
times  a  day  during  this  time.  The  bowels  must  be  kept  in  good 
order  by  daily  enemata.  The  sitting  position  is  the  worst  of  all ; 
a  little  walking  is  far  less  objectionable.  As  regards  the  pessary 
to  be  worn,  it  is  sufficient  to  refer  the  reader  to  the  chapter  ou 
'  Retroflexion '  for  information.  It  is  best  to  employ  a  pessary 
rather  thicker,  though  not  necessarily  larger,  than  in  cases  where 
the  uterus  is  in  a  non-gravid  state. 

We  have  not  yet  done  with  the  subject.  It  is  found  that  when 
pregnancy  is  over,  the  uterus  has  frequently  a  great  tendency  to 
return  to  the  retroflexed  state.  In  one  case  some  time  ago  under 
my  care,  the  displacement  returned  no  less  than  three  times  after 
three  successive  pregnancies.  The  following  was  the  order  of  events: 
retroflexion  with  gravid  uterus,  treatment  by  pessary,  removal  at 
mid-term,  pregnancy  continuing  to  full  term  ;  uterus  found  return- 
ing to  retroflexed  condition  a  month  after  delivery,  insertion  of  the 
pessary,  pregnancy  recurring  during  the  wearing  of  the  instrument, 
removal  at  mid-term,  etc.  This  is  by  no  means  a  solitary  case, 
and  conveys  a  lesson  as  to  the  necessity  for  precaution  in  the  sub- 
sequent management  of  such  cases. 
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ANTEFLEXION  AND  ANTEVERSION  OF  THE  GRAVID  UTERUS. 

There  can  be  no  doubt  that  the  most  common  cause  of  abor- 
tions is  the  presence  of  anteflexion  of  the  uterus.  The  result  of 
observations  extending  over  many  years  has  at  least  convinced  me 
of  the  truth  of  this  statement.  That  it  is  not  as  yet  a  matter  of 
general  professional  belief  is  due  to  the  fact  that  as  yet  the  cases 
of  anteflexion  of  the  non-gravid  uterus  are  often  passed  over  and 
not  recognised  as  such.  In  the  chapter  on  *  Anteflexion  of  the 
Uterus  '  this  subject  has  been  fully  discussed. 

The  following  is  a  very  characteristic  case  related  by  Boivin 
and  Duges^  some  years  ago  : — 

Anteflexion  at  the  beginning  of  pregnancy. — -A  j'oung  woman  aet.  24, 
third  pregnancy,  the  last  four  years  previously,  one  only  at  full  term. 
Supposed  now  to  be  in  second  or  third  month.  In  a  few  weeks  the  os 
descended  lower  than  usual.  The  cervix  uteri  lay  on  internal  surface 
of  coccyx.  There  was  a  rounded  tumour  somewhat  larger  than  the 
natural  size  of  the  fundus  uteri,  and  painful  when  pressed,  situated 
between  the  anterior  parietes  of  the  vagina  and  the  bladder.  It  was 
the  body  of  the  uterus  directed  horizontally  forward  and  recurved  at  a 
right  angle  upon  the  cervix ;  a  deep  sinus  into  which  the  top  of  the 
finger  was  easily  inserted  answered  anteriorly  to  the  point  of  the  flexion. 
This  was  owing  to  a  firm  contraction  of  the  tissues ;  for  upon  pushing 
the  body  of  the  uterus  the  cervix  was  raised  with  it.  The  cervix  not  at 
all  congested,  but  longer  than  iisual,  labia  prominent,  especially  ante- 
rior, and  its  orifice  open.  In  a  few  weeks  pregnancy  no  longer  doubtful ; 
later  on  cervix  found  higher  up,  the  body  of  uterus  still  inclined  on 
cervix;  intervening  fold  much  diminished.  No  doubt  the  anteflexion 
would  cease  as  cervix  expanding  became  shortened. 

Equally  characteristic  is  the  following,  related  by  Ash  well : —  ^ 

Anteflexion  in  early  2)regnanc)/. — The  wife  of  a  medical  man,  set.  36, 
in  first  month  of  pregnancy  fell  from  a  steep  stair,  the  bowels  being  at 
the  time  exceedingly  constipated.  No  haemon-hage,  but  syncope  for  an 
hour.  For  six  or  seven  weeks  she  was  never  free  from  a  heavy  bearing- 
down  sensation  in  front,  rendering  micturition  frequent  and  painful, 
defaecjition  not  improved.  She  was  irritable  and  feverish.  The  husband 
thought  the  womb  was  retro  verted.  At  the  end  of  third  month  I 
found  the  cervix  uteri  in  its  natural  position,  but  not  so  the  fundus, 
which,  in  the  form  of  a  rounded  and  solid  tumour,  was  lying  forward 
between  the  anterior  wall  of  the  vagina  and  the  bladder.  She  complained 

'  Disrasex  of  the  Utcrm  (translated  bj'  Heming,  1834),  p.  110. 
*  DiscascH  of  Women  (1844),  p.  596. 
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of  pressure  at  the  part  when  the  body  was  curved.  The  cervix  was 
elongated,  fuller  and  harder  than  natural ;  the  os  open.  I  placed  the 
fingers  of  my  left  hand  behind  the  pubis,  endeavouring  in  this  way  to 
reach  the  fundus,  while  with  the  forefinger  of  my  right  hand  I  tried  to 
draw  the  cervix  downwards  and  forwards.  I  did  not  succeed,  and  no 
further  manual  efibrts  were  made.  Care  was  taken  that  she  observed 
the  recumbent  position  for  a  month.  An  examination  at  the  sixth 
month  satisfied  her  husband  that  the  curvature  had  nearly  disappeared, 
and  though  not  during  the  pregnancy  ever  quite  free  from  suffering,  she 
was  delivered  without  difiiculty  and  recovered  remarkably  well. 

There  are  two  classes  of  cases — ( 1 )  Those  in  which  the  uterus 
was  in  a  normal  condition  when  the  pregnancy  began,  and  (2)  those 
in  which  the  uterus  was  anteflexed  before  the  pregnancy  com- 
menced. 

1.  Anteflexion  occurring  after  pregnancy  has  begun. — This 
is  not  so  common  a  condition  as  the  following  one,  but  it  is  by  no 
means  rare.  A  sudden  jerk,  or  blow,  or  fall,  or  a  long-continued 
exertion  of  any  kind,  may  displace  anteriorly  the  gravid  uterus. 
An  accident  severe  enough  to  produce  such  a  result  very  frequently 
has  the  futher  result  of  inducing  an  abortion ;  but  in  some  instances 
the  abortion  does  not  happen  at  the  time  ;  the  patient  feels  ill, 
and  as  the  pregnancy  proceeds  becomes  worse,  and  very  possibly  an 
abortion  occurs  a  month  or  two  later,  or,  under  favourable  cir- 
cumstances, pregnancy  ends  at  the  proper  time. 

2.  The  anteflexion  precedes  the  pregnancy. — When  the  ante- 
flexed  uterus  becomes  gravid,  it  frequently  happens  that  the 
uterus  is  able  to  expand,  and  to  rise  up  out  of  the  pelvis  ;  and  so 
the  pregnancy  proceeds,  at  first  with  more  or  less  difficulty,  but 
later  on  without  difficulty.  The  obstacle  to  the  elevation  of  the 
uterus  in  process  of  expansion  is  less  than  in  the  case  of  the  retro- 
flexed  uterus.  Taking  indiscriminately  one  hundi-ed  cases  of  ante- 
flexion and  one  hundred  cases  of  retroflexion,  it  might  be  predicted 
that  an  abortion  would  certainly  occur  more  often  in  the  latter 
class  of  cases  than  in  the  former.  The  promontory  of  the  sacrum 
hinders  reduction  of  the  retroflexed  gravid  uterus,  but  the  sym- 
physis pubis  does  not  project  so  as  materially  to  interfere  with 
the  elevation  of  the  anteflexed  gravid  uterus.  Thus  abortion  is 
not  so  frequent  a  result  in  cases  of  anteflexion  as  in  cases  of  retro- 
flexion. Yet  in  regard  to  absolute  frequency  of  abortions  ante- 
flexion stands  before  retroflexion.  Absolute  incarceration  of  the 
gravid  uterus  is  not  for  the  reasons  just  mentioned  so  liable  to 
occur  in  anteflexion  as  it  is  in  cases  of  retroflexion  of  the  gravid 
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uterus.  But  nevertheless  such  incarceration  does  sometimes  occur. 
When  the  incarceration  occurs  it  is  more  generally  for  a  limited 
period  only,  the  uterus  either  (1)  rising  up  out  of  the  pelvis,  or 
(2)  expelling  its  contents,  and  in  either  case  the  patient  becomes 
relieved.  Fatal  incarceration,  such  as  may  occur  in  retroflexion,  is 
very  rare.  Ulrich,  however,  records  a  remarkable  instance  of  it. 
The  case  will  be  given  in  full  in  the  chapter  on  the  '  Vomiting  of 
Pregnancy.'  In  this  case  the  condition  was  recognised  during  life, 
but  the  attempts  at  alteration  of  the  position  of  the  uterus  failed. 
The  uterus  lay  in  this  case  obliquely  across  the  pelvis.  This 
oblique  position  appears  liable  to  occur  as  the  pregnancy  proceeds, 
seeing  that  the  oblique  diameter  is  longer  than  the  antero-posterior, 
and  there  is  more  room,  therefore,  in  the  oblique  position. 

The  history  of  many  cases  is  as  follows :  The  uterus  is  ante- 
flexed  in  the  first  or  second  degree,  with  first  degree  of  anterior 
rotation.  Pregnancy  occurs.  An  unusual  degree  of  sickness  is 
observed  from  almost  the  moment  that  pregnancy  begins.  There 
is  great  frequency  of  micturition.  Walking  and  sitting  aggravate 
both  of  the  latter  symptoms.  The  patient  is  more  or  less  uncom- 
fortable in  other  respects.  This  condition  persists  up  to  the 
middle  of  the  third  month.  Then  the  symptoms  undergo  a 
change — either  improve  or  become  very  much  worse.  If  they  im- 
prove, that  indicates  that  the  bend  in  the  uterus  has  given  way, 
the  organ  is  expanding  more  easily,  and  rising  up  out  of  the 
pelvis.  If,  on  the  contrary,  there  is  intensification  of  the  symp- 
toms, this  means  that  incarceration  is  present.  The  incarceration 
•is  perhaps  only  temporary  ;  at  the  end  of  a  few  days  the  expansion 
does  the  work  required  and  the  uterus  rises  upwards. 

In  another  set  of  cases  the  history  is  as  follows  :  The  uterus 
has  been  anteflexed  for  some  time.  It  is  hard,  rigid,  and  firm  in 
texture.  Pregnancy  occurs.  Instantly  great  pain  is  felt ;  sickness 
is  very  troublesome,  so  also  frequent  micturition.  The  patient 
continues  to  go  about ;  the  uterus  is  not  kept  at  rest ;  at  the  end 
of  about  two  months  abortion  occurs. 

In  some  cases  the  patient  loses  blood  from  time  to  time,  the 
indication  often  of  impending  abortion,  but  not  of  course  neces- 
sarily so. 

The  difficulty  in  cases  such  as  above  described  arises  from  three 
sources — (1)  The  hardened,  contracted  condition  of  the  uterine 
tissues  (in  chronic  cases).  (2)  The  downward  pressure  of  the 
ab<lominal  viscera.  When  these  two  difficulties  are  conjoined  the 
result  is  more  likely  to  be  unfavourable.    Experience  shows  that 
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while  in  many  cases — it  may  be  said  in  most  cases— the  absolute 
removal  of  the  latter  source  of  difficulty  by  keeping  the  patient 
absolutely  in  the  horizontal  posture  is  successful  in  averting  an 
impending  miscarriage,  there  are  others  in  which  this  precaution 
alone  is  insufficient.  (3)  A  further  source  of  difficulty  in  some 
cases  is  the  o^dematous  effusion  surrounding  the  uterus. 

In  reference  to  the  general  question  of  the  frequency  of  ante- 
flexion or  -version  of  the  gravid  uterus,  I  may  say  that  I  first 
became  aware  of  its  importance  in  attending  a  case  which  came 
under  my  notice  eighteen  years  ago,  in  which  a  lady  who  had 
been  treated  by  me  previously  for  anterior  displacement  became 
pregnant,  and  soon  after  the  beginning  of  the  third  month  pre- 
sented all  the  symptoms  above  described.    The  uterus  was  incar- 
cerated in  the  pelvis,  there  was  considerable  oedematous  swelling 
of  parts  surrounding  the  vulva,  and  the  uterus  was  jammed  down- 
wards behind  the  symphysis  pubis.    The  horizontal  position,  kept 
up  for  a  week  or  ten  days,  relieved  the  symptoms,  and  pregnancy 
proceeded  to  about  eight  months  when  the  patient  was  delivered 
of  a  dead  child.  This  case  was  the  first  of  the  kind  I  had  observed, 
but  since  that  time  I  have  had  many  opportunities  of  repeating 
the  observation,  and  have  carefully  investigated,  whenever  possible, 
the  behaviour  of  the  uterus  in  cases  of  anteflexion  where  the 
patient  has  become  pregnant.    Having  thus  carefully  followed  the 
progress  of  cases  of  anteflexion  or  -version,  having  cured  many 
such  cases,  and  having  had  opportunities,  many  in  number,  of 
observing  the  progress  of  cases  during  pregnancy  and  subsequently, 
I  have  become  impressed  with  the  conviction  as  to  the  extreme 
importance  of  anteflexion  as  a  cause  of  abortion,  and  have  obtained 
valuable  information  as  to  the  means  of  preventing  the  occur- 
rence. 


DIAGNOSIS. 


4 


This  presents  little  difficulty.  The  patient  is  usually  kno^vn 
to  be  pregnant.  The  pain  and  distress,  together  with  the  sickness, 
announce  that  pregnancy  is  not  proceeding  normally.  Unless  an 
examination  be  made,  it  is  difficult  to  say  whether  retroflexion  or 
anteflexion  be  present.  The  position  of  the  os  uteri,  which  is 
very  far  back,  and  the  presence  of  a  dense  resisting  tumour  (the 
anteflexed  body  of  the  uterus)  felt  through  the  vaginal  roof, 
indicate  the  nature  of  the  case.  The  uterine  tumour  is  rounded, 
elastic,  generally  symmetrical,  and  usually  in  the  middle  line ;  but 
as  the  uterus  increases  in  size  it  comes  to  occupy  an  oblique 
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position  in  one  of  the  oblique  diameters  in  the  pelvis.  This 
oblique  position  was  present  in  Ulrich's  fatal  case,  and  I  have 
observed  it  in  two  cases.  A  case  of  extra-uterine  pregnancy 
might  present  somewhat  similar  symptoms,  but  the  tumour 
enclosing  the  foetus  would  be  probably  unilateral.  It  must  be 
recollected,  that  in  ordinary  normal  pregnancy  the  uterine  body 

Fig.  122.' 


Would  be,  say  at  the  end  of  two  months,  rather  readily  felt  by  the 
exploring  finger  through  the  vaginal  roof,  but  it  should  not  of  com-se 
1)6  jammed  downwards  behind  and  close  to  the  symphysis  pubis. 
There  is  a  perceptible  interval  between  the  uterus  and  the  pubic 

'  Fig.  122  repre.sents  anteflexion  of  tlie  gravid  uterus  at  about  the  fourth 
month  of  pregnancy. 
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bones  when  the  gravid  uterus  is  in  a  normal  state  at  the  end  of 
two  months. 

In  the  chapter  on  '  Anteflexion  and  Anteversion '  statistics  are 
given  as  to  the  frequency  of  abortions  due  to  this  condition  of  the 
uterus.  The  repetition  of  abortions  is  a  notable  feature — thus  four 
or  five  times  in  succession  the  abortion  may  occur.  The  success 
in  arresting  further  repetition  of  the  occurrence  by  treating  the 
anteflexion  is  one  of  the  many  arguments  adducible  in  favour  of 
the  above  views. 

A  most  interesting  feature  in  cases  of  anteflexion  with  preg- 
nancy is  the  very  great  frequency  of  obstinate  sickness  under  these 
circumstances.  It  may  be  predicted,  almost  with  certainty,  that 
if  a  patient  affected  with  anteflexion  becomes  pregnant  she  will 

Fig.  123.» 


suffer  severely  from  sickness  during  the  early  part  of  the  preg- 
nancy. We  now  and  then  meet  with  cases  when  the  patient  is 
suffering  from  what  is  termed  uncontrollable  vomiting  in  pregnancy. 
These  are  generally  cases  of  the  kind  here  alluded  to— viz.,  cases 
of  severe  anteflexion  associated  with  pregnancy.  Not  always  of 
anteflexion,  because  in  some  cases  there  is  retroflexion  ;  but  prac- 
tically it  may  be  said  that  anteflexion  is  chiefly  responsible  for 
these  cases  of  severe  vomiting. 

The  special  significance  of  sickness  in  relation  to  pregnancy 
will  be  found  fully  discussed  in  the  following  chapter. 

'  Fig.  123  represents  the  condition  of  the  uterus  when  distended  by  a  retained 
ovum  or  clots  in  a  case  of  anteflexion. 
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It  may  be  mentioned  that  another  result  connected  with 
abortion  is  the  retention  of  the  ovum  in  the  uterus  after  its  death. 
For  instance,  a  patient  has  a  miscarriage  due  to  anteflexion  :  the 
ovum  dies  and  the  patient  loses  perhaps  a  great  quantity  of 
blood.  In  a  certain  number  of  these  cases  the  ovum  will  remain 
in  the  uterus  a  considerable  number  of  days,  and  the  reason  it 
does  not  come  away  is  that  the  shape  of  the  canal  prevents  it. 
Unless  properly  assisted,  there  occurs  a  considerable  delay  in  its 
escape  from  the  uterus.  The  difficulty  results  from  the  acutely 
flexed  state  of  the  organ,  and  the  knowledge  of  this  fact  is  the 
secret  of  success  in  the  treatment  of  such  cases  of  retention  of  the 
ovum.  The  cavity  of  the  uterus  may  become  considerably  dis- 
tended by  blood  or  clots,  as  shown  in  the  annexed  figure  (fig.  123). 
In  these  cases  of  miscarriage,  if  the  ovum  is  retained,  a  fur- 
ther frequent  result  is  that  it  becomes  putrid,  and  gives  rise  to 
an  off"ensive  discharge  which  may  continue  for  some  time.  When, 
however,  the  uterus  is  artificially  straightened,  the  ovum  is  gene- 
rally easily  evacuated,  and  the  ofi^ensive  discharge  ceases.  Such 
retention  of  part  of  the  ovum  may  occur  equally  in  anteflexion 
and  retroflexion  of  the  gravid  uterus.  With  reference  to  the  im- 
portance of  the  relation  subsisting  between  retention  of  the 
ovum  in  early  miscarriages,  and  flexions,  I  do  not  hesitate  to  say 
that,  since  my  attention  has  been  directed  to  the  mechanism 
of  these  occuiTences,  I  have  not  seen  a  case  in  which  the  relation 
described  has  not  been  most  obvious.  The  difficulty  in  relieving 
the  patient  and  putting  an  end  to  her  various  discomforts  has 
ceased  on  taking  measures  to  straighten  the  canal,  and  thus 
allowing  the  uterus  to  exert  advantageously  the  proper  expulsive 
action  on  its  contents. 


TREATMENT. 

In  simple  cases,  where  the  symptoms  are  not  severe  and 
the  patient  has  not  had  an  abortion,  the  following  treatment 
will  probably  prove  sufficient :  The  patient  should  be  instructed 
to  avoid  all  severe  exertion  until  after  the  end  of  the  fourth 
month  ;  she  should  avoid  the  sitting  position  whenever  practi- 
cable ;  carriage  exercise  only  in  the  recumbent  position  ;  short, 
walks  to  be  preferred  ;  as  a  rule,  the  patient  to  use  a  chair 
with  a  very  sloping  back,  or  the  sofa;  nothing  tight  to  be  worn 
over  the  abdomen  ;  and  the  bowels  to  be  carefully  regulated  so 
as  to  avoid  any  straining  effort.  ' 
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In  more  severe  cases  the  patient  must  at  once  take  to  her  bed 
in  order  to  have  the  advantage  of  perfect  rest  in  the  horizontal 
position.  If  relief  of  the  symptoms  does  not  follow  very  speedily — 
i.e.  within  a  day  or  two — it  may  be  necessary  to  assist  the  eleva- 
tion of  the  body  of  the  uterus.  This  may  be  done  best  by 
inserting  a  small  air-ball  pessary  about  one  and  three-quarter 
inches  in  diameter  into  the  vagina,  and  inflating  it  to  two  inches 
with  air.  This  may  be  left  in  situ  for  twenty-four  hours,  and  then 
removed  and  re-applied  if  necessary.  To  aid  in  the  elevation  of 
the  uterus  a  pillow  may  be  placed  under  the  pelvis  for  an  hour  at 
a  time,  the  head  being  only  slightly  raised.  I  have  frequently 
employed  a  cradle  pessary  in  severe  cases  of  anteflexion  of  the 
gravid  uterus,  removing  it  when  pregnancy  has  reached  the  end 
of  the  fourth  month.  In  several  cases,  this  instrument  having 
been  used  to  remedy  the  anteflexion,  the  patient  has  continued 
to  wear  it  uninterruptedly  up  to  the  end  of  the  fourth  month  ;  but 
I  do  not  recommend  that,  in  such  cases,  the  cradle  pessary  should 
be  employed  in  a  haphazard  way,  or  by  anyone  not  accustomed 
to  its  use. 

I  regard  the  positional  treatment  above  described  as  quite 
essential  in  such  cases.  A  very  remarkable  proof  of  the  adequacy 
of  the  explanation  of  the  occurrence  of  severe  sickness  in  preg- 
nancy is  afforded  by  the  success  of  this  positional  treatment  in 
relieving  the  patient;  for  I  have  records  of  many  cases  where  the 
sickness  has  been  relieved  almost  at  once  by  mere  positional 
treatment  alone. 

The  very  severe  class  of  cases  remain  to  be  considered — thosepi 
namely,  in  which  the  condition  of  the  patient  is  critical  owing  to  long- 
continued  and  irrepressible  vomiting.  These  cases  present  them- 
selves almost  (but  not  quite)  without  exception  at  just  before  the 
mid-period  of  pregnancy.  It  is  in  this  class  of  cases  that  it  has 
been  thought  right  in  some  cases  to  advise  the  induction  of  abor- 
tion in  order  to  save  the  patient's  life.  The  late  Dr.  Copeman  of 
Norwich,  in  the  year  1875,  made  an  observation  in  a  case  that  came 
under  hie  notice  which  induced  him  to  draw  the  conclusion  that 
by  dilating  the  cervical  canal  of  the  uterus  the  sickness  is  arrested. 
He  had  dilated  the  cervix  as  preparatory  to  the  evacuation  of  the 
uterus;  but  the  day  after  the  dilatation,  as  the  sickness  had  dis- 
appeared, it  was  not  necessary  to  complete  the  process,  and  the 
patient  had  no  more  sickness.  He  repeated  the  operation  in  other 
instances  with  a  like  result— finding  thus,  as  he  believed,  an  im- 
portant and  valuable  means  of  arresting  the  vomiting  in  these 
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dangerous  cases.  A  more  particular  account  of  these  cases  and  of 
the  deductions  to  be  drawn  from  them  will  be  found  in  the  suc- 
ceeding chapter. 

A  perusal  of  the  particulars  of  his  cases  (see  following  chapter) 
will,  I  believe,  sustain  the  belief  that  they  were  cases  of  ante- 
flexion of  the  uterus,  coupled  in  some  instances  with  very  marked 
rigidity  of  the  cervix,  and  great  resistance  and  firmness  of  the 
structures  around  the  internal  os  uteri ;  in  other  words,  that  the 
uterus  was  either  markedly  anteflexed,  or  that  there  was  hyper- 
trophy and  contraction,  the  result  of  pre-existing  flexion  of  the 
uterus. 

The  success  of  the  procedure,  which  Dr.  Copeman  himself  did 
not  attempt  to  explain,  is  to  be  accounted  for  as  follows  :  (1)  These 
are  cases,  usually,  of  anteflexion,  the  os  is  far  back,  the  body  of 
the  uterus  low  down  behind  the  symphysis.  Now  it  is  impossible 
to  introduce  the  finger — indeed,  any  dilating  agent — into  the 
cervical  canal  without  drawing  forward  the  os  uteri ;  equally  im- 
possible to  draw  the  os  uteri  forward  without  at  the  same  time 
dislodging  the  uterus  from  its  abnormal  position ;  in  other  words, 
the  procedure  of  dilatation  of  the  cervix  had  as  one  of  its  results 
the  rectification  of  the  position  of  the  uterus.  (2)  The  actual 
dilatation  of  the  cervix  uteri.  This  dilatation,  in  cases  where  the 
cervix  is  contracted  and  hardened  by  previous  disease,  releases  the 
tension  of  the  parts,  and,  in  fact,  it  does  artificially  what  the  uterus 
has  been  vainly  trying  to  do  before  for  itself.  Experience  has 
shown  (see  cases  related  in  the  next  chapter)  that  this  condition 
of  things  is  liable  to  be  met  with  in  certain  cases,  and  they  will 
probably  be  almost  invariably  found  to  be  cases  where  there  has 
been  marked  flexion  of  the  uterus  previously,  and  generally  cases 
in  which  there  have  been  previous  pregnancies. 

Two  kinds  of  difficulty  may  be  met  with  in  cases  of  ante- 
flexion of  the  gi-avid  uterus :  (1)  The  position  of  the  uterus  cannot 
be  rectified,  or  (2)  the  cervix  is  very  hard  and  condensed,  and 
hypertrophied.  The  two  difficulties  may  be  met  with  in  conjunc- 
tion or  separate.  Ul rich's  case,  related  in  the  following  chapter, 
is  an  instance  of  the  first  kind  of  difficulty  ;  of  the  latter,  a 
case  related  by  Mr.  Fry  is  an  instance.  When  the  condition 
of  the  i)atient  is  a  critical  one,  it  may  be  assumed  that  one  or 
both  of  the  difficulties  described  exists,  and  requires  mechanical 
assistance. 

1.  As  regards  the  liberation  of  the  uterus.  Carefully  applied 
]>ressure  it  is  to  be  presumed  will  hardly  ever  fail  in  elevatino-  the 
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Uterus,  and  in  the  cases  where  it  has  been  found  impossible  to 
accomplish  this,  the  method  of  pressure  by  use  of  an  elastic,  air, 
or  water  pessary  in  the  vagina  was  not  tried.  It  is  to  be  expected 
that,  in  some  cases,  one  or  two  days,  or  more,  might  be  re- 
quired to  effect  the  reduction,  the  pressure  being  gradually  increased 
from  time  to  time. 

2.  Concurrently  with  the  rectiiication  of  position  of  the  uterus, 
or  separately,  or  subsequently,  as  circumstances  might  indicate, 
the  dilatation  of  the  cervix  may  require  to  be  performed.  The 
best  means  of  accomplishing  it  will  be  described  in  the  next  chap- 
ter, on  the  '  Treatment  of  the  Vomiting  of  Pregnancy.' 

I  have  in  my  own  practice  only  had  occasion  to  use  dilatation 
of  the  cervix  once  in  a  case  where  rectification  pure  and  simple 
failed  in  relieving  the  sickness.  In  this  case  the  uterus  was  ex- 
ceedingly hard  and  almost  cartilaginous,  and  the  sickness  persisted 
in  spite  of  rectification  of  the  anteflexion.  In  this  case  I  adopted 
the  dilatation  method  of  Dr.  Copeman  and  found  the  tissues  around 
the  internal  os  very  unyielding,  and  the  dilatation  was  effected 
with  the  greatest  difficulty.  The  sickness  became  relieved,  but 
abortion  followed  in  this  instance. 


SUBSEQUENT  TREATMENT. 

It  is  very  necessary  to  be  aware  of  the  fact  that,  when 
abortion  has  occurred  in  consequence  of  anteflexion  of  the  uterus, 
the  malady  is  very  likely  to  become  much  exaggerated  afterwards 
unless  care  be  taken  to  prevent  it.  The  patient  must  be  kept 
in  the  horizontal  position  for  some  days  after  the  abortion  and 
means  taken  to  promote  the  involution  of  the  uterus  in  a  proper 
manner.  If  no  care  be  taken,  the  uterus  is  very  apt  to  settle 
down,  as  it  hardens  and  contracts,  into  a  condition  of  flexion 
even  worse  than  existed  before  ;  and  a  repetition  of  abortions  pro- 
duces chronic  hypertrophy  and  exaggeration  of  flexion,  and  the 
other  usual  effects  of  these  complications.  A  few  days  after  the 
abortion  is  over,  and  before  the  uterus  has  firmly  contracted,  is  an 
excellent  opportunity  for  moulding  the  organ  into  a  better  shape, 
and  at  that  time  a  pessary  may  often  be  employed  with  great 
advantage. 
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CHAPTEK  XXVIII. 
THE  VOMITING  OP  PHEGNANCY. 

Author's  Explanation,  and  Paper  on  Subject  in  1871. 

Severe  or  Dangerous  Vomiting  in  Pregnancy. — Historical  and  Critical 
Inquiry  into  the  Subject,  with  Summary  of  Observations  recorded  by  Others — 
Account  of  Cases  published — Dr.  Copeman's  Cases  :  Explanation  of  these — 
Cases  observed  by  the  Author — Aubert's  Observations  on  Influence  of  Move- 
ments of  Uterus  in  producing  Sickness — General  Resume  of  the  Subject. 

Treatment  of  the  Vomiting  of  Pregnancy. 

The  subject  discussed  in  the  present  chapter  is  one  which  more 
usually  finds  a  place  in  works  on  the  subject  of  midwifery,  but  the 
close  connection  which  appears  to  subsist  between  the  presence  of 
distortion  of  the  uterus  and  the  occurrence  of  severe  vomiting  in 
pregnancy  renders  it  desirable  to  discuss  the  question  as  a  sequel 
to  the  preceding  chapter,  wherein  the  association  of  flexions  of  the 
uterus  with  pregnancy  has  been  considered. 

In  a  paper  presented  to  the  Obstetrical  Society  of  London, 
1871,'  I  ventured  to  offer  an  explanation  of  the  cause  of  the 
vomiting  of  pregnancy.  The  following  is  a  summary  of  the  paper 
in  question. 

Nausea  and  vomiting  are  associated  with  pregnancy.  Nausea 
and  vomiting  are  associated  with  disease  of  the  uterus.  Both  these 
propositions  are  true.  But  nausea  and  vomiting  are  not  ahvays 
present  in  cases  of  pregnancy,  nor  are  these  symptoms  always 
present  in  cases  of  uterine  disease. 

Looking  at  the  question  from  a  broad  point  of  view,  it  is  quite 
evident  that  the  condition  (whatever  that  may  be)  which  gives 
rise  to  nausea  and  vomiting  in  cases  of  uterine  disease  is  pos- 
9ihly  the  cause  of  the  symptom  in  the  more  ordinary  case  of 
Ipregnancy. 

Unquestionably,  the  occasional  obstinacy  of  the  symptom,  its 
.)ccasional  severity,  &c.,  these  are  phenomena  equally  observed  in 
he  two  cases  of  pregnancy  and  of  uterine  disease  ;  and  it  is,  in 

'  Obgt.  Tra/ns.  vol.  xiii. :  '  The  Vomiting  of  Pregnancy  :  its  Causes  and  Treat- 
ment.' 
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fact,  impossible  to  consider  the  two  cases  apart.  It  is  certainly 
reasonable  to  infer  that  the  cause  in  the  two  is  somewhat  similar. 
An  attentive  comparison  of  the  phenomena  witnessed  in  the  two 
cases,  and  a  close  scrutiny  of  clinical  facts,  mutually  throw  a  light 
the  one  on  the  other. 

Having  so  frequently  observed  severe  sickness  in  cases  of 
flexion  of  the  uterus  where  no  pregnancy  was  present,  following 
the  history  of  such  cases  and  observing  the  occurrence  of  very 
marked  sickness,  during  pregnancy  in  those  cases,  I  was  led  to  the 
conclusion  that  the  flexion  of  the  uterus  is  the  condition  which 
gives  rise  to  the  severe  pregnancy  sickness.  Carefully  testing  the 
accuracy  of  this  conclusion  by  observation  of  cases  I  was  induced 
to  frame  the  theory  that  the  sickness  of  pregnancy  is  due  to  the 
combined  effects  of  the  increasing  distension  of  the  uterus  and  an 
associated  flexion  of  the  organ.  Facts  led  me  to  the  conclusion 
that  in  cases  of  flexion  it  is  the  compression  undergone  by  the 
uterine  tissues  (markedly  by  the  nervous  fibres)  at  the  seat  of  the 
flexion  which  is  the  cause  of  the  nausea  and  sickness,  both  in  the 
gravid  and  in  the  non-gravid  state. 

In  the  non-gravid  state  the  vomiting  and  nausea  seem  to  be 
kept  up  by  the  compression  of  the  uterine  (nervous)  tissues  at  the 
seat  of  the  bend,  that  compression  being  a  necessity  of  the  con- 
tinuance of  the  flexion,  while  in  some  cases  it  may  be  kept  up  by.' 
the  pressure  of  hardened  exudation  material  around  the  nervous 
filaments  at  the  seat  of  the  flexion. 

The  phenomena  observed  adapt  themselves  to  the  explanation  i 
that  the  nausea  and  vomiting  in  ordinary  cases  is  due  to  a  tem-- 
porary  and  slight  flexion  of  the  uterus.    It  is  the  fact,  that  tlv 
patient  generally  experiences  the  symptom  in  question  on  first 
rising  in  bed  in  the  morning,  or  while  dressing.    Why  is  this? 
Is  it  not  because  the  body  of  the  uterus  falls  a  little  downward? 
in  obedience  to  the  law  of  gravity,  thereby  producing  a  slight 
flexion  and  a  compression  of  uterine  tissues  at  the  seat  of  the 
flexion  ?    During  the  first  three  and  a  half  months  the  temporary 
flexion  is  possible,  because  the  uterus  is  still  in  the  pelvis. 
Generally,  after  that  time  it  rises  out  of  the  pelvis,  and  flexion  to 
more  than  a  very  slight  extent  is  no  longer  possible.    Is  it  not 
the  fact  that,  for  the  most  part,  the  liability  to  nausea  and  vomit- 
ing ceases  at  precisely  this  period  ?    It  is  also  a  fact,  which  will  , 
be  confirmed  by  all  who  malce  the  experiment,  that,  in  oi-dmary 
slight  cases  of  nausea  and  vomiting,  by  ordering  the  patient  to 
remain  absolutely  in  the  horizontal  posture  the  disturbance  ceases. 
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Since  the  publication  of  my  original  paper  in  1871  the  subject 
has  much  occupied  my  attention,  and  many  new  facts  have  been 
recorded  by  various  observers.  I  propose  now  to  consider  the 
subject  as  it  stands  at  the  present  time,  giving  an  account  of  the 
principal  recorded  facts  bearing  on  the  subject. 

The  principal  interest  attaches  to  those  cases  in  which  the 
vomiting  seriously  endangers  life ;  and  it  is  therefore  desirable 
that  the  facts  relating  to  such  cases  should  be  carefully  con- 
sidered. 

SEVERE  OR  DANGEROUS  VOMITING  IN  PREGNANCY. 

A  tendency  to  nausea  and  vomiting  has  been  from  time  im- 
memorial associated  with  the  existence  of  pregnancy — so  much 
so,  indeed,  that  the  presence  of  nausea  and  sickness  has  come  to 
be  regarded  as  a  sign  of  the  existence  of  pregnancy.  In  a  mild 
form  nausea  and  vomiting  are  rather  common  in  the  early  months 
of  j)regnan3y ;  but  as  many  cases  occur  in  which  the  symptom  is 
absolutely  wanting,  it  cannot  be  regarded  as  an  essential  to  preg- 
nancy. As  a  rule,  the  degree  of  nausea  or  vomiting  observed  is 
not  severe,  only  producing  inconvenience  ;  but  in  a  few  cases  it  is 
exceedingly  severe,  and  becomes  dangerous  to  the  patient — (1) 
because  of  the  exhausting  effect  of  the  repeated  efforts  of  vomiting, 
and  (2)  because  of  the  starvation  it  produces.  The  dangerous  cases 
are  those  in  which  the  vomiting  is  repeated  and  uncontrollable, 
and  in  which  this  persisted  vomitii^g  continues  for  a  period  of 
some  weeks  or  months  together. 

While,  therefore,  as  a  rule  the  sickness  of  pregnancy  is  not  a 
matter  calling  for  serious  attention,  the  exceptional  cases  just 
alluded  to,  where  the  malady  is  so  serious  as  to  imperil  life,  have 
een  the  subject  of  much  attention  :  for  in  not  a  few  instances 
eath  has  actually  occurred  as  the  result  of  severe  uncontrollable 
omiting  in  pregnancy. 

Respecting  the  very  severe  cases  of  vomiting  in  pregnancy,  it 
s  necessary  to  state,  in  the  first  instance,  that  in  the  large  majority 
i  cases  the  records  of  autopsies  have  thrown  but  little  light  on  the 
ause  of  the  excessive  vomiting  which  destroyed  the  patient.  In 
ome  rare  instances  lesions  of  other  organs  have  been  encountered, 
.resumably  in  some  measure  explaining  the  sickness;  in  some 
ases  the  uterus  was  in  an  abnormal  condition  ;  but  in  the  large 
aority  of  instances  no  lesion  of  any  kind  was  found  to  exist. 
A  good  account  of  the  published  literature  of  the  subject  was 
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given  by  Anquetin  in  the  year  1865.'  More  recently  2  Dr. 
McClintock  has  written  an  essay  summarising  the  principal  known 
facts  relating  to  the  subject. 

1.  It  has  been  shown  that  in  some  of  the  few  fatal  cases  in 
which  autopsies  have  been  made  the  fatal  sickness  was  'probably 
due  to  lesion  of  some  other  organ  than  the  uterus. 

Under  this  head  may  be  mentioned — A  case  recorded  by  Valleix 
where  chronic  gastritis  was  found  to  be  present  (Query — Was  the 
gastritis  the  result  of  the  vomiting  ?) ;  a  case  by  Taurin,  of  redness  and 
softening  of  the  stomach ;  cases  by  Dubois,  Chomel,  and  Sandras,  of 
similar  character ;  a  case  by  Depaul,  where  cancer  of  the  pylorus  was 
found  post  mortem ;  a  case  by  Pipelet,  of  epigastric  hernia ;  a  case  by 
Lanceraux,  where  CjBsai-ean  section  was  performed,  and  after  death 
atrophy  of  the  muscular  system  and  of  cellulo-adipose  tissues  was  found 
to  exist ;  a  case  by  Trousseau,  where  scirrhous  induration  near  pylorus 
was  found  after  death  ;  a  case  by  Schutbach,  where  a  tumour  the  size  of 
an  egg,  near  the  pylorus,  was  found  in  a  state  of  ulceration  after  death 
(these  cases  are  quoted  by  Anquetin).  In  addition  to  the  foregoing, 
Anquetin  mentions  cases  of  tubercle  of  lungs  (Schilachigla),  tubercle 
of  brain  (Bayer  and  Depaul),  alterations  of  mesenteric  glands  (Sandras), 
of  glands  of  epigastrium  (Blot),  fatty  degeneration  of  liver  (Chomel), 
biliary  calculi  (Taurin),  redness  of  semilunar  ganglia  of  solar  plexus 
(Lobstein),  congestion  of  meninges  (Sandras).  Burns  ^  gives  a  case 
where  a  biliary  calculus  was  found  to  be  impacted.  Robei't  Lee'*  gives 
a  case  where  bronchitis  and  fever  had  occurred  before  the  vomiting 
set  in. 

2.  Next  we  come  to  cases  where  the  uterus  luas  found  on 
'post-mortem  examination  to  prese^fit  something  abnormal. 

Dance  ^  observed  two  fatal  cases — I.  In  the  first,  death  occurred  in 
six  weeks  ;  there  was  found  to  be  pus  between  the  uterus  and  placenta, 
and  pseudo-membranous  concretions  between  the  uterus  and  decidua;  II. 
in  the  second,  death  in  twelve  weeks  :  the  uterus  was  found  beginning  to 
rise  out  of  the  pelvis  ;  its  walls  were  scarcely  one  and  a  half  line  thick, 
unusually  soft,  deeply  engorged,  and  of  a  violet  red  colour.  III.  In  a  . 
case  by  Chomel  pus  was  found  on  the  external  surface  of  the  decidua. 

3.  The  next  category  of  cases  are  those  in  which  some  abnormal 
condition  of  the  uterus  was  discovered  during  life.    I  have  col-  • 
lected  a  considerable  number  of  cases,  particulars  of  which  are 
subjoined,  the  facts  of  which  have  a  bearing  on  the  present  dis-  • 

'  Rev.  Med.  (1865),  pp.  205,  et  seq.  *  Dnbl.  Med.  Juiirn.,  May  1873. 

3  Midwifery,  p.  265.  ■*  Cli'i-  Med.  p.  107. 

•■'  Iici)ert.  Gen.  d'Anat.  et  de  Physiolog. 
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cussion;  but  there  are  probably  others  on  record  which  have 
escaped  my  notice.  One  of  the  most  important  cases  is  the 
following  : — 

I.  Case  of  vomiting  in  lyregnancy  caused  by  retroversion  of  the  uterus. — 
Brian  records  '  a  most  interesting  case,  for  reference  to  which  I  was 
originally  indebted  to  Dr.  Barnes,  and  of  which  the  following  is  a  slightly 
abbreviated  account :  X.,  set.  25.  First  pregnancy,  six  years  ago,  ended 
normally  ;  second  ended  favourably,  three  years  ago,  but  there  were  some 
sickness  and  slight  pains.  Soon  after  recovering,  sustained  accident, 
being  thrown  out  of  a  carriage,  and  very  much  frightened.  Leucori-hoea 
then  noticed  and  continued;  has  had  also  digestive  troubles.  Third 
pregnancy  commenced  in  March  1856.  Vomiting  began  following 
month,  and  increased  in  severity.  In  May  she  kept  to  her  bed.  Intoler- 
able gastralgia,  constipation,  insatiable  thirst,  no  kind  of  nourishment  re 
tainable,  next  observed ;  also  painful  clonic  spasms  of  limbs,  profound 
exhaustion  and  depression,  and  sleeplessness.  On  May  2  first  seen  by 
Brian,  who  was  implored  to  procure  abortion.  Nothing  was  then  done, 
but  Professor  Moreau  saw  the  patient,  and  thought  the  vomiting  would 
cease  as  the  womb  rose  out  of  the  pelvis.  Case  now  fell  under  other 
treatment.  On  June  9,  Brian  again  in  charge  of  the  case,  the  patient's 
condition  much  aggravated  j  he  insisted  on  a  careful  examination.  No 
abdominal  tumour  to  be  felt,  as  it  should  easily  have  been  in  the  patient's 
emaciated  state.  On  June  4  Professor  Moreau  again  saw  hei-,  and  by 
vaginal  examination  discovered  existence  of  incomplete  retroversion, 
fundus  deeply  lodged  in  the  cavity  of  the  pelvis.  '  He  ascertained  that  the 
uterus  was  imprisoned  in  the  curvature  of  the  sacrum  and  confined  on 
all  sides  by  the  osseous  cul-de-sac,  without  being  able  to  rise  up  above 
the  sacral  promontory.  As  soon  as  he  was  aware  of  these  circum- 
stances, by  a  skilful  manoeuvre  he  disengaged  the  fundus  uteri  from  its 
abnormal  position,  causing  it  to  ascend,  and  thus  bringing  it  into  the 
longitudinal  axis  of  the  abdomen.'  After  this  operation  the  patient  felt 
imuiediately  relieved,  the  vomiting  ceased,  and  complete  recovery  took 
place. 

II.  Stolz  records  a  case  in  which  the  uterus  was  retroverted,  and  the 
excessive  vomiting  was  at  once  suspended  on  replacing  the  uterus. 
Eventuallv  abortion  was  induced. 

in.  n  a  case  by  Depaul,  at  seventh  month,  it  was  found  that  the 
internal  os  uteri  was  comnletely  obliterated.  Incisions  were  performed, 
find  the  child  born  alive. 

IV.  Clay  2  records  a  case  of  sixth  pregnancy,  aet.  40,  at  seventh  month. 
I  [e  determined  to  induce  labour.  Introducing  the  finger,  he  found  the 
uterine  cervix  so  sensitive  that  the  slightest  touch  produced  vomiting. 
I'inding  this  to  be  the  case,  he  resolved  to  try  the  effects  of  rest.  Patient 


'  Gm.  Hebdomad.,  HwXy  18,1856. 
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was  kept  in  bed,  and  in  twenty-four  hours  could  take  food.  Persistence 
in  the  rest  treatment  produced  a  perfect  cure. 

■  The  following  is  a  very  important  and  interesting  case  recorded 
by  Ulrich,^  for  reference  to  which  I  was  originally  indebted  to  Dr. 
Barnes,  and  which,  owing  to  its  being  the  first  recorded  case  of 
the  kind,  is  here  given  in  full : — 

V.  Anteflexion  of  the  gravid  utenis ;  severe  sickness;  death— ¥ran 
Freudenburg,  thirty-four  years  of  age,  had  been  healthy,  and  men- 
struated regularly  up  to  the  date  of  her  marriage  on  April  1.  Since 
that  date  coitus  had  caused  her  on  each  occasion  a  painful  feeling  in  the 
abdomen,  which  soon  became  so  great  that  she  at  last  resisted  all 
attempts  at  intercourse  on  the  part  of  her  husband.    On  April  30  the 
menses  appeared  as  usual ;  during  May  she  continued  in  her  usual 
health.    At  the  end  of  May  the  menses  did- not  appear.     On  June  1, 
without  being  in  any  other  way  unwell,  she  was  attacked  with  frequent 
vomiting.    At  first  a  part  only  of  the  food  she  took  was  returned,  but 
very  soon  the  evil  increased  to  such  an  extent  that  all  food  taken  into 
the  stomach  was  vomited,  solids  as  well  as  fluids,  and  when  the  stomach 
was  empty  a  nauseous  sensation  i-emained  for  a  long  time.    At  this 
period  she  was  also  attacked  with  pains  in  the  epigastrium,  which  cam*: 
on  in  acute  paroxysms.    By  medical  advice  leeches  and  blisters  were 
applied  to  the  epigastrium,  and  all  sorts  of  narcotics  and  antispasmodics 
were  given  internally,  without  avail.    The  patient  continued  vomiting 
from  day  to  day,  and  the  pains  robbed  her  of  her  nights'  rest,  and 
reduced  her  to  a  weak,  nervous  condition.    She  resolved,  on  July  8,  to 
S3ek  relief  in  St.  Hedwig's  Hospital.    Her  condition  on  admission  wa.s 
the  following  :  Bodily  frame  weak,  muscles  relaxed  and  flabby,  atrophy 
of  the  subcutaneous  fat,  on  the  front  of  the  body  several  scattered 
pigmentary  spots,  pidse  small  and  frequent  always,  no  tenderness  of 
subjacent  organs  by  light  pressure  on  the  abdomen ;  on  vaginal  ex- 
amination so  high  that  the  posterior  lip   could  with  difiiculty  be 
reached,  the  os,  l  ounded  and  with  smooth  surface,  could  t:e  felt  in  the 
left  posterior  portion  of  the  pelvis.    The  enlarged  and  dcubled-up  body 
of  the  uterus  could  be  felt  lying  behind  the  right  horizontal  ramus  of 
the  pubes.    By  the  aid  of  gentle  pressure  with  the  other  hand  througli 
the  abdominal  wall,  the  uterus  was  found  to  be  markedly  anteflexed. 
The  position  of  the  flexion  could  be  distinctly  felt  through  the  roof  of 
the  vagina.    The  breasts  were  enlarged,  and  the  areolai  darkened.  Men- 
struation had  ceased  since  the  end  of  April.    During  the  first  day  of  her 
stay  in  hospital  the  patient  sat  up  in  bed  in  a  bent-over  position ;  she 
was  tormented  with  continuous  nausea  and  vomiting,  all  food  was  re- 
turned as  soon  as  swallowed,  and  large  quantities  of  tenacious  mucus  were 
brought  up  from  the  empty  stomach  ;  rest  and  ease  were  impossible, 

'  Monatuclirift  fiir  GehtirtsJ/.  1858. 
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owing  to  the  complete  loss  of  sleep,  fearful  thirst,  and  obstinate  constipa- 
tion. The  diagnosis  was  asthenia  from  the  vomiting  of  pregnancy,  but  the 
false  position  of  the  uterus  must  be  regarded  as  the  essential  cause  of  the 
evils,  and  its  further  expansion  would  render  matters  worse,  and  produce 
greater  irritation  of  the  uterine  nerves ;  therefore  an  attempt  must  be 
made  manually  to  replace  the  dislocated  uterus.  Many  attempts  were 
made,  but  they  all  proved  unsuccessful ;  as  the  strength  of  the  patient 
became  more  exhausted,  so  was  the  indication  greater  for  the  ai-tificial 
production  of  abortion.  However,  I  did  not  resolve  on  this  until  I  had 
made  a  last  trial  with  the  various  well-known  internal  remedies,  of 
which  tr.  iodi  is  most  recommended.  With  the  consent  of  her  husbajid, 
accordingly,  as  a  last  resource,  three  to  four  drops  of  tr.  iodi  were  ad- 
ministered daily.  After  forty  hours  of  this  treatment,  the  repugnance  of 
the  patient  to  this  treatment  became  so  great,  that  only  by  repeated  per- 
suasions could  she  be  induced  to  continue  it.  As  all  was  useless,  on 
July  24,  with  the  consent  of  her  husband,  an  attempt  was  made  to 
introduce  the  uterine  sound,  but  failed,  and  again  after  two  days  ;  this 
was  partly  owing  to  the  restless  movements  of  the  patient,  and  partly 
owing  to  the  high  position  of  the  cervix  uteri ;  the  sound  was  only  just 
able  to  be  introduced  ijito  the  cervix  uteri, 

I  made  a  third  attempt  on  July  31,  in  consultation  with  Dr. 
Brandt,  and  managed  at  last  to  introduce  the  sound  as  far  as  the  bend  ; 
to  have  pressed  it  on  further  would  have  been  impossible,  owing  to  the 
danger  of  wounding  the  patient.  Unfortunately,  at  this  time  the 
strength  of  the  patient  was  so  far  exhausted,  that  even  in  the  case  of 
the  complete  emptying  of  the  uterus  an  unfavourable  termination  was 
probably  to  be  expected.  Up  to  August  2  little  change  occurred  in  the 
health  of  the  patient ;  then  the  vomiting  ceased  suddenly,  whilst  at 
the  same  time  the  intellect  became  disturbed,  light  delirium  alternating 
with  deep  drowsiness,  the  pupils  were  fixed  and  dilated,  and  convergent 
strabismus  set  in,  occasioned  by  the  paralysis  of  the  external  rectus. 
On  August  4  she  died. 

No  further  vaginal  examination  had  been  made  after  the  last 
introduction  of  the  sound.  In  laying  out  the  body  for  post-mortem 
examination  twenty -four  hours  after  death,  the  foetus  fell  out  of  the  vagina; 
the  placenta  lay  within  the  os  and  was  bi-ought  out  by  light  traction 
on  the  umbilical  cord.  The  post-mortem  revealed  the  following  :  On 
the  surface  of  the  hemispheres  underneath  the  arachnoid  were  a  small 
number  of  jelly-like  serous  exudations,  free  from  blood-staining,  the 
substfince  of  the  brain  was  extraordinarily  anaemic;  at  the  base  of  the 
brain,  around  the  origin  of  the  sixth  nerve,  there  was  no  evidence  of 
anything  abnormal.  The  chest  organs  were  healthy,  the  lungs  notably 
dry,  the  heart  small  and  firmly  contracted.  In  the  intestinal  canal, 
liver,  and  spleen,  no  pathological  changes  were  found.  The  body  and 
fiindus  of  the  uterus,  considerably  enlarged,  lay  directly  behind  the  right 
horizontal  ramus  of  the  pubes,  much  anteflexed;  the  length  of  the  body 
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of  the  uterus  was  five  and  a  quarter  inches,  the  position  of  the  flexion 
was  three  inches  from  the  os.  On  the  under  surface  the  walls  of  the 
uterus  were  soft  and  flabby ;  on  the  upper  surface  they  were  much  con- 
densed and  very  firm.  On  opening  the  cavity  of  the  uterus  the  placenta 
was  seen  to  have  had  its  attachment  to  the  lowest  segment  of  the  uterus, 
and  thus  had  harboured  the  foetus  above.  Above  the  seat  of  flexion  in 
the  upper  segment  of  the  itterus  no  free  cavity  existed ;  the  small  in- 
terval between  the  rigid  walls  of  the  uterus  was  filled  with  a  mass  like  a 
placenta  firmly  adherent  everywhere.  The  foetus  was  five  inches  long, 
the  umbilical  cord  six  and  a  half  inches. 

It  appears  evident  that  pregnancy  had  existed  for  nearly  four 
months,  and  that  after  conception  the  menses  appeared  on  one  occasion; 
and  it  is  my  decided  opinion  that  the  bending  of  the  uterus,  and  conse- 
quent hindrance  to  the  regular  expansion  and  growth  of  the  uterus,  waa 
the  influence  producing  the  obstinate  vomiting. 

VI.  Dr.  Tyler  Smith '  recorded  a  case  in  which  sickness  set  in  early  in 
the  pregnancy.  When  the  patient  was  two  months  pregnant  there  was 
incessant  vomiting  and  extreme  emaciation.  She  was  kept  alive  by 
teaspoonful  doses  of  beef-tea  every  half- hour,  and  injections  of  beef-tea. 
When  four  months  pregnant,  the  uterus  could  be  felt  above  the  pelvic 
brim.  Abortion  set  in  spontaneously  at  five  months.  The  patient  did 
well  for  three  weeks,  and  then  rapid  phthisis  set  in. 

Dr.  Tyler  Smith  believed  that  '  an  almost  poisonous  influence  seems 
to  be  exerted  by  the  gravid  uterus  in  some  constitutions.'  Also  that 
sickness  is  '  probably  cured  by  the  distension  and  evolution  of  the  dense 
structure  of  the  uterus  after  impregnation,  or  by  the  pelvic  irritation 
caused  by  the  gravid  uterus  before  it  emerges  from  the  brim,  or  from 
both  these  causes.'  ^ 

Ulcerations  of  the  os  uteri  have  been  considered  to  be  the 
cause  of  the  excessive  vomiting  by  several  authorities,  including 
Dr.  Henry  Bennet ;  and  scattered  through  medical  literature  will 
be  found  cases  in  which  relief  from  sickness  has  been  to  a  certain 
extent  obtained  by  topical  applications  to  the  os  uteri. 

Severe  sickness  associated  with  anteflexion. — The  following 
case,  observed  in  consultation  with  Dr.  Eoyston,  was  quoted  in  my 
original  paper  :  ^ — 

YII.  The  lady,  set.  24,  quite  recently  married,  had  menstruated  last 
October  14,  1870,  a  very  slight  discharge  being  observed  on  Novem- 
ber 3.  Since  November  3  there  had  been  occasional  sickness,  and 
from  the  end  of  January  up  to  February  21,  when  I  first  saw  her 
with  Dr.  Royston,  the  sickness  had  been  severe.    Dr.  Royston  mformed 

>  out.  Trans,  vol.  i.      Mamtal  of  OUtctrios,  p.  99.    "  Ohst.  Tram.  vol.  xiii. 
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me  that  the  lady  was  pregnant,  that  when  first  called  in  to  see  her, 
about  a  fortnight  prior  to  my  seeing  her,  the  sickness  was  most  severe 
and  trying,  and  no  article  of  food  could  be  retained.  On  hearing  Br. 
■Royston's  account  of  the  symptoms  I  expressed  my  opinion  that  the 
uterus  was  acutely  anteflexed,  that  the  fundus  of  the  uterus  would  be 
found  to  be  low  down,  jammed  in  the  pelvis,  and  that  this  was  the 
explanation  of  the  symptoms.  On  proceeding  to  make  an  examination 
my  opinion  was  found  to  be  exactly  verified  :  the  os  uteri  lay  far  back, 
the  roof  of  the  vagina  was  projected  downwards  and  backwards  by  the 
enlarged  and  antevei-ted  and  -flexed  uterus,  and  the  body  of  the  \iterus 
was  scarcely  to  be  felt  at  all  through  the  abdominal  wall,  although  the 
pregnancy  was  probably  of  about  four  months'  duration. 

The  patient  had,  in  my  opinion,  suffered  from  anteflexion  before 
marriage,  and,  pregnancy  having  occurred,  the  uterus  had  gone  on  gi'ow- 
ing  and  expanding  without  losing  its  vicious  shape,  and,  indeed,  with 
an  increasing  aggravation  of  that  \dcious  shape,  up  to  the  time  of  my 
seeing  her. 

The  evidence  that  anteflexion  existed  prior  to  marriage  was  as 
follows  :  The  patient  was  never  able  to  dance  without  discomfort.  She 
had,  six  years  prior  to  man-iage,  taken  for  six  months  violent  horse 
exercise,  to  which  she  was  previously  unaccustomed,  and  this  was  fol- 
lowed by  losses  similar  to  those  of  the  menstrual  periods,  and  by  diar- 
rhoea. On  another  occasion,  a  year  later,  horse  exercise  again  taken 
brought  on  similar  symptoms. 

In  this  case  the  advice  given  was  that  the  patient  should  remain 
altogether  in  the  horizontal  position  in  order  to  allow  the  expanding 
uterus  a  better  chance  of  escaping  from  the  pelvis,  and  that  the  bowels 
should  be  kept  regularly  open.  The  result  of  this  treatment  was  that 
the  chief  symptom — the  sickness — vinderwent  at  once  a  most  material 
alleviation,  soon  disappeared,  and  delivery  at  full  term  occurred. 

VIII.  Dr.  ^neas  Munro '  in  1872,  shortly  after  the  appearance  of  my 
paper,  published  a  case  which,  to  use  his  own  words,  '  in  a  very  remark- 
able manner  bears  out  to  a  certain  extent  what  Dr.  Hewitt  has  said  on 
the  matter.'  The  case  was  that  of  a  primipara,  set.  21 .  When  seen 
first,  in  the  third  month  of  pregnancy,  the  vomiting  had  become  intense. 
The  uterus  was  found  acutely  anteflexed  and  quite  fixed.  An  attempt 
to  push  the  uterus  up  failed.  The  sound  passed  in  about  five  and  a  half 
inches.  Some  days  later,  no  i-elief  being  obtained,  and  symptoms  being 
very  urgent,  premature  labour  was  induced.  Recovery  complete.  Dr. 
Munro  in  one  place  states  that  there  was  no  jamming  of  the  uterus  in 
the  pelvis ;  but  in  another  he  says  that  he  found  it  so  fixed  in  its  ab- 
normal i)osition  that  it  could  not  be  moved  upwards. 

Dr.  McClintock,2  in  an  essay  on  the  subject  published  after 
the  appearance  of  my  paper  in  the  '  Obstetrical  Transactions,'  gives 
'  Glasg.  Med.  Joit,rn.  Aug.  1872.  «  l)vb.  Med.  Jmum.  187,3. 
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a  collection  of  cases  of  severe  vomiting  in  which  premature  labour 
was  induced  to  relieve  the  patient.  He  confesses  that  '  we  are 
yet  very  much  in  the  dark'  as  regards  the  etiology  of  the  sickness. 
Dr.  McClintock  declined  in  his  paper  to  accept  the  explanation 
which  I  had  offered  as  to  the  influence  of  flexion  of  the  uterus. 

IX.  Dr.  McClintock  ^  gives  a  case,  that  of  a  primipai-a  set.  24,  who  at 
the  end  of  two  months  was  found  suffering  severely  from  sickness. 
'  The  uterine  tumour  could  not  be  distinguished  above  the  pubes ;  but 
per  vaginam  the  body  of  the  organ  was  felt  enlarged  and  slightly  ante- 
verted,  as  is  often  found  to  be  the  case  at  this  period  of  utero-gestation.' 
Ten  days  later  the  patient  was  in  a  highly  dangerous  state,  and  abortion 
was  induced. 


Dr.  McClintock  accepts  the  dictum  of  Dr.  Barnes  that  the 
normal  position  of  the  uterus  in  early  pregnancy  is  anteversion, 
and  evidently  considers  that  in  the  above  case  there  was  nothing 
abnormal  in  the  condition  of  the  uterus.  It  is  probable,  however, 
from  the  facts  related  that  the  body  of  the  uterus  was  really  ab- 
normally low  in  the  pelvis. 

One  of  the  arguments  used  by  Dr.  McClintock  and  some 
others,  which  seem  to  them  to  tell  against  the  influence  of  flexion 
and  displacement  of  the  uterus  in  producing  the  sickness  of  preg- 
nancy, is  that  in  cases  of  retroflexion  of  the  gravid  uterus  sickness 
is  not  always  present.  True  ;  but  the  same  holds  good  respecting 
retroflexion  of  the  non-gravid  uterus.  Sickness  is  not  a  constant 
symptom  in  cases  of  the  latter  kind,  but  I  have  known  most 
severe  and  distressing  sickness  to  be  produced  by  retroflexion  in 
the  non-gravid  state  which  has  been  almost  magically  relieved  by 
elevating  the  fundus,  thus  showing  in  the  most  indisputable 
manner  that  the  sickness  was  due  to  the  flexion.  So  again  with 
anteflexion :  neither  in  the  gravid  nor  in  the  non-gravid  state  is 
sickness  an  invariable  symptom,  but  this  does  not  prove  that  the 
anteflexion  is  not  responsible  for  the  sickness  when  it  does 
occur. 

A  very  important  contribution  to  the  pathology  of  the  subject  is 
that  of  the  late  Dr.  Copeman,  of  Norwich.  In  1875  Dr.  Copenian 
published  ^  a  paper  in  which  he  related  three  cases,  of  which 
the  following  particulars  are  given  in  brief: — 

'  Biih.  Med.  Jnnrn.,  May  1873.  „, 
rit.  Med.  Journ.,  May  16, 1875.  Dr.  Fly  Smith  Med.  Journ.,  Aug. /i. 

1875)  says  tliat  Dubois  first  noticed  this  effect  of  dilating  osin  arresting  voroitiH:,. 
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X.  A  patient,  six  months  pregnant,  so  reduced  by  sickness  that  fears 
were  entertained  for  her  safety.  It  was  resolved  to  induce  premature 
labour.  The  cervix  was  dilated  with  the  finger  as  a  preparatory  step. 
An  hour  later,  when  further  measures  were  about  to  be  taken,  the 
patient  was  so  much  better  that  it  was  thought  best  to  wait.  From 
that  time  improvement  set  in,  there  was  no  return  of  sickness,  and  delivery 
at  full  term  occorred. 

Dr.  Copeman  was  struck  by  this  case,  and  '  wondered  whether 
the  relief  could  have  been  effected  by  his  having  dilated  the  os 
uteri  and  thus  removed  any  undue  tension  that  might  be  producing 
sympathetic  irritation.' 

XI.  In  a  second  case  (where  '  there  was  some  degree  of  anteversion') 
the  same  procedure  had  a  like  good  effect. 

XII.  In  a  third  case  equally  good  effects,  in  relieving  a  patient 
from  severe  sickness,  followed  the  dilatation  of  the  os  uteri  vt^ith  the 
finger. 


This  paper  of  Dr.  Copeman's  attracted  my  attention,  and  in  a 
communication  to  the  '  British  Medical  Journal'  a  fortnight  after,'  in 
speaking  of  Dr.  Copeman's  cases,  I  stated  that  they  oflfereda  strong 
confirmation  of  the  truth  of  the  doctrines  I  had  previously  expressed 
on  the  subject.    The  explanation  of  Dr.  Copeman's  success  I 
held  to  be  that  in  his  cases  the  operation  of  dilating  the  os 
\   uteri  was  itself  the  means  of  righting  the  uterus,  for  the  os  must 
||   have  been  pulled  forwards  in  order  to  dilate  it,  and  this  would 
I   have  the  effect  of  tilting  the  body  of  the  uterus  upwards,  and  thus 
i   (assuming  that  they  were  cases  of  anteversion  :  Dr.  Copeman  him- 
i   self  stated  that  one  was)  the  operation  reduced  the  displacement, 
t;   I  further  added,  '  It  may  be  said.  How  do  you  explain  the  cases  in 
li  which  the  vomiting  persists  as  late  as  the  eighth  month,  which 
4  was  the  fact  in  Dr.  Copeman's  third  case  ?    The  answer  is,  that 
I  where  there  has  been  an  acute  flexion  in  the  early  part  of  the 
•  pregnancy,  as  the  uterus  enlarges  (if  abortion  does  not  occur)  the 
flexion  is  in  most  cases  abolished,  and  the  effect  of  this  is,  that  the 
sickness  generally  disappears  under  such  circumstances.    But  the 
tissues  of  the  uterus  at  the  seat  of  the  flexion  are  sometimes  left 
in  a  diseased  state,  being  stiffened  and  unduly  resistant,  and 
thus  the  irritation  is  kept  up.    Dr.  Copeman's  treatment  would 
undoubtedly  tend  to  remove  this  stiffening  and  constraint.' 

Dr.  Copeman  in  a  further  paper  ^  comments  on  various  opinions 
elicited  by  his  first  paper,  and  says  that  his  own  opinions  were 
'  Brit.  Med.  Jovrn.,  May  29,  1875,  ^  ji^j  j^o^  jg75 
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not  sufficiently  matured  to  enable  himtogive  any  positive  explana- 
tion of  the  causes  of  the  sickness,  but  he  is  '  inclined  to  believe  that 
in  such  cases  there  is  always  some  irritating  condition  present, 
which  induces  a  strain  upon  the  neck  of  the  uterus,  or  perhaps 
also  on  other  parts  of  the  uterus.' 

In  this  his  second  paper  Dr.  Copeman  relates  a  case  which 
most  curiously  corroborates  the  views  I  had  expressed  as  to  dis- 
placement being  the  cause  of  the  sickness  : — 

XIII.  A  lady  in  her  second  pregnancy,  five  months  advanced,  was 
very  sick  ;  she  had  frontal  neuralgia  also.  She  had  for  some  weeks 
taken  violent  exercise.  The  sickness  and  the  neuralgia  continued.  The 
abdomen  did  not  appear  to  enlarge  as  much  as  usual.  On  examination 
per  vaginam  the  head  was  found  low  down  in  front,  and  the  os  uteri 
corresponding  with  the  promontory  of  the  sacrum.  '  It  seemed  to  me,' 
says  Dr.  Copeman,  '  that  the  uterus  was  anteverted  so  as  to  allow  the 
head  to  he  felt  below  the  level  of  theos  uteri.'  Dr.  Copeman,  by  gentle, 
continued  pressure,  raised  the  protruding  portion  of  the  uterus  out  of 
the  lower  pelvis  and  restored  the  os  uteri  to  a  more  natural  position, 
after  which  he  prognosticated  no  further  vomiting  would  occur.  And, 
in  fact,  so  it  happened — the  cure  was  complete. 

In  this  case,  therefore,  the  sickness  was  cured  hy  reducing  the 
uterus  to  its  'proper  position,  Dr.  Copeman  not  having  employed 
any  dilatation  of  the  os  as  in  the  other  cases,  and  it  offers  a 
remarkable  illustration  of  the  truth  of  the  critical  remarks  which 
I  had  before  offered  on  the  modus  operandi  of  Dr.  Copeman's 
]Drocedure.  In  fact,  the  patient  was  cured  without  dilatation  of 
the  OS  uteri  at  all.  ^|||||| 

XIV.  Case  hy  Dr.  Copeman?— Vvegti?iXit  eleven  weeks;  severe  and 
uncontrollable  vomiting  lately.  Fundus  tender  on  pressure ;  fundus 
displaced  forwards.  The  displacement  was  rectified  and  bowels  opened. 
Sickness  much  less  next  day,  but  as  it  continued  slightly  os  was  dilated 
with  finger.  Cure. 

XY.  Case  hy  Dr.  Gojnman.'^—^i^  weeks  pregnant ;  three  weeks 
sickness.  Position  of  uterus  thought  to  be  normal ;  posterior  lip  hai-d 
and  unyielding  ;  os  gradually  dilated,  and,  after  two  days'  rest,  cui-e. 

XVI.  Case  hy  Dr.  Copeman.^— weeks  pregnant ;  nearly  incessant 
sickness  two  weeks.  After  dilatation  of  os  by  finger  as  far  as  os  internum, 
vomiting  ceased. 

I  subjoin  some  published  cases  in  which  dilatation  of  the  os 
uteri  after  Dr.  Copeman's  plan  was  followed. 

'  Brit.  Med.  Journ.,  Sept.  1878.  ^  Ibid.  May  1879. 

•■'  Ibid.  June  1879. 
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XVII.  Case  by  Mr.  Athimon  '  of  Halifax. — Incessant  vomiting  at 
six  months,  in  a  multipara.  Vomiting  ceased  after  digital  dilatation  of 
OS  uteri. 

XVIII.  Case  hy  Dr.  Minot  ^  of  Boston. — A  sponge  tent  introduced 
into  the  cervix  allayed  the  vomiting. 

XIX.  Case  hy  Dr.  Duhes.^—Va.ti&a.i,  £et.  33.  Has  had  five  children  and 
live  miscarriages.  The  previous  pregnancy,  after  eight  months'  incessant 
vomiting,  was  relieved  by  induction  of  premature  labour.  Now  preg- 
nant two  months.  Remedies  now  failing,  the  os  was  dilated  digitally, 
the  tissue  being  found  very  hard  and  cartilaginous.  Vomiting  was  at 
once  relieved  and  soon  ceased  altogether. 

XX.  Case  hy  Dr.  Gooch  ^  of  Eton. — Mother  of  two  children,  pregnant 
j   eight  months.    Incessant  vomiting  for  two  months;  lying  on  back 

produced  the  vomiting.  The  os  uteri  found  hot  and  painful.  Dila- 
tation by  finger  and  separation  of  membranes  round  os ;  escape  of 
much  offensive  discharge ;  relief  of  vomiting ;  pregnancy  went  to  full 
term. 

XXI  and  XXII.  Tioo  cases  hy  Dr.  L.  Rosenthal.^ — Cure  by  digital 
ll  dilatation  of  os — one  patient  in  second  pregnancy,  the  other  a  primipara. 

I XXIII.  Case  re'ported  hy  Mr.  J.  T.  Fry  ^  of  Swansea. — The  cervix, 
and  especially  the  posterior  lip,  was  hard  and  gristly.  Neither  the  finger 
nor  tangle  tent  could  be  introduced.  A  long  and  slightly  anterior  curved 
throat  forceps  was  used,  and  gently  but  with  some  force  dilated  ;  the  os 
was  thus  dilated.  The  effect  immediate  in  removal  of  the  vomiting. 
The  patient  had  been  obliged  to  have  premature  labour  induced  in 
previous  pregnancy. 

XXIV.  Caie  hy  Dr.  Murillo  ^  of  Santiago. — Primipara,  set.  22,  in 
!  thii-d  month  of  pi-egnancy ;  sickness  severe.  On  four  occasions,  at  inter- 
:  vals  of  a  day  or  two,  the  finger  was  introduced  into  the  softened  cervix 
•  as  far  as  internal  os.    After  a  week  sickness  ceased. 

The  following  is  a  series  of  cases  which  have  been  observed  by 
myself  during  the  last  ten  years,  illustrative  of  the  question  now 
under  consideration,  and  of  which  I  have  preserved  notes  ;  but  I 
have  seen  others  of  a  similar  kind,  records  of  which  have  not  been 
kept. 

XXV.  Retroflexion  of  the  gravid  uterus  causing  severe  sickness.  The 

subject  of  this  case,  now  published  for  the  first  time,  was  the  wife  of  a 
medical  man.  She  consulted  me  first  in  January  18G9,  for  severe  pain 
in  tlie  chest  and  heart.  The  uterus  was  found  to  be  retrofiexed,  and  the 
last  catamenial  period  was  on  December  5,  about  seven  weeks  previously. 

'  Brit.  Med.  Jown,.,  Nov.  6,  1875.  Ihid.  Sept.  1876. 

»  lUA.  Feb.  23,  1878.  Ihid.  Sept  28,  1878. 

»  Ihid.  Aug.  I87'J.  «  Ihid.  March  13,  1880. 

'  Lond.  Med.  Record,  Feb.  15,  1878. 
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On  February  20  a  second  omission  of  menstruation  was  noted.  She  was 
then  suffering  much  from  sickness,  and  pregnancy  was  considered  to  be 
present.  This  pregnancy  ended  favourably ;  but  I  saw  nothing  of  the 
patient  fui-ther  until  the  year  1872  (January  24).  Patient  now  26 ; 
has  had  three  children,  two  of  these  since  I  last  saw  her ;  last  child  is  a 
little  over  three  yeai-s  old.  Patient  now  six  weeks  pregnant.  She  is  suf- 
fering from  severe  sickness.  The  uterus  is  found  to  be  recroflexed.  A 
ring  pessary  (Hodge-shaped)  was  applied,  and  she  went  home.  On 
February  22  I  was  sent  for  and  found  her  extremely  ill,  suffering  from 
intense  sickness.  The  sickness  had  induced  severe  jaundice  and  an 
extreme  depression  and  feeling  of  collapse.  The  ring  pessary  had  cea.sed 
to  do  its  work  properly,  being  too  small  for  the  increased  size  of  the 
uterus,  and  the  organ  was  retroverted  over  the  top  of  the  pessary.  A 
lai'ger  instrument  was  applied.  The  patient,  who  was  in  a  most  alarm- 
ing state  of  depression,  very  speedily  felt  better,  and  she  visited  me  at 
my  house  on  April  2,  also  on  April  17;  but  on  April  19  I  was  sum- 
moned to  see  her  again  with  a  repetition  of  the  same  severe  symptoms, 
the  vomiting  having  returned  in  a  most  intense  degi-ee.  Again  I  found 
the  mechanism  of  the  support  at  fault ;  the  exertion  of  coming  to  my 
house  had  been  too  much,  and  the  uterus  was  still  displaced.  Relief 
followed  its  readjustment;  but  great  difficulty  was  found  in  retaining 
the  uterus  in  its  place  (though  it  was  easy  enough  to  replace  it)  owing  to 
the  indisposition  of  the  patient  to  keep  quiet.  Whenever  the  uterus 
was  in  proper  position  the  symptoms  abated  as  if  by  magic ;  but  recurred 
as  speedily  when  the  fundus  succeeded  in  eluding  the  action  of  tlie 
pessary.  Finally,  an  end  was  put  to  the  case  by  the  occurrence  of  pre- 
mature labour  on  June  26,  the  patient  being  then  a  little  over  six 
months  advanced  in  pregnancy. 

The  husband  of  this  lady  informed  me,  in  answer  to  a  letter  in  May 
1876,  that  since  that  time  she  slowly  recovered  her  strength,  but  that 
every  now  and  then  she  is  liable  to  attacks  of  'biliary  coHc'  She  do.  > 
not,  he  states,  now  suffer  from  the  retroflexion.  She  has  been  pregnant 
once  since,  but  did  not  go  her  full  time  owing,  he  believes,  to  anxiety  and 
fatigue  in  nursing  her  sick  children.  He  remarks,  as  a  curious  circum- 
stance, that  she  has  only  been  sick  when  pregnant  with  girls. 

The  case  is  a  most  interesting  one,  the  history  of  retroflexion 
as  affecting  the  pregnancies  being,  in  regard  to  many  of  the  details, 
known  to  me  from  personal  observation.  I  saw  her  suffering  from 
sickness  at  the  beginning  of  her  second  pregnancy,  and  relievc'd 
her  from  the  displacement  so  that  she  went  her  full  time.  Further, 
I  saw  her  in  her  fourth  pregnancy  again  affected  with  retroflexion, 
and  again  suffering  from  sickness,  but  on  this  occasion  in  a  much 
more  severe  form.  On  three  or  four  distinct  occasions  during 
this  fourth  pregnancy  the  sickness  actually  threatened  to  destroy 


THE  VOMITING  OF  PREGNANCY. 


367 


lier,  but  each  time  it  was  arrested  by  the  raising  of  the  uterus 
from  its  retroflexed  position.  The  repetition  of  the  disorder,  how- 
-ever,  ended  in  premature  labour  at  abour  six  and  a  half  months ; 
but  had  the  patient  been  more  careful  and  less  wilful,  it  is  ex- 
ceedingly probable  that  pregnancy  would  have  gone  on  to  full 
term. 

XXVI.  Sickness  clue  to  anteflexion  of  the  gravid  uterus. — A.  M., 
set.  21,  patient  at  University  College  Hospital,  1874.    The  notes  by 
Dr.  E.  M.  Skerritt.    Married  two  and  a  half  years,  no  children,  no 
miscarriages.    Menstruation  never  regular,  intervals  occasionally  thi-ee 
or  foui-  months,  and  always  scanty  and  very  painful.    She  has  not 
menstruated  for  the  last  four  months,  the  last  time  after  a  previous 
I  interval  of  four  months.    The  present  illness  for  the  last  four  months  ; 
gradually  the  symptoms  have  become  worse.    For  the  last  three  weeks 
she  has  been  confined  to  her  bed.    Her  chief  complaint  is  of  pain  of  an 
aching  or  griping  character  at  the  lower  part  of  the  abdomen,  much 
more  intense  of  late,  and  accompanied  by  nausea  and  vomiting  occur- 
ring both  on  getting  up  and  during  the  clay.    Expression  painful,  areolae 
enlarged,  distinct  brown  pigmentation,  areolar  glands  enlarged ;  abdo- 
men not  distended,  i-esonant,  more  resistance  to  pressure  on  left  side. 
Pain  referred  to  umbilicus,  described  as  '  cutting,'  with  occasional  ex- 
acerbations.    General  abdominal  tenderness.    On  deep  pressure  over 
pubes  a  tumour  is  felt  rather  far  back,  giving  impression  of  being  the 
top  of  a  tumour  rising  up  from  the  pelvis,  with  a  smooth  rounded  upper 
surface,  two  or  three  inches  wide,  flattened  from  before  backwards,  and 
very  tender.    Bladder  had  been  previously  emptied.    Os  uteri  found 
to  be  very  high  up  and  rather  far  back.     In  front  of  it  can  be  felt 
what  seems  to  be  a  considerable  swelling,  extending  laterally,  firm, 
smooth,  rounded,  and  very  tender.    Such  was  the  state  on  admission. 
The  vomiting  continued  at  intervals  for  a  few  days,  the  pain  also,  the 
tumour  felt  above  pubes  slowly  increasing  in  size.    On  March  15  Mr. 
Rigden,  the  resident  medical  officer,  examined  her,  and  expressed  his 
!  belief  that  the  tumour  was  the  anteflexed  uterus  inclined  more  to  the 
I  left  side  than  right.    On  March  18  the  tumour  had  risen  higher,  reach- 
ing now  to  within  two  inches  of  the  umbilicus.    The  vomiting  and 
1  retching  still  occasionally  severe.    Placental  bruit  heard  above  ricrht 
^  Poupai-t's  ligament.    On  March  19  I  was  requested  to  see  the  patient 
for  the  first  time.     I  noted  that  the  condition  of  the  breasts  alone 
-iifficed  to  indicate  existence  of  pregnancy.    The  tumour  above  the 
|iul)es  is  of  the  shape  and  size  of  a  four  months'  gravid  uterus.    The  os 
ind  cervix  are  high  up  and  far  back,  but  not  changed  in  regard  to 
oftuess  in  the  way  usually  met  with  in  pregnancy.    The  body  of  the 
uterus  not  now  to  be  felt  through  vaginal  roof    I  expressed  my  opinion 
I  hat  the  patient  was  certainly  pregnant ;  that  the  previous  observations 
made  by  Mr.  Kigden  and  others  left  no  doubt  that  the  uterus  had  been 
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up  to  quite  recently  anteflexed,  and  that  tlie  enlarged  uterus  had  now 
escaped  from  the  pelvis. 

March  20.— No  vomiting  or  retching  last  night,  no  pain,  no  vomitin» 
this  morning. 

March  21.— Pain  latter  part  of  night,  felt  very  sick  before  breakfast, 
and  on  taking  food  vomited  at  once.  Tumour  still  ten(jer.  Says  that 
as  long  as  she  lies  still  there  is  no  nausea,  but  that  it  occurs  on  moviufr 
in  bed. 

March  23. — Slight  nausea  when  she  sits  up  in  bed  early  in  the 
morning.    Free  from  nausea  now  as  a  rule. 

March  24. — Nausea  still  a  little  ;  vomited  at  teatime. 

March  28. — Was  sick  on  first  sitting  up  in  bed  this  morning;  not  sick 
since,  though  she  has  felt  so.  Not  sick  yesterday,  but  had  nausea  as 
before.  Got  up  for  first  time  to-day.  Complains  of  occasional  shooting 
pain  in  abdomen. 

March  30. — Patient  has  not  vomited  since  28th,  though  she  feels 
nausea  at  first  sitting  up.  The  patient  left  the  hospital  to-day  con- 
valescent. 

XXVII.  Retroflexion  of  gravid  uterus;  severe  sickness. — Mrs.  , 

set.  28,  has  had  three  children ;  sufiered  from  severe  sickness  in  all  the 
pregnancies.  Is  now  two  and  a  half  months  pregnant,  and  sufiering 
from  severe  sickness.  The  os  is  found  far  forward,  the  uterus  much 
retroflexed.  Ordered  to  lie  on  the  face.  Peport  later  on  states  that 
the  sickness  was  relieved  at  once ;  she  had  it  slightly  up  to  four  months, 
when  it  absolutely  ceased.    She  was  delivered  safely  at  full  time.  .|| 

XXVIII.  Anteflexion  of  gravid  uterus  ;  severe  sickness. — Mrs.  , 

set.  33,  has  had  eight  children  and  three  miscai-riages.  Now  three  and  a 
half  months  pj^egnant ;  always  sufiers  severely  from  sickness  during 
pregnancy,  together  with  intense  mental  depression  during  the  first 
half  of  pregnancy,  and  during  the  latter  half  from  swelling  of  the 
legs,  varicose  veins,  and  general  distress.  On  this  occasion  tents  have 
been  introduced  to  procure  abortion  and  reHeve  the  sickness,  but  in- 
efiectually.  On  examination  the  uterus  is  found  to  be  anteflexed,  the 
OS  uteri  swollen,  the  anterior  wall  of  cervix  thin.  Rest  was  ordered. 
Further  history  not  known. 

I  have  one  case  to  record  in  which  dilatation  was  had  recoui'se 
to  : — 

XXIX.  Mrs.  ,  set.  33,  multipara.    Very  severe  sickness  arising 

from  anteflexed  uterus,  with  great  hypertrophy  and  hardening  of  cervix 
and  OS.  At  the  seventh  week  of  pregnancy,  death  threatened  by  con- 
tinued sickness,  although  the  sickness  was  at  first  relieved  by  use  of  a 
pessary.  Cervix  dilated  by  metallic  dilator,  resistance  to  dilatation  very 
great.  Following  day  relief,  but  abortion  occurred  on  second  day  after. 
Patient  died  a  little  over  a  fortnight  later  from  exhaustion. 
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XXX.  Anteflexion  of  gravid  uterus;  severe  sickness —Mrs.  ,  set 

34,  has  had  four  children,  now  pregncant  for  fifth  time.  Last  child  four 
years  ago.  Is  pregnant  three  months.  Her  expression  was,  '  Can 
you  relieve  me  of  the  constant  sickness? '  On  examination  it  is  found 
that  the  uterus  is  anteflexed,  and  the  body  of  the  uterus  is  quite  low 
down  in  front  while  the  os  uteri  is  far  back,  the  uterus  being  thus 
jammed  downwards  behind  the  symphysis  pubis.  The  patient  was 
ordered  to  remain  in  bed  for  a  week,  and  to  lie  on  the  sofa  for  three 
weeks  afterwards.  Food  to  be  given  every  hour  in  small  quantities.  A 
fortnight  after  reported  to  be  much  better,  sickness  hardly  more  than 
once  a  day.  A  month  later,  able  to  move  about  easily  without  sickness. 
Visited  me,  when  eight  months  pregnant/ quite  well. 

The  cases  which  have  been  quoted  or  recorded  in  the  preceding 
pages  convey  sufficient  proof  of  the  great  efficacy — it  may  be 
i  almost  said  of  the  complete  efficacy — of  certain  mechanical  pro- 
cedures at  the  OS  and  cervix  uteri  in  relieving  the  sickness  of  preg- 
nancy in  its  severest  form.  I  think  there  can  be  no  doubt  that 
the  phenomena  recorded  are  thoroughly  explained  by  adopting  the 
I  view  that  in  these  cases  the  tissues  round  the  internal  os  uteri  are 
prevented  undergoing  proper  expansion.  This  impediment  to 
expansion  is  either  an  actually  present  flexion  of  the  uterus  or  a 
contraction  and  condensation  of  these  tissues,  the  result  of  a  pre- 
viously existing  flexion. 

It  is  a  noteworthy  fact  that  in  some  of  the  cases  recorded  the 
( ''rvix  was  found  so  hardened  and  resistant  that  very  great  diffi- 
culty was  found  in  expanding  it.  Cases  of  this  kind  were  always 
multiparse,  and  the  inference  is  natural  that  only  in  multiparas  is 
ii  likely  that  this  inordinate  resistance  to  mechanical  artificial 
"xpansion  will  be  met  with. 

Dr.  Aubert '  in  his  essay,  '  Influence  of  the  Movements  of  the 
L'terus  on  the  Vomiting  of  Pregnancy ,' describes  a  case  where  during 
ligital  examination  the  attempt  to  push  the  uterus  to  one  side 
>y  the  finger  produced  immediately  nausea,  which  would  have 
tided  in  vomiting  had  he  persisted.    The  patient  was,  as  after- 
\ards  appeared,  in  the  second  month  of  pregnancy.    A  second 
xamination,  made  at  the  end  of  the  fifth  month,  showed  that 
iteral  pressure  produced  nausea,  but  less  severe  than  on  the 
'rmer  occasion.    Aubert  discusses  the  subject  of  this  provocation 
f  nausea  as  a  diagnostic  measure  in  the  early  months  of  preg- 
ancy.    He  cites  Gueniot,  who  gives  cases  where  rest  in  bed 
ppeared  in  some  cases  to  arrest  the  vomiting  of  pregnancy.  He 

'  Zijon  Medio.  Oct.  1871,  p.  431. 
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notes  also  that  Stolz  found  pressing  the  uterus  upwards  did  not 
give  rise  to  vomiting.  Aubert  observed  vomiting  in  17  out  of  37 
primipane,  while  of  17  multiparse  only  4  had  vomiting.  Gueniot 
in  51  severe  eases  had  12  primiparae  and  39  multiparse.  In  the 
discussion  following  Dr.  Aubert's  paper  it  was  stated  by  M.  Icard 
that  in  certain  intractable  cases  vomiting,  having  lasted  three  or 
four  months,  had  disappeared  on  rectifying  the  displacement  found 
to  exist  on  digital  examination.  M.  Chatin  had  seen  many  cases 
where  the  vomiting  ceased  on  altering  the  position  of  the  uterus 
when  displaced. 

XXXI.  In  a  case  by  Prof.  Tarnieri  of  Paris,  a  multipara,  three 
months  pregnant,  had  incessant  vomiting,  which  was  allayed  by  plugging 
the  vagina  with  wadding,  thus  preventing,  as  he  thought,  the  uterus 
from  moving  about  and  being  shaken. 


GENERAL  COMMENTARY. 

Some  writers,  as  Dr.  Barnes,  consider  the  vomiting  of  pregnancy, 
in  severe  cases,  due  to  tension  or  stretching  of  the  uterine  fibres. 
It  may  very  well  be  the  case  that  this  is  in  part  the  cause.  For 
it  seems  hkely  that  irritation  might  be  produced  by  an  undue 
degree  of  such  stretching.  But  it  is  to  be  remarked  that,  supposing 
flexion  to  be  present,  it  is  precisely  this  condition  which  would  be 
likely  to  give  rise  to  undue  stretching  and  tension  of  the  uterine 
fibres.  While  undue  compression  is  present  on  the  concave  side  of 
the  bend,  there  seems  to  be  increased  tension  and  stretching  on 
the  convex  side.  To  those,  therefore,  who  consider  the  tension 
theory  the  best,  I  would  point  out  that  in  the  flexed  uterus  while 
undergoing  the  process  of  expansion  such  tension  will  be  greatly 
increased  and  irritation  arising  therefrom  considerably  aggravated. 
My  own  impression,  however,  is  that  compression  is  the  particular 
and  tangible  irritating  element  in  such  cases.  The  very  decided 
effects  produced  in  some  of  Dr.  Copeman's  cases  by  dilating  the 
cervix  illustrate  the  efficacy  of  removal  of  condensation  and' 
tension  around  the  internal  os  uteri  in  relieving  the  sickness ;  and 
Dr.  Copeman's  cases  offer  evidence  of  the  most  convincing  character 
in  this  direction. 

The  cases  where  vomiting  persists  to  the  latter  months  of  preg- 
nancy are  no  doubt  cases  in  which  the  condensation  at  the  internal 
OS  has  not  been  entirely  removed  by  the  unfolding  and  expansion 
of  the  uterus  (see  p.  334).    The  structures  round  the  internal  os 
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uteri  are  not  fully  dilated  up  to  quite  the  end  of  pregnancy  in 
primipai-iB,  and  thus,  although  the  uterus  may  have  lost  its  flexion, 
it  by  no  means  follows  that  the  nervous  filaments  around  the  in- 
ternal OS  are  relieved  of  condensation,  tension,  and  pressure  at  the 
same  moment  that  the  flexion  is  relieved.  Thus,  it  may  be 
stated  that  when  the  flexion  is  not  of  long  standing,  by  the  fifth 
month  the  uterus  will  have  become  relieved  either  by  occurrence 
of  a  miscarriage  or  by  the  unfolding  of  the  uterus.  But  if  the 
cervical  tissues  are  much  condensed  by  a  long-standing  flexion  the 
arrival  of  mid-pregnancy  may  not  give  the  expected  relief. 

Dr.  Aveling's  remarks  on  the  subject  of  the  sickness  of  preg- 
nancy^ may  here  be  quoted  : — 

Vomiting  during  gestation. — This  troublesome  and  occasion- 
ally dangerous  disorder  has  undoubted  relations  to  posture.  It 
has  the  name  of  morning  sickness  from  the  fact  that  it  appears 
when  the  patient  leaves  her  bed  and  assumes  the  erect  posture. 
It  is  evidently  reflex  in  its  character,  and  is  probably  produced  by 
hypostatic  hyperemy  and  hyperaesthesia  of  the  uterus.  Certain  it 
is  that  all  obstetricians  recommend  the  recumbent  position  for  its 
relief,  and  often  with  great  success.  But  Dr.  Clay  of  Manchester 
goes  further  than  this,  and,  believing  gestational  sickness  to  be  de- 
pendent upon  congestion  and  tenderness  of  the  cervix  uteri,  advises 
a  position  of  the  body  calculated  to  relieve  the  os  and  cervix 
from  pressure  against  the  pelvic  viscera,  best  accomplished  by 
lying  on  the  back  with  the  hips  raised  and  head  low.  .  .  .  Displace- 
ments of  the  uterus  have  been  suggested  as  producing  vomiting 
during  gestation,  and  this  is  not  unlikely,  for  mechanical  hyperemy 
is  often  caused  by  them,  and  it  would  have  the  same  effect  as 
hypostatic  hyperemy  upon  the  uterine  nerves.' 

As  bearing  on  the  discussion  of  the  present  question,  it  must 
be  recollected  that  until  recently  it  was  not  generally  known  or 
understood  that  anteflexion  of  the  uterus  in  the  non-gravid  state 
is  a  common  aff'ection,  nor  that  anteflexion  of  the  gravid  uterus  is 
common.  In  the  various  text-books  on  obstetrics,  anteversion  of 
the  gravid  uterus  is  generally  not  even  mentioned  as  a  possible 
occurrence.  This  observation  does  not  apply  to  some  of  the  text- 
books published  on  the  Continent.  One  of  them,  at  all  events 
(M.  Cazeaux),  alludes  to  it.  I  myself  was  not  aware  of  the  possibility 
of  its  occurrence  until  I  had  encountered  a  case  in  actual  practice 
—a  case  which  I  described  in  the  year  1865  at  a  meeting  of  the 

'  ♦  On  Influence  of  Posture  on  Women ' :  Ohst.  Jour.  Feb.  1877  (No.  47),  p,  722. 
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Obstetrical  Society  of  London.'  I  believed  it  then  to  be  a  very 
rare  disorder,  but  my  observations  since  that  time  have  convinced 
me  that  in  a  mild  form  it  is  very  common ;  and  further,  that  it  is, 
as  I  have  already  fully  stated,  in  a  more  severe  form  associated 
with  obstinate  sickness.  Looking  back  to  my  notes  of  this  first 
case  I  find  it  recorded  that  obstinate  sickness  occurred  in  this 
instance,  although  I  did  not  then  attach  any  particular  significa- 
tion to  the  symptom. 

Anteflexion  of  the  uterus  is  more  commonly  found  to  be  the 
cause  of  sickness  in  pregnancy  than  retroflexion,  because  it  is 
rather  more  rare  for  the  retroflexed  uterus  to  become  imi3regnated. 
Hence  the  result,  clinically,  that  when  obstinate  sickness  occurs  it 
is  infinitely  more  likely  to  be  due  to  anteflexion  than  to  retro- 
flexion of  the  gravid  organ. 

The  principal  arguments  in  favour  of  the  view  that  the 
vomiting  of  pregnancy  is  due  to  flexion  of  the  organ  may  be 
briefly  recapitulated  :  (1)  Many  women  have  no  sickness,  there- 
fore it  is  not  an  essential  part  of  pregnancy.  (2)  It  is  mostly  limited 
to  the  first  half  of  pregnancy,  being,  indeed,  in  many  instances 
limited  to  the  first  two  months.  This  is  precisely  the  time  during 
which  the  uterus  is  most  liable  to  suff'er  from  flexion;  for  when 
the  uterus  rises  into  the  abdomen  such  flexion  can  hardly  occur. 
(3)  It  is  produced  almost  universally  by  the  standing  or  sitting 
position,  which  positions  would  be  likely  to  intensify  or  exaggerate 
temporarily  an  existing  flexion.  (4)  It  is  suspended,  in  all  but  the 
very  severe  cases,  if  the  patient  remains  in  bed  for  a  day  or  two, 
during  which  time  no  such  exaggeration  of  the  flexion  by  standing, 
etc.,  occurs.    (5)  It  occm's  to  a  very  marked  degree  in  cases  which 
are  known  to  be  the  subject  of  flexion  at  the  time  the  pregnancy 
occurs.  (6)  Severe  sickness  and  a  decided  tendency  to  abortion  are 
very  frequently  associated  in  the  same  case,  from  which  it  follows 
that  it  is  not  unlikely,  at  all  events,  that  the  same  cause  is  opera- 
tive in  producing  both  effects.  (7)  Lastly,  I  would  mention  my  ovm 
observations  as  to  the  effect  of  positional  treatment  or  the  uterus, 
in  cases  of  flexion  of  the  gravid  uterus,  combined  with  sickness 
more  or  less  severe.    These  are  to  the  eff'ect  that  for  the  last  ten 
years,  or  rather  more,  during  which  my  attention  has  been  particu- 
larly directed  to  the  subject,  I  have  treated  several  such  cases, 
and  that  I  have  found  the  sickness  always  to  subside,  or  to  undergo 
an  immediate  and  remarkable  amelioration,  by  so  placing  the 


>  Obst.  Trans,  vol.  vii.  p.  170. 


THE  VOMITING  OF  PEEGNANCY. 


373 


patient  or  by  so  changing  the  position  of  the  uterus  as  to  favour 
the  reduction  of  the  existing  flexion. 

The  history  of  these  cases  is,  I  believe,  as  follows  :  The  uterus 
is,  at  the  time  pregnancy  begins,  in  a  state  of  flexion-— generally 
slightly  so,  sometimes  more  marked  in  degree.  The  uterus 
expands,  the  walls  increase  in  thickness,  there  is  consequently  an 
additional  degree  of  compression  of  the  tissues  at  the  seat  of  the 
flexion.  The  natural  effect  of  the  increase  of  the  expansion  would 
be  to  unfold  the  uterus  and  straighten  it,  and  in  point  of  fact 
this  result  is  achieved  in  most  cases.  But  while  this  process  is 
going  on  the  tissues  at  the  flexure  are  compressed  unduly,  particu- 
larly in  certain  positions  of  the  body,  and  reflex  nausea  or  vomiting 
may  be  thus  produced. 

TREATMENT  OF  THE  VOMITING  OF  PREGNANCY. 

In  ordinary  simple  cases  it  will  be  found  that  this  troublesome 
symptom  can  be  etfectually  relieved  by  attention  to  certain  rides 
as  to  the  position  of  the  body.  The  patient  must  be  induced  to 
maintain  the  horizontal  position  as  much  as  possible,  and  it  will 
generally  be  found  that  this  is  sufficient.  Attention  should  of 
course  be  paid  to  the  state  of  the  bowels.  After  the  fourth  month 
is  expired  the  tendency  to  sickness  disappears  in  most  instances, 
and  the  patient  can  then  move  about  or  sit  upright  without  pro- 
ducing sickness.  The  degree  to  which  it  is  necessary  to  enforce 
the  horizontal  position  depends  on  the  severity  of  the  sickness. 

In  severe  cases,  where  the  above  treatment  has  no  sufficiently 
good  result,  the  state  of  the  uterus  must  be  ascertained,  and 
ineans  should  be  taken  to  rectify  any  malposition  which  may  be 
detected.  Various  mechanical  devices  may  be  put  in  force  to 
aid  the  body  of  the  uterus  in  rising  up  into  its  proper  position. 
These  will  vary  according  as  the  body  of  the  uterus  is  turned 
forwards  or  backwards.  •  A  simple  air-ball  pessary  acts  well  in 
cSMes  of  anteflexion,  and  a  well-fitted  Hodge-shaped  pessary 
is  proper  for  cases  of  retroflexion  (see  the  preceding  chapter). 
The  action  of  the  pessary  must  be  aided  by  maintenance  of  the 
horizontal  position.  When  the  uterus  is  restored  to  its  place  a 
pessary  may  not  be  further  required.  Indeed  a  pessary  may  not 
toe  required  at  all  if  the  uterus  can  be  raised  into  its  place  by 
pressure  with  the  finger,  aided  by  positional  treatment  of  the 
patient. 

In  cases  where  the  sickness  is  not  relieved  by  any  of  the  above 
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procedures,  the  case  will  probahly  be  one  in  which  the  cervix 
uteri  is  very  hard  and  unyielding.  Under  these  circumstances  the 
plan  recommended  by  Dr.  Copeman  should  be  put  into  practice, 
and  the  cervix  dilated  artificially  in  order  to  remove  the  compres- 
sion and  tension  around  the  internal  os  uteri.  In  my  opinion,  this 
treatment  will  be  found  really  necessary  in  very  exceptional  cases 
only ;  in  my  own  practice  I  have  only  found  the  other  and  more 
simple  measures  fail  in  relieving  the  sickness  in  one  instance. 

In  most  of  the  cases  recorded  as  treated  by  Copeman's  plan 
the  dilatation  was  easily  effected,  and  in  these  instances  probably 
the  dilatation  was  not  really  Tiecessary ;  but  in  two  of  them  cer- 
tainly the  dilatation  was  more  difficult  to  accomplish :  in  one  of 
these  a  two-bladed  dilator  was  employed  for  the  purpose,  in 
another  a  throat  forceps.  There  is  of  course  danger  of  producing 
abortion,  by  the  employment  of  any  instrument  passing  through 
and  beyond  the  internal  os  uteri.  The  linger  would  be  the  safest 
dilator,  but  in  the  really  difficult  cases  it  may  be  found,  as  in  the 
case  related  at  page  368,  that  the  finger  could  not  be  introduced 
at  all.  Careful  dilatation  with  a  steel  two-bladed  dilator — on  the 
principle  of  the  one  represented  at  page  326,  but  larger  at  the 
extremity  of  the  blades — seems  to  me  to  be  the  best  method  of 
accomplishing  the  desired  end,  if  the  finger  cannot  be  made  to 
enter  the  cervix.  The  dilatation  should  not  be  rapidly  effected,  the 
object  being  to  gently  release  the  tension  of  the  structures  without 
exciting  contractions  of  the  uterus.  When  the  os  externum  admits 
or  can  be  made  to  admit  the  finger  it  would  be  best  to  employ  the 
finger  for  the  further  dilatation  of  the  canal  higher  up.  It 
must  be  recollected  that  the  cervical  canal  has  a  length  of 
rather  over  one  inch,  and  it  appears  necessary  to  dilate  the  canal 
at  its  upper  extremity  in  order  to  give  the  necessary  relief  under 
such  circumstances.  The  employment  of  the  finger  has  one  draw- 
back— namely,  that  as  a  rule  the  finger  cannot  be  readily  intro- 
duced so  far  as  the  internal  os  uteri  without  passing  a  considerable 
part  of  the  hand  into  the  vagina. 

The  induction  of  premature  labour  could  be  practised,  as  a  Inst 
resource,  when  other  measures  are  found  to  be  of  no  avail  and  the 
life  of  the  patient  is  at  stake. 
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CHAPTEE  XXIX. 

DISEASES  AND  INJURIES  OF  THE  OS  AND  CERVIX  UTERI. 

rhe  '  Ulceration  '  Theory  of  Uterine  Disease— Laceration  of  the  Cervix  Uteri  : 
its  Effects  and  Results— Dr.  Emmet's  Views  on  tlie  Subject— His  Method  of 
Treatment—  Imijortance  of  Eversion  of  the  Cervical  Lining :  Causes  of  the  same 
— Hypertrophy,  Cystic  Degeneration  of  the  Os  Uteri,  etc. 

Ulcerations  of  the  Os  Uteri— Erosions— True  Ulcerations — Syphilitic  Ulcerations. 

DISEASES  OF  THE  OS  AND  CERVIX  UTEEI. 

'  A  WHOLE  generation  of  physicians,'  says  Dr.  Emmet,'  '  has  been 
misled  by  the  delusion  of  chronic  inflammation  and  ulceration  of 
the  uterus — conditions  which  no  one  has  yet  been  able  to  demon- 
strate on  the  dead  body.' 

While,  however,  most  of  the  so-called  ulcerations  and  inflam- 
mations can  be  shown  to  be  referable  to  changes  of  other  parts  of 
the  uterus,  we  have  of  late  learnt  that  there  are  local  conditions 
and  diseases  of  the  os  and  cervix  which  appear  to  require  more 
attention  than  they  have  yet  received — namely,  the  changes  in- 
cident upon  or  following  after  laceration  of  the  cervix  uteri  during 
parturition.  It  is  not  a  little  remarkable  that,  largely  used  as  the 
speculum  has  been  in  the  investigation  and  treatment  of  the  dis- 
eases of  the  uterus,  cases  of  severe  lacerations  of  the  cervix  seem 
to  have  been  overlooked  until  a  very  recent  period  even  by  those 
who  were  most  in  the  habit  of  employing  the  instrument. 

It  will  be  necessary  to  consider  systematically  the  changes  ob- 
served at  the  OS  uteri,  and  in  so  doing  to  endeavom-  to  show  the 
relation  of  these  changes  to  the  diseases  of  the  other  portions  of 
the  uterus. 

LACERATION  OF  THE  CERVIX  UTERI. 

>  It  not  unfrequently  happens  that  in  the  process  of  parturition 
tlie  uterine  cervix  is  more  or  less  injured,  the  vaginal  portion 
being  lacerated  in  various  degrees.  But  it  cannot  be  said  that 
these  lacerations  have  been  considered  as  constituting  lesions  of 

'  Loc,  CM.  p.  129. 
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uny  considerable  importance  until  recently.  The  subject  has, 
however,  attracted  much  attrition  in  the  United  States  during 
the  last  few  years,  and  it  is  evident  that  the  lacerations  in  question 
are  very  important  factors  in  the  production  of  diseases  or  dis- 
comforts referable  to  the  cervical  part  of  the  uterus.  Dr.  Goodell, 
writing  in  1879,  states  that  about  one-sixth  of  the  women  who 
have  had  children,  applying  at  the  University  of  Pennsylvania  Dis- 
pensary, have  an  ununited  laceration  of  the  cervix. 

The  second  edition  of  Dr.  Emmet's  valuable  work  contains  a 
full  account  of  the  subject,  together  with  the  results  of  his  own 
observations  and  inquiries.  The  following  is  the  substance  of  Dr. 
Emmet's  account : — 

Since  1862  Dr.  Emmet  has  practised  an  operation  in  such 
cases.  In  1874  he  published  a  paper  on  '  Lacerations  of  the 
Cervix  Uteri  as  a  frequent  and  unrecognised  Cause  of  Disease.' 
Eoser,^  it  appears,  first  described  what  he  termed  *  ectropium,'  of 
which  there  are  two  forms — one  arising  from  cicatricial  distortion, 
the  other  by  the  cro wading  forward  and  swelling  of  the  mucous 
membrane.  Eoser  indicates  as  causes,  excessive  fissures,  also 
probably  obstetrical  incisions  and  gangrenous  destruction  of  the  os 
uteri.  Eoser  regarded  many  of  the  cases  of  obstinate  and  inveterate 
h3rpertrophy  thus  arising  as  incurable  ;  and  as  regards  the  cicatricial 
ectropium  says,  '  One  will  scarcely  be  prompted  to  undertake  a 
curative  experiment.' 

Dr.  Emmet  thinks  the  term  '  cicatricial  ectropium '  not  well- 
chosen,. for  'the  flaps  in  the  cervix  are  first  rolled  out  and  forced 
apart  from  the  enlarged  uterus  resting  on  the  floor  of  the  pelvis,  and 
this  is  increased  as  the  circulation  becomes  obstructed,  and  as  the 
mucous  follicles  undergo  cystic  degeneration.  The  condition  at 
length  becomes  one  of  partial  strangulation,  as  in  paraphymosis.' 
He  thinks  the  English  term  better  than  trachelorrhaphy  or 
hystero-trachelorrhaphy.  Of  500  fruitful  women  who  have  come 
under  his  care  in  private  practice,  32-80  per  cent,  who  had  been 
impregnated,  and  now  suffered  from  some  form  of  uterine  disease, 
were  found  to  have  laceration  of  the  cervix.  The  injury  on  the 
left  side  is  the  most  common,  and  double  laceration  the  next. 
More  than  thirty  per  cent,  of  the  cases  were  attributed  to  tedious 
labour.  He  thinks  rapid  labour  must  be  a  cause  to  a  greater 
extent  than  his  figures  prove.  Sterihty  resulted  in  71-34  per 
cent,  of  cases  where  the  cervix  was  so  injured.  Menstruation  is 
in  51-59  per  cent,  of  cases  increased  (in  length  of  days).  The 

'  AroMv.f.  Heilk.  Lepzig,  No.  298. 
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occurrence  of  cellulitis  in  connection  with  or  as  a  consequence  of 
laceration  of  the  cervix  is  the  most  important  and  most  frequent 
complication.  Thus,  of  the  164  women  last  under  observation,  33, 
or  20-12  per  cent.,  had  cellulitis  at  the  time  of  the  first  examina- 
tion. 

The  laceration  is  common,  is  often  overlooked  at  the  time  owing 
to  softness  of  the  parts,  and  it  is  most  common  in  the  middle  line, 
anterior  more  common  than  posterior.  If  in  the  median  line  and 
limited  to  cervix  it  generally  heals  rapidly.  It  may  of  course  pass  into 
bladder  and  then  may  leave  fistula.  Laceration  through  posterior 
lip  also  heals  rapidly  and  may  not  be  suspected  unless  the  in- 
flammation extends  sufficiently  into  posterior  cul-de-sac  to  set  up 
attack  of  inflammation.    If  cellulitis  occurs  at  this  point  it  always 

Fig.  I2i.i 


induces  a  most  intractable  form  of  retroversion,  owing  to  the  for- 
mation of  a  cicatricial  band  felt  as  a  cord.  This  form  of  laceration 
seems  from  the  history  of  the  cases  due  to  '  posterior  occipital ' 
position. 

When,  however,  the  laceration  is  in  a  lateral  direction  and 
extends  beyond  the  crown  of  the  cervix,  a  condition  arises  which 
defeats  the  reparative  power  of  nature.  There  will  exist  a 
tendency  for  the  tissues  to  roll  out  from  within  the  uterine  canal 
when  the  upright  position  is  assumed.  The  lips  are  forced  apart 
by  the  weight  of  the  uterus  above,  the  posterior  being  pushed 
backwards,  the  anterior  forwards.     The  angle  of  the  laceration 

'  The  drawing  exhibits  results  of  double  lateral  laceration,  showing  also 
enlarged  ruucous  follicles.  The  dotted  line  shows  the  outline  when  the  flai.s  -ire 
brouglit  together  (Emmet).  ^ 
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iG.  125.1  becomes  the  starting-point  of  an  ero- 

sion, which  gradually  extends  over  the 
everted  surfaces.  The  involution  is 
retarded,  the  erosion  bleeds  readily  as 
it  extends,  and  the  woman  gets  about ; 
a  profuse  cervical  leucorrhoea  ensues, 
and  the  appearance  of  a  frequent  show 
causes  the  patient  to  seek  relief.  This 
laceration  was  until  recently  universally 
mistaken  for  ulceration,  and  it  long 
baffled  all  treatment :  improvement 
from  rest  was  followed  by  relapse  on 
attempt  at  exercise. 

The  mucous  follicles  of  the  cervix 
will  be  found  to  have  gradually  under- 
gone cystic  degeneration. 

When  the  laceration  is  double  and 
lateral^  the  flaps  flatten  against  the 
posterior  wall  of  vagina  or  floor  of  the 
pelvis,  so  that  all  appearance  of  lacera- 
tion becomes  lost.  On  digital  exami- 
natiou  the  cervix  is  found  to  be  larger 
than  the  body  of  the  uterus.  The 
relative  size  of  such  a  cervix  to  the 
body  of  the  uterus  is  about  that  of  the 
top  of  a  half-grown  mushroom  to  its 
stem.  These  flaps  can  be  rolled  in  on 
using  the  speculum  with  the  patient 
on  the  side,  and  by  seizing  the  anterior 
and  posterior  lips  of  the  cervix  with  a 
tenaculum  in  each  hand. 

There  is  a  variety  when  the  lacera- 
tion is  unilateral,  giving  obliquity  to 
the  uterus. 

Treatment. — Dr.  Emmet  considers 
an  operation  is  required  where  the 
condition  is  evident,  where  enlargement 
of  the  uterus  still  remains,  or  where 
the  woman  suffers  from  neuralgia. 

The  preparat07'y  measures  are,  use 
of  vaginal  hot-water  injections,  use 
'  Fig.  125,  watch-spring  tournqiuet  used  by  Kmmet. 
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a  pessary  to  lift  uterus  from  floor  of  vagina,  application  of  tincture 
of  iodine  or  iron  twice  a  week  with  glycerine  dressings,  and 
pledgets  of  cotton,  one  before  and  one  behind,  to  keep  flaps 
together.  It  is  often  necessary  to  puncture  the  overloaded  cysts 
and  so  reduce  the  strangulation  and  swelling ;  iodine  is  applied 
after  this  scarification. 

The  operation  is  best  performed  with  the  patient  on  the  side. 
First  the  flaps  are  brought  together  by  tenacula.  Then  the 
uterine  tourniquet — a  special  instrument  for  the  purpose,  con- 
structed of  a  piece  of  watch-spring — is  applied,  for  the  haemorrhage 
is  often  excessive.  Emmet  now  only  uses  it  when  tissues  are  un- 
usually soft ;  the  use  of  hot  water  before  the  operation  renders  it 
less  liable  to  occur. 

Fig.  126.' 


ft 
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The  scissors  is  the  instrument  preferred  to  freshen  the  sur- 
faces. 

The  uterus  is  drawn  down,  if  possible,  to  outlet  of  vagina  during 
operation.  A  short  round  needle  is  best,  and  wire  sutiu-es  are  em- 
ployed as  shown  in  the  drawing.  The  sutures  are  removed  in  seven 
days.  The  patient  is  kept  in  bed  for  twelve  days.  The  pessary, 
which  is  removed  for  the  operation,  is  replaced  soon  after  the  opera- 
tion is  at  an  end. 

Dr.  Emmet  says  that  the  hypertrophy  and  elongation  of  cervix 
(Em  Jet)  '^'''"'''"^        ^^^^  ^^'"^  '''''P''     ^^'"^  ^"""^  ^f^^'^  denudation 


380 


DISEASES  AND  INJURIES  OF 


Fio.  127.'  ■     will  almost  invariably  be  found  due  to 

laceration  of  cervix  uteri,  and  the 
remedy  is  to  repair  the  laceration. 
He  denounces  amputation  with  scissors, 
knife,  or  cautery,  as  malpractice,  and 
denounces,  as  most  uncalled-for,  cautery 
or  caustics  to  heal  a  so-called  ulcera- 
tion. '  Amputation  of  the  cervix  or 
the  repeated  application  to  it  of  cautery 
or  caustics,  will  maim  any  woman  and 
most  likely  render  her  sterile,  and  for 
the  want  of  the  support  which  the 
cervix  normally  affords  she  will  be 
liable  to  suffer  from  displacement  of 
the  uterus.'  ^ 

At  the  Cambridge  meeting  of  the 
British  Medical  Association,  held  1880, 
Dr.  Montrose  A.  Fallen  of  New  York 
exhibited  instruments  employed  by  him 
in  repairing  the  lacerated  cervix.  In 
his  operation  scissors  of  various  shapes 
are  employed  to  facilitate  proper  denu- 
dation. Dr.  Fallen  strenuously  recom- 
mends the  operation,  and  expresses  his 
conviction  of  the  necessity  and  advan- 
tages of  the  operation  in  suitable  cases. 

Looking  over  the  records  of  my  own 
cases,  I  find  cases  in  which  lacerations 
of  the  cervix  have  been  noted  as  being 
present.  From  what  I  now  hear  of  the 
cases  related  as  observed  in  America, 
it  seems  evident  that  in  developing 
the  subject  and  pointing  out  how  the 
lesion  is  to  be  remedied,  our  trans- 
atlantic brethren  have  done  a  good 
service  to  gyneecology.  I  believe  Dr. 
Flayfair  was  the  first  to  perform  this 
operation  in  England,  and  he  has 
recently  communicated  a  paper  on  the  subject  to  the  Obstetrical 

'  Fig.  127  shows  an  instrument  (reduced  in  size)  made  by  Meyer  &  Meltzor, 
admirably  adapted  for  holding  the  uterus  during  the  operation. 
OjJ.  cit.  p.  483. 
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Society  of  London.  I  have  myself  successfully  performed  it,  and 
have  come  to  recognise  it  as  a  most  necessary  and  valuable 
operation. 

A  severely  lacerated  cervix  implies  a  removal  of  the  proper 
support  to  the  body  of  the  uterus,  and  dislocation  of  the  organ  is 
no  doubt  ftivoured  thereby.  A  further  effect  is  the  exposure,  the 
friction,  the  irritation  of  the  lining  of  the  cervix,''resulting  in  abra- 
sion, bleeding,  hyper-secretion,  etc.,  of  the  irritated  surface.  It 
is  true  that  by  elevating  the  uterus  the  latter  class  of  evils  is 
greatly  lessened ;  so  much  so,  in  fact,  in  many  cases,  that  the  lacer- 
ation itself  becomes,  or  appears  to  become^  a  minor  evil.  Dr. 
Emmet's  account  is  in  conformity  with  this  view  of  the  matter  ; 
and  it  is  evident  that,  while  considering  it  necessary  to  repair  the 
cervical  laceration,  he  found  it  also  necessary  in  many  cases,  both 
before  and  after  the  operation,  to  sustain  the  body  of  the  uterus  in 
position  by  a  vaginal  pessary. 

An  important  practical  question  is  to  determine  how  far  ever- 
sion  of  the  cervical  mucous  membrane  is  possible  without  lacera- 
tion of  the  cervix.  It  is  now  perfectly  clear  that  in  a  considerable 
number  of  cases  eversion  arises  in  connection  with  cervical  lacera- 
tion, but  there  can  be  no  doubt  a-lso  that  very  extensive  eversion  may 
occur  without  such  laceration.  As  a  rule,  in  long-standing  cases 
of  acute  flexion,  there  arises  a  thickening,  swelling,  and  eversion 
of  the  OS  uteri  on  the  anterior  or  posterior  aspect,  and  this  may 
even  occur  in  patients  who  have  not  had  children.  Thus,  in  ante- 
flexion cases  the  anterior  side  of  the  os,  in  retroflexion  cases  the 
posterior  side,  becomes  swollen  and  the  mucous  membrane  expands. 
In  women  who  have  had  children  it  is  most  liable  to  occur  un- 
doubtedly, but  my  observation  enables  me  to  say  that  it  may  occur 
even  to  a  considerable  degree  in  cases  where  there  has  certainly 
been  no  laceration. 

Hypertrophy,  cystic  degeneration  of  the  lips  of  the  os  uteri, 
eversion  of  the  mucous  membrane,  abrasion  or  erosion  of  the 
mucous  membrane  so  everted,  are  all  liable  to  be  met  with,  and 
when  excessive  in  degree  may  be  found  to  have  originated  in  a 
lacerated  cervix,  while  in  other  cases  they  result  from  long- 
standing congestion  of  the  lips  of  the  os  uteri,  the  primary  cause 
of  which  has  been  a  severe  flexion  of  the  uterus.  In  some  cases 
we  find  the  os  uteri  represented  by  two  rounded  protuberances,  hard 
and  firm,  red  and  angry-looking  on  the  cervical  aspect,  irregular  as  re- 
gards the  surffice  from  nodular  swellings  the  result  of  cystic  degene- 
ration, and  secreting  freely  a  sanious,  yellowish  fluid.    The  cystic 
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degeneration,  as  it  has  Ijeen  termed,  appears  to  be  the  result  of 
overgrowth  and  distension  of  the  Nabothian  follicles.  In  process 
of  time  the  lips  of  the  os  have  become  hypertrophied,  hardened, 
and  otherwise  diseased,  and  the  two  factors  vfhich  singly  or  jointly 
operate  in  bringing  about  this  state  of  things  appear  to  be  chronic 
flexion  of  the  uterus  and  laceration  of  the  cervix  during  parturition. 

The  opinion  has  been  expressed  by  more  than  one  authority  in 
America  that  the  existence  of  laceration  of  the  os  uteri  constitutes 
predisposition  to  cancer  of  the  os  uteri,  and  that  for  this  reason,  if 
for  no  other,  the  lesion  in  question  is  one  demanding  operative  inter- 
ference. (Further  remarks  on  this  subject  will  be  found  in  a  later 
chapter,  on  '  Cancer  of  the  Uterus.') 


ULCERATIONS  OF  THE  OS  UTERI. 

After  what  has  been  said  in  reference  to  laceration  of  the  cervix 
and  eversion,  due  either  to  this  injury  or  to  the  existence  of  flexion, 
the  consideration  of  the  subject  of  '  ulcerations  '  of  the  os  uteri  i^^ 
simplified. 

Simple  eversion  of  the  cervical  lining  has  been  frequently  taken 
to  be  '  ulceration.'    Dr.  Farre  some  years  ago  ^  said  :  '  In  the  more 
common  degree  of  hypertrophy  with  eversion,  a  crescentic  pro- 
trusion only  of  the  cervical  lining  occurs.    The  unevenness  of  the 
surface  caused  by  the  slightly  swollen  and  prominent  rugse,  and  as 
often  by  the  numerous  little  depressions  consisting  of  enlarged 
mucous  crypts,  according  as  one  or  the  other  of  these  is  the  pre- 
dominant normal  structure  in  the  cervix,  gives  to  the  part  during 
life  the  appearance  of  a  raw  and  granular  surface,  while  the 
natural  boundary  between  the  lower  edges  of  the  cervical  canal 
and  the  lips  of  the  os  tincte  being  now  transferred  on  to  the  latter 
in  consequence  of  this  eversion,  an  abrupt  semicircular  line  be-, 
comes  visible,  which,  while  it  only  indicates  the  natural  termina- 
tion here  of  the  vaginal  epithelium,  is  frequently  mistaken  for  the 
margin  of  an  ulcer.'    The  stretching  of  the  parts,  which  is  some- 
times produced  by  the  mere  introduction  of  the  speculum,  may 
give  rise  to  this  kind  of  eversion  of  the  lining  of  the  cervix, 
whenever  the  os  uteri  is  a  little  lax  and  soft,  and  slightly  opeu. 

Erosions  of  the  everted  cervical  lining  are  not  very  un- 
common, but  they  rarely  pass  into  the  state  of  true  ulceration. 
The  loss  of  tissue  involved  is  generally  merely  removal  of  the 
epithelium  of  the  part  aifected,  the  vascular  or  proper  tissues 

>  Cj/cl.  An.  and  Phys. :  article  '  Uterus.' 
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iinilerneath  being  unaffected.  The  removal  of  the  epithelium, 
however,  leaves  the  villi  uncovered,  and  these  are  apt  to  undergo 
hypertrophic  changes,  and  increased  vascularity  also  results.  What 
is  termed  a  '  granular '  change  is  sometimes  noticed  in  cases  where 
the  abrasion  or  erosion  has  been  in  existence  for  some  time. 
Daring  pregnancy,  as  was  observed  by  Cazeaux  some  years  ago,  the 
villi  of  the  cervical  mucous  surface  undergo  hypertrophic  changes, 
and  are  more  vascular  than  usual.  Moreover,  they  readily  bleed 
when  touched,  and  these  'physiological '  changes  (for  such  they  are) 
must  not  be  confounded  with  ulceration  or  erosion  produced  by 
disease. 

Erosions  of  the  everted  cervical  lining  appear  to  be  in  great 
part  due  to  the  friction  of  the  surface  against  the  vaginal  floor 
produced  by  the  movements  of  the  body.  A  great  secretion  of 
fluid  often  occurs  in  cases  of  this  kind,  the  fluid  being  ichorous, 
or  watery,  or  sanious,  according  as  the  blood-vessels  of  the 
exposed  villi  are  lacerated  or  not.  I  have  observed  a  tendency 
to  exfoliation  or  erosion  of  the  mucous  membrane  at  the  os  ex- 
ternum, in  cases  of  chronic  flexion  with  the  retentive  form  of 
leucorrhcea.  Here  the  retained  uterine  secretions  become  irri- 
tating, and  this  irritation  probably  has  an  eroding  effect  on  the 
delicate  mucous  membrane  at  the  os  uteri. 

True  ulcerations  of  the  vaginal  portion  of  the  cervix  uteri  are 
sometimes  met  with.  They  are  generally  associated  with  enlarge- 
ment and  hypertrophy  of  the  cervix  uteri,  whatever  may  be  the 
cause  of  that  enlargement ;  or  with  those  affections  of  the  uterus 
usually  classed  under  the  term  '  prolapsus  uteri.'  They  are  pro- 
duced by  the  mechanical  irrita,tion  to  which  the  prolapsed  cervix 
is  exposed,  and  have  all  the  characters  of  ordinary  ulcerations. 

Another  form  of  ulceration  of  the  os  and  cervix  uteri,  which  is 
rare,  is  by  some  authors  believed  to  be  of  cancerous  nature,  by 
others  to  be  of  tuberculous  nature.  Dr.  West,  in  whose  work  ' 
will  be  found  a  careful  resume  of  what  has  been  said  by  different 
authorities  on  the  subject,  believes  that  these  intractable  ulcera- 
'  ions  are  instances  of  epithelial  carcinoma  ;  and  he  agrees  with 
Uobin  in  considering  that  this  kind  of  ulcer  is  to  the  uterus  what 
lupus  or  cancroid  ulcers  are  to  the  face.  There  appears  to  be  no 
l  earion,  however,  why  both  sides  should  not  be  right,  or  for  deny- 
ing that  both  tuberculous  ulcers  of  chronic  nature  and  lupoid 
flisease  of  the  cervix  uteri  may  be  witnessed,  though  not  of  course 
'n  the  same  individual.    It  can  very  rarely  happen  that  this  ques- 

'  Oj).  cit.  p.  361. 


384       DISEASES  AND  INJURIES  OF  THE  OS  AND  CERVIX  UTERI. 


tion  will  arise  practically  for  determination,  these  intractable 
ulcerations  being  very  uncommon. 

Syphilitic  affections,  ulcerations,  etc.,  of  the  os  and  cervix 

uteri. — Concerning  true  chancre — jorimary  syphilitic  ulcer  of 

this  part,  there  is  but  little  difference  of  opinion.  It  is  pretty 
well  understood  that  it  is  very  rare,  although  it  has  been  observed. 
Chancre  of  the  os  or  cervix  uteri  presents  an  appearance  like  that 
of  chancre  observed  elsewhere ;  it  is  said  that  there  is  a  greater 
disposition  on  the  part  of  the  ulcers  here  situated  to  bleed.  The 
only  conclusive  evidence  of  the  nature  of  the  ulcer  would  be  its 
reproduction  by  inoculation. 

Eespecting  secondary  syphilitic  eruption,  or  ulceration  of  the 
OS  and  cervix,  there  has  been  much  discussion,  nor  is  it  at  all 
settled  how  frequently  ulceration  is  present  in  individuals  affected 
with  secondary  syphilis.  It  does  not  appear  that  there  is  any- 
thing peculiar  about  the  character  of  the  ulcerations  present  in 
these  cases,  or  which  would  enable  us  to  say  at  once  that  such 
and  such  an  appearance  was  due  to  syphilis.  My  own  observations 
induce  me  to  agree  with  Dr.  Tyler  Smith,  who  held  that  '  in 
almost  all  cases  in  which  leucorrhoea  and  disease  of  the  os  and 
cervix  uteri  are  present  in  women  suffering  from  constitutional 
syphilis,  the  uterine  symptoms  are  a  genuine  manifestation  of  the 
constitutional  or  secondary  disorders.'  ^ 

The  diagnosis  of  secondary  syphilitic  ulceration  of  the  os  and 
cervix  will  be  materially  influenced  by  the  presence  or  absence  of 
a  syphilitic  history  in  the  particular  case,  and  before  proceeding  to 
form  a  decision  on  the  point  all  the  antecedents  of  the  patient 
must  be  carefully  scrutinised.  The  effects  of  anti-syphilitic  reme- 
dies would  frequently  assist  us  in  coming  to  a  conclusion. 

Treatment  of  ulcerations  and  hypertrophy  of  the  os  uteri. — An 
exceedingly  important  element  in  the  treatment  of  these  cases  is 
rest,  and  careful  ablution  at  frequent  intervals  with  warm  water. 
It  frequently  happens  that,  by  these  measures  alone,  the  size  of  the 
OS  uteri  is  very  greatly  diminished  (see  '  Treatment  of  Congestion 
of  the  Uterus,'  page  104),  and  in  all  cases,  whether  subsequently 
requiring  operative  treatment  or  not,  these  measm-es  may  be 
advantageously  carried  out.  Styptic  applications  should  be  sub- 
sequently employed  ;  and  a  solution  of  nitrate  of  silver,  or  tannic 
acid,  or  dilute  iodine  tincture,  are  useful  in  further  reducing  the 
hypertrophy  (see  page  105). 

'  On  Leucorrhoea,  p.  98. 
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CHAPTER  XXX. 

CHRONIC  INVERSION  OF  THE  UTERUS. 

Chronic  Inveesion  of  the  Uterus.— Causes,  EflFects,  and  Varieties. 
Diagnosis. 

Treatment. — Reduction  by  Systematic  and  Continuous  Pressure  aided  by  Anfes- 
thesia — Treatment  by  Excision. 

We  are  here  concerned  only  with  cases  of  chronic  inversion  of  the 
uterus.  The  consideration  of  the  condition  in  a  recent  state 
belongs  to  the  domain  of  obstetrics  proper. 

Inversion  of  the  uterus  may  occur  during,  or  soon  after,  parturi- 
tion, and  this  is  its  most  frequent  cause  ;  but  it  may  occur  also 
in  connection  with  the  presence  of  fibroid  growths — polypi — 
attached  to  the  internal  surface  of  the  organ,  and  thereby  distend- 
ing it.  It  may  be  partial  or  complete.  In  its  complete  form  it 
may  arise  after  parturition ;  polypi  generally  occasion  an  incom- 
plete form  of  the  displacement.  When  there  is  complete  inversion, 
the  whole  organ  is  turned  inside  out ;  the  uterus  lies  wholly  in  the 
vaginal  canal,  and  in  recent  (iases  projects  considerably  outside  the 
vulva.   When  occurring  in  connection  with  parturition,  the  uterus 

Ip'adually  diminishes  in  size,  though  less  quickly  than  under 
(rdinary  circumstances,  and  at  the  end  of  a  few  months  the  uterus 
nay  be  wholly  within  the  vagina,  but  the  inversion  still  present 
at  its  complete  form. 
The  symptoms  and  effects  of  inversion  of  the  uterus  are  gene- 
'ally  of  a  striking  character,  but  not  invariably  so.  Haemor- 
•hages,  and  almost  incessant  loss  of  blood  in  smaller  quantity, 
\xe  usually  observed.  Pains  of  a  dragging  character,  and  a  sense 
great  discomfort  more  or  less  continuous,  are  experienced  by 
lie  patient,  these  effects  being  not  seldom  of  a  very  aggravnterl 
liaractor. 

The  patient  frequently  becomes  very  anjemic,  and  there  may 
'  great  general  prostration,  breath lessness,  and  loss  of  power  of 
'comotion,  with  oedema  of  the  lower  extremities,  etc.  Chronic 
I  version  of  the  uterus  may  exist  for  many  years  ;  cases  of  twenty- 
ve  or  thirty  years'  duration  are  well  authenticated. 

c  c 
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In  cases  of  inversion  of  the  uterus  a  tumour  is  felt  occupying 
the  vagina,  which  varies  in  size  according  to  the  degree  of  the  in- 
version and  the  time  which  has  elapsed  since  the  occurrence  of 
the  inversion.    Thus,  if  the  inversion  be  recent  and  complete,  the 
tumour  in  the  vagina  may  be  so  large  as  to  project  beyond  the 
vulva ;  but  if  some  weeks  have  elapsed,  it  may  be  no  larger  than 
the  fist,  although  still  complete.    The  tumour  is  smooth,  uniform, 
and  no  opening  is  to  be  detected  on  the  surface.    On  digital  ex- 
amination, it  is  found  that  the  vagina  terminates  above,  round  the 
pedicle  of  the  tumour,  in  a  perfect  cul-de-sac,  and  the  surface  of 
the  tumour  is  actually  continuous  with  that  of  the  vagina.  At 
the  point  where  the  os  uteri  should  be  situated  this  pyriform 
tumour  projects  downwards  into  the  vagina.    The  tumour  itself 
is  hard  and  firm,  and  resistant,  when  the  inversion  has  lasted  a  few 
weeks.    If  the  patient  have  been  recently  delivered,  if  a  tumour 
has  occupied  the  vagina  since  delivery,  and  if,  further,  it  be  known 
that  there  was  no  tumour  previously,  the  diagnosis  is  not  usually 
difficult  to  establish,  provided  the  inversion  be  complete.  This 
statement  is,  however,  not  quite  universally  true,  for  pregnancy 
may  be  associated  with  polypus,  and  the  polypus  may  be  thrust 
down  into  the  vagina  immediately  after  the  expulsion  of  the  child. 
Grooch  and  others  have  related  cases  of  this  kind.     There  is  no 
possibility,  in  complete  inversion,  of  passing  the  finger  above  the 
pedicle  of  the  tumour,  nor  can  the  uterine  sound  be  made  to 
pass  in  this  direction.    The  symptoms  attending  the  production 
of  inversion  during  labour  are  characteristic  :  excessive  pain — 
which  may,  however,  be  absent — prostration,  syncope  ;  the  uterine 
tumour  is  no  longer  felt  above  the  pubes ;  haemorrhage  is  usually 
observed.    Inversion  may  occur  just  at  the  end  of  labour,  or  a  few 
days  after,  from  incautious  exertion  on  the  part  of  the  patient. 
Inversion  of  the  uterus  usually  gives  rise  to  frequent  and  profuse 
haemorrhages,  together  with  great  discomfort  and  pain  ;  but  it 
does  now  and  then  happen  that  the  symptoms  are  not  so  urgent 
as  to  attract  much  attention  until  the  disease  has  lasted  for  some 
time.    That  the  symptoms  and  history  of  the  case  are  not  always 
demonstrative  of  its  true  nature,  is  proved  by  the  fact  that  inver- 
sion of  the  uterus  has  been  frequently  looked  upon  and  treated  as 
polypus. 

With  reference  to  the  diagnosis  of  complete  inversion  from 
polypus  :  in  both  cases  the  tumour  is  generally  more  or  less 
pyriform  ;  in  both  cases  it  is  hard,  resistant,  smooth  ;  in  both  the 
tumour  terminates  above  by  a  constricted  portion  ;  in  both  there 
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are  hjemorrhage,  leucorrhoea,  and  symptoms  produced  by  pressure 
on  the  adjacent  viscera  ;  but  in  the  case  of  inversion,  neither  the 
sound  nor  the  finger  can  be  passed  upwards  beyond  the  pedicle  of 
the  tumour,  whereas,  in  the  case  of  a  polypus  projecting  down  into 
the  vagina  from  the  interior  of  the  uterine  cavity,  an  instrument 
can  be  passed  into  a  cavity  beyond  the  neck  of  the  tumour ;  the 
neck  of  the  tumour  being  encircled  by  the  os  uteri,  the  sound  can 
be  made  to  pass  into  the  interior  of  the  uterus.  This  distinction 
is  not  a  perfectly  reliable  one,  for  there  is  occasionally  a  difficulty 
in  detecting  the  cavity  above  when  it  really  exists,^  and  sometimes 
there  is  found  to  be  adhesion  of  the  sides  of  the  poljrpus  to  the 
adjacent  wall  of  the  vagina  or  to  the  interior  of  the  cervix  uteri 
(West,  Blundell) ;  and,  further,  it  may  happen  that  the  polypus 
grows  from  a  part  of  the  uterine  cavity  close  to  the  orifice  (Gooch). 
It  is  said  that  in  cases  of  inversion  the  tumour  is  very  sensible  ; 
that  this  sensibility  is  wanting  in  cases  of  polypus;  that  the  surface 
of  the  inverted  uterus  is  rough,  whereas  the  surface  of  a  polypus 
is  smooth  ;  but  no  reliance  can  be  placed  on  such  supposed  dis- 

Itinctions.  If  an  examination  be  made  within  a  week  after  the 
labour,  the  fact  that  the  normal  uterine  tumour  is  absent  from  the 
hyi^ogastric  region,  associated  with  that  of  the  presence  of  a 
rounded  firm  tumour  in  the  vagina,  will  demonstrate  the  nature 
of  the  case  ;  at  a  later  period  this  remark  would  not  hold  good,  or 
at  least  in  the  same  degree.  Another  mode  of  examination, 
enabling  us  to  distinguish  between  inversion  and  polypus,  is  the 
combined  examination  by  the  rectum  and  by  the  bladder — i.e.  the 
finger  introduced  into  the  rectum  and  a  sound  into  the  bladder, 
by  which  means  an  absence  of  the  body  of  the  uterus  from  its 
normal  position  can  be  substantiated  (Arnott). 
^       In  cases  of  paHial  inversion  of  the  uterus  the  difficulties  as 

■  regards  the  diagnosis  are  more  considerable  than  when  the  inver- 

■  sion  is  complete.  Here  the  pedicle  of  the  tumour  is  encircled  by 
9  the  OS  uteri,  as  observed  when  a  polypus  projects  downwards  from 

the  uterus  into  the  vagina.  In  cases  of  partial  inversion,  however, 
H  the  sound  cannot  be  passed  so  far  beyond  the  encircling  band 
formed  by  the  os  uteri  as  usual,  whereas  in  cases  of  polypus  the 
cavity  may  be  even  longer  than  ordinary.  A  complex  condition 
has  been  now  and  then  observed,  in  which  the  diagnostic  mark 
alluded  to  might  fail ;  that,  namely,  in  which  there  is  a  polypus  of 
the  uterus  forming  the  lower  part  of  the  tumour, this  tumour  having 
dragged  down  the  fundus  uteri  with  it  and  produced  partial  inver- 

'  See  Lancet,  1827-28,  vol.  i.  p.  ^27. 
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sion,  where,  in  fact,  the  two  conditions,  polypus  of  the  uterus  and 
inversion  of  the  uterus,  are  associated.  Dr.  McClintock'  directed 
attention  to  a  new  diagnostic  sign  of  the  presence  of  inversion.  It 
is  this  :  When  the  case  is  one  of  inversion,  on  drawing  the  tumour 
downwards  the  Hp  formed  by  the  os  disappears ;  on  ceasing  this 
traction  the  lip  is  again  evident.  A  very  careful  consideration  of 
the  previous  history,  combined  with  examination  of  the  parts,  are 
necessary  to  come  to  a  correct  conclusion  in  these  doubtful  cases. 
The  tumour  due  to  a  partially  inverted  uterus  is  hard  and  firm, 
like  a  fibrous  polypus  ;  the  symptoms  produced  by  it  are  pretty 
much  the  same — hajmorrhages,  discharges,  etc. — but  there  is  more 
pain,  more  discomfort  to  be  looked  for  in  the  case  of  inversion 
than  when  there  is  only  a  polypus  present.  Again,  the  double  ex- 
amination by  the  rectum  and  bladder  is  very  important  in  assisting 
the  diagnosis,  the  more  so  as  in  cases  of  polypus  partly  projecting 
from  the  os — the  particular  cases,  in  fact,  which  most  closely  simu- 
late this  partial  inversion  of  the  uterus — the  body  of  the  uterus 
is  generally  more  or  less  enlarged,  owing  to  the  presence  of  the 
polypus  within  it. 

TREATMENT. 

There  has  been  usually  found  but  little  difficulty  in  replacing 
an  inverted  uterus  when  the  condition  has  been  detected  at  once, 
as  in  the  process  of  labour.  When,  however,  the  disease  is  a 
chronic  one,  the  difficulties  to  be  encountered  are  great.  We 
must  first  speak  of  the  treatment  of  cases  of  chronic  inversion  of 
the  uterus  of  the  simple  and  uncomplicated  kind. 

Formerly  these  cases  were  only  treated  by  excision ;  the  patient 
was  relieved  of  the  tumour  and  of  her  troubles  by  means  of  the 
knife,  at  the  expense  necessarily  of  loss  of  all  power  of  bearing 
children  subsequently,  and  not  unfrequently  at  the  expense  of  loss 
of  life  altogether.  Happily  art  has  stepped  in  to  the  rescue  of 
these  cases,  and  a  method  has  obtained  general  adoption  in  the 
profession,  by  means  of  which  the  normal  shape  of  the  uterus  is 
restored,  even  in  long-standing  cases.  M.  Valentin,*^  in  1847, 
reduced  an  inverted  uterus  after  the  lapse  of  upwards  of  a  yeai 
from  the  date  of  its  occurrence.  The  reduction  was  performed 
by  the  aid  of  the  two  hands,  the  left  placed  over  the  hypogastric 
region,  the  right  in  the  vagina,  the  tumour  being  grasped  by  the 
finger  and  thumb  of  the  right  hand.    These  manipulations  were 

'  Oji.  cit.  p.  yi.  Quoted  from  Gaz.  Med.  in  Eankiug's  Abstracts,  vol.vii. 
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performed  while  the  patient  was  under  the  influence  of  ether ; 
and  after  application  of  continuous  pressure  in  this  way  for  about 
ten  minutes  the  reduction  was  accomplished,  and  the  patient 
completely  cured.  The  etherisation  in  this  case  enabled  the 
patient  to  bear  the  operation,  it  having  been  relinquished 
previously  owing  to  the  great  pain  jjroduced.  Mr.  Canney,^  of 
Bishop  Auckland,  reduced  a  chronic  case  of  inverted  uterus  of 
five  months'  duration,  in  1852,  under  the  influence  of  chloroform, 
and  by  manipulations  pretty  much  the  same  as  those  described 
above.  M.  Bamer's^  case,  also  in  1852,  is  the  next  reported,  the 
duration  having  been  considerable.  These  three  cases  had  escaped 
my  notice  in  preparing  the  first  edition  of  this  work.  Dr.  Tyler 
Smith,^  in  1856,  successfully  reduced  an  inverted  uterus  of  twelve 
years'  duration  after  several  days'  treatment,  the  uterus  being 
pressed  and  moulded  by  the  fingers  for  about  ten  minutes  night 
and  morning.  After  repeated  trials,  the  cervix  uteri,  which  was 
fii-mly  contracted  round  the  neck  of  the  projecting  tumour,  began 
to  yield  a  little,  and  the  tumour  could  be  slightly  sunk  in  the  os. 
After  each  operation,  a  large  india-rubber  air-pessary  was  placed 
in  the  vagina,  and  inflated  to  as  great  an  extent  as  the  patient 
could  bear.  The  air-pessary  was  worn,  with  few  exceptions,  day 
and  night.  '  After  more  than  a  week  of  these  proceedings,'  says 
Dr.  Tyler  Smith,  the  patient  felt  a  good  deal  of  pain  through  the 
whole  of  one  night ;  and  in  the  morning,  when  an  examination 
was  made,  it  was  discovered  that  complete  reinversion  had  taken 
place.  A  small  air-pessary  was  afterwards  worn  for  a  few  days, 
and  the  recumbent  position  maintained.  Subsequently  the  patient 
became  pregnant. 

The  principle  of  the  successful  reductions  effected  in  obstinate 
cases  is  to  maintain  a  persistent  pressure  on  the  inverted  part, 
or  rather  a  combination  of  moulding  and  pressure  by  means  of 
the  fingers  and  thumb  introduced  into  the  vagina,  counter-press- 
ure being  applied  externally,  and  when  this  does  not  succeed,  to 
apply  a  more  continuous  but  less  forcible  pressure  by  means  of  an 
indiarubber  air-pessary.  The  part  which  has  been  inverted  last 
should  be  pushed  upwards  first,  as  Dr.  McClintock  has  very  properly 
remarked.  The  uterus  is  capable  of  being  readily  moulded,  and 
on  this  property  of  the  uterus  our  attempts  are  to  be  based ; 
sudden,  too  forcible,  and  too  abrupt  manipulations  must  be  avoided. 
Chloroform  or  ether,  as  the  reports  show,  are  invaluable  adjuncts  in 
the  treatment. 

'  Ranking,  vol.  xvi.  ^  TMd.  »  Medico- CMr.  Trans,  vol.  xlii.  p.  183. 


390 


CFIRONIC  INVERSION  OF  THE  UTERUS. 


Dr.  Marion  Sims  proposed  in  difficult  cases  to  make  a  vertical 
incision  through  the  uterine  tissues  on  each  side,  at  the  part  cor- 
responding to  the  OS  uteri,  so  as  to  allow  more  easily  of  the  reduc- 
tion of  the  tumour.  Dr.  Barnes '  also  performed  an  operation  on 
this  principle  successfully.  The  case  was  one  of  some  months' 
standing,  where  continuous  pressure  had  failed.  He  drew  down 
the  uterus  and  made  three  vertical  incisions.  The  uterus  was  at 
once  reduced  by  taxis,  and  the  case  did  well.  He  recommended 
that  in  future  two  incisions  only  should  be  made,  and  that  con- 
tinuous elastic  pressure  (by  water-bags)  should  be  employed  to 
restore  the  inverted  uterus. 

Dr.  Emmet's  method  of  reduction  is  as  follows  : — 

With  one  hand  in  the  vagina,  the  fundus,  in  the  palm  of  the 
hand,  is  firmly  gTasped  and  pushed  upwards,  the  fingers  then  im- 
mediately separated  to  the  utmost ;  at  the  same  time  the  other 
hand  is  employed  over  the  abdomen  in  the  attempt  to  roll  out  the 
parts  forming  the  ring  by  sliding  the  abdominal  parietes  over  its 
edge.  This  process  is  continued  some  time,  and  later  on  the  tips 
of  the  fingers  are  used  to  complete  the  re-inversion.  Dr.  Emmet 
has  also  employed  sutures  for  closing  the  lips  over  the  fundus  after 
a  partial  reduction,  to  preserve  temporarily  the  advantage  gained.'^ 

In  Dr.  Emmet's  operation  an  important  element  is  the  applica- 
tion of  counter-pressure  over  the  uterus  from  above,  and  the  taxis 
performed  in  this  way  has  proved  very  successful  in  his  hands. 
Dr.  Tate  of  Cincinnati  ^  records  an  interesting  case  where  counter- 
pressure  was  made  above  by  two  fingers  carried  up  in  the  rectum, 
the  fundus  being  then  pushed  up  by  the  two  thumbs.  As  this 
procedure  tired  the  hands,  the  urethra  was  dilated  and  one  finger 
of  the  other  hand  inserted  so  as  to  get  counter-pressure  in  front 
as  well  as  behind.  The  reduction  was  finally  effected  by  pressiu-e 
from  a  stem  placed  below  instead  of  the  two  thumbs.  Silver  wires 
were  placed  in  the  os  for  tln-ee  days. 

Dr.  Jas.  P.  White  states  that  his  experience  is  that  '  well- 
directed  pressure  upon  the  fundus,  if  continued  long  enough,  will 
in  all  cases,  unless  prevented  by  firm  adhesions,  result  in  restoni- 
tion  or  reposition,  no  matter  how  much  time  may  have  elapsed  since 
inversion  has  occurred.'  ^ 

His  method  of  reduction  is  as  follows  :  The  operator  kneels 
on  the  ground,  the  patient  is  placed  on  the  back  at  the  edge  of 

'  Med.  Chir.  Trans,  vol.  liii.  '  Oj).  cit.  (2nd  edit.)  p.  424. 

"  Cincinnati  Lancet  and  Ohserver,  March  1878. 

*  Tra7isactions  of  PhiladclpJvia  Medical  Congress,  1876. 
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:  the  bed,  anresthetised.  The  uterus  is  then  dealt  with  by  the  right 
1  hand  introduced  into  the  vagina  entirely.  The  hand  grasps  the 
uterus  and  presses  upon  the  tumour ;  at  the  same  time  Dr.  "White's 
apparatus  is  brought  into  play.  It  consists  of  a  hard  rubber  cup 
and  stem,  the  latter  a  little  curved ;  the  stem  ends  externally  in  a 
pyramidal  shaped  spiral  spring  of  steel  wire.  The  cup  is  placed 
against  the  fundus  uteri,  the  base  of  the  spring  against  the  breast 
of  the  operator.    The  left  hand  of  the  operator  is  used  to  make 


Fig.  128.' 


counter-pressure  on  the  upper  part  of  the  uterus  through  the 
abdominal  walls. 

-Dr.  White  relates  three  typical  cases,  of  six  months',  three  years', 
and  twenty-two  years'  duration  respectively ;  in  the  last  case  re- 
duction was  effected  in  less  than  two  hours.  Dr.  White  says  he 
has  performed  the  reduction  successfully  in  this  way  in  nine  other 
cases. 

The  more  recent  experience  of  various  operators  would  seem 
to  be  m  favour  of  reduction  of  the  inverted  uterus  by  a  process  of 

'  White's  method. 
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continuous  elastic  pressure  spread  over  some  little  time,  in  pre- 
ference to  a  more  rapid  and  summary  method  of  procedure.  And 
various  methods  have  been  successfully  adopted  of  applying  such 
continuous  elastic  pressure. 

Thus  Dr.  Barnes  used  a  stem  provided  with  an  elastic  cap  for 
the  purpose  of  keeping  up  the  pressure.  (This  was  employed 
after  incising  the  os  uteri  at  two  or  three  points  in  its  circumference 
so  as  to  relax  or  weaken  the  constriction:  incisions  on6-third  of  an 
inch  deep  and  two-thirds  of  an  inch  long.) 

Mr.  Lawson  Tait  has  employed  a  stem  with  a  cup-shaped  end, 
six  inches  long,  and  pressure  is  made  by  means  of  elastic  ligatures 

Fig.  129.' 


fixed  to  the  stem  outside  the  vagina  and  attached  to  a  band  round 
the  waist. 

Dr.  Aveling  ^  has  improved  the  stem  used  as  above  by  giving 
it  an  external  perinseal  curve.  Dr.  John  Williams  records  ja  case 
thus  treated ;  a  cup  of  vulcanite  was  mounted  on  a  metalHc  stem 
having  a  perinaeal  curve,  and  to  it  affixed  four  elastic  bands,  two 
carried  in  front  and  two  behind.  At  the  end  of  twenty  hours  re- 
moved, partial  re-inversion  having  been  effected.  The  instrument 
re-applied  and  bands  tightened,  and  after  another  twelve  hours 

'  Fig.  129  shows  the  shape  of  Pr.  Aveling's  instrument ;  the  line  A  B  the 
direction  of  the  pressure. 

Obat.  Journ.  Ix.Kiii.  p.  21. 
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the  operation  completed.  In  this  case  the  inversion  was  of  two 
years  and  four  months'  duration.  Dr.  Aveling  records  two  cases  of 
iiis  own,  and  states  that  the  average  time  occupied  in  three  cases 
in  reducing  the  uterus  was  forty  hours  only.'  A  case  of  in- 
version is  recorded  by  Dr.  G-ervis,^  treated  in  a  similar  way  after 
other  methods  had  been  only  partially  successful.  Dr.  Wmg 
of  Boston,  U.S.  of  America,  reports  a  case  of  fourteen  months' 
standing  cured  in  three  days  by  the  above  method. 

Reduction  after  abdominal  section. — Dr.  Thomas  of  New 


Fig.  ISO.' 


York  performed  a  remarkable  operation  in  an  obstinate  case.  He 
cut  into  the  abdomen,  dilated  the  cul-de-sac  of  the  uterus  from 
within  the  abdomen,  by  a  steel  dilator,  and  thus  reduced  the  in- 
version by  the  taxis.  Recovery  followed.  Previously  the  pressure 
and  incision  method  had  failed.  In  three  other  cases,  by  ingenious 
variations  of  the  pressure  treatment,  Dr.  Thomas  succeeded  in  re- 
storing the  uterus. 

.  •  Bnt.  Med.  Journ.  Sept.  6,  1879.  Obst.  Jourii.  Ixxx.  p.  ,373. 

*  Fig  1.30,  from  a  preparation  in  University  College  Museum,  represents  inver- 
■ion  associated  with  a  large  polypoid  tumour. "  The  tumour  has  produced  complete 
inversion  of  the  uterus  and  of  the  vagina. 
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The  treatment  of  cases  of  inversion  of  the  uterus  associated 
with  polypus  of  the  uterus  requires  a  few  words.  When  the  poly- 
pus has  a  large  basis  of  attachment,  the  fundus  may  be  so  drawn 
downwards  that  what  appears  to  be  the  pedicle  of  the  polypus  is 
really  the  uterus  itself.  Thus  a  specimen  was  exhibited  at  the 
Pathological  Society,  and  referred  to  Dr.  Marion  Sims,  Dr.  John 
Ogle,  and  myself,  for  examination,  in  which  such  a  tumour  had 
been  excised,  and  a  circular  piece  comprising  the  fundus  uteri  had 
been  removed  with  it.^  The  case  shows  the  necessity  for  great 
caution  in  excising  tumours  projecting  through  the  os  uteri.  In 
most  cases  where  a  polypus  projects  into  the  vagina  from  the  uterus, 
it  draws  down  the  wall  of  the  uterus  a  little,  and  when  the  pedicle 
is  broad  this  partial  inversion  of  the  uterus  is  more  likely  to  be 
extensive.  The  use  of  the  sound  would  in  such  cases  give  valuable 
information. 

•  Trails,  of  the  Patliological  Society,  vol.  xvi.  p.  210. 
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CHAPTER  XXXI. 

PROLAPSUS  OP  THE  UTERUS. 

GENKRA.L  Remarks  on  the  Pathology  of  the  Subject  -Mechanism  by  which  the 
Uterus  is  kept  in  its  Place — The  various  Conditions  present  in  Cases  of  Pro- 
lapsus— Illustrations  of  various  Conditions  and  Complications — Mechanism  of 
the  Process — Relation  to  Cystocele,  Eectocele,  and  Flexions — Hypertrophic 
Elongation  of  the  Cervix  and  its  "Varieties — Symptoms  and  Progress  of 
Prolapsus, 

Diagnosis. 

Treatmknt. — Must  be  adapted  to  the  Peculiarities  of  the  Case — Treatment  of 
Prolapsus  from  Hypertrophy  of  the  Cervix— Excision  of  the  Part — Other  Forms 
of  Prolapsus — Measures  directed  (1)  to  the  Condition  of  the  Uterus  ;  (2)  to  the 
Condition  of  the  Uterine  Supports — Artificial  Means  for  Maintaining  the  Uterus 
in  its  proper  Place  in  the  Pelvis,  by  Pessaries,  by  external  Appliances,  by  Con- 
striction of  the  Vaginal  Aperture,  or  the  Canal  itself — Description  of  various 
Operative  Procedures. 

Prolapsus,  or  falling  of  the  womb,  is  an  affection  to  which  women 
re,  in  one  form  or  other,  exceedingly  liable,  and  it  is  one  which 
not  unfrequently  productive  of  very  much  inconvenience  and 
listress.  Intimately  connected  as  the  uterus  is  with  the  adjacent 
)rgans,  its  displacement  downwards  is  almost  necessarily  attended 
ith  more  or  less  displacement  of  these  organs  also.  Prolapsus 
kf  the  uterus,  then,  is  rarely  a  simple  affection ;  and,  for  this 
[eason,  it  will  be  convenient  to  consider  together  the  various  dis- 
placements associated  more  or  less  frequently  with  it,  viz.,  prolapsus 
\{  the  uterus,  prolapsus  of  the  bladder  (cystocele),  prolapsus  of 
vagina,  and  prolapsus  of  the  rectum  through  the  vagina 
Irectocele). 

The  term  *  prolapsus  '  is  in  this  country  generally  used  to 
signate  all  grades  of  the  displacement.    lA  America  it  appears 
^t  '  prolapsus  '  means  falling  of  the  womb  within  the  vagina, 
ile  '  procidentia '  is  used  to  designate  its  appearance  externally 
Hhe  vaginal  aperture.    In  this  place  one  term — prolapsus — 
ill  be  ai)plied  to  both  these  conditions. 

The  anatomical  relations  and  connections  of  the  uterus  are  of 
I  LB  utmost  importance  in  all  that  concerns  a  right  understand- 
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ing  of  the  subject  of  prolapsus.  The  uterus  is  supported  by  a 
complex  mechanism,  the  various  parts  of  which  are  mutually 
dependent,  and  a  failure  or  weakening  of  one  leads  to  derangement 
of  the  others.  It  frequently  requires  no  little  attention  to 
ascertain  where  the  '  breakdown,'  literally  as  well  as  figuratively, 
first  happened  ;  but  unless  the  investigation  be  successful,  we  can  - 
have  no  true  basis  for  our  curative  efforts. 

Natural  supports  of  the  uterus.— In  a  former  chapter,  the 
structures  by  which  the  uterus  is  retained  in  its  place  have  been 
described,  but  princiimlly  in  reference  to  the  prevention  of  what 
have  been  termed  the  minor  displacements  of  the  uterus  (see 
p.  132).  We  have  now,  however,  to  consider  how  far  these  natural 
supports  of  the  uterus  prevent  those  further  and  more  severe  dis- 
placements which  come  properly  under  the  head  of  prolapsus  or 
procidentia  of  the  organ.  The  peritoneum  serves  little  purpose 
in  restraining  the  downward  movement  of  the  uterus.  The  round 
ligament  has  an  influence  which  is  exerted  for  the  most  part  in 
restraining  the  movement  of  the  fundus  backwards.  Still  in  a 
case  where  the  uterus  had  descended  a  little,  it  would  aid  in  pre- 
venting further  descent.  The  utero-sacral  ligaments  are  so 
placed  as  directly  to  prevent  falling  of  the  uterus.  They  are  firm, 
fibrous  bands,  passing  one  on  each  side  straight  between  the  cervix 
uteri  and  the  sacrum.  Dr.  Farre  justly  drew  attention  to  the 
importance  of  these  ligaments.  The  broad  ligaments — not, 
properly  speaking,  ligaments,  being  simply  the  mesentery  of  the 
Fallopian  tubes — have,  in  the  early  stage  of  prolaj)sus,  little 
restraining  effect  as  regards  descent  of  the  uterus,  but  they  would 
necessarily  assist  in  checking  its  further  j)rogress  downwards.  The  ; 
utero-vesical  ligaments  connect  the  uterus  very  closely  with  the 
bladder,  and,  supposing  the  distended  bladder  to  be  fixed,  it  would, 
be  almost  impossible  for  the  uterus  to  descend  below  its  proper 
level  in  the  pelvis.  The  bladder,  however,  is  not  so  fixed.  A 
movement  of  the  whole  bladder  downwards  necessarily  carries  with 
it  the  uterus,  and  correspondingly  the  uterus  cannot  descend 
without  carrying  with  it  that  portion  of  the  bladder  with  which  it 
is  connected,  viz.  the  posterior  part.  Lastly,  the  general  con- 
nections of  the  uterus  with  the  adjacent  parts,  and  constituted 
by  a  very  considerable  quantity  of  blood-vessels  and  connective 
tissue,  form,  as  Dr.  Savage  ^  has  shown,  a  very  important  additional 
apparatus  for  restraining  undue  mobility  of  the  uterus.    Dr.  West 

'  IlluUratious  of  the  Suo'gery  of  tlw  Female  Generative  Organs,  \         Plate  TX. 
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considers  that  the  canal  of  the  vagina  contributes  very  much  to 
supporting  the  uterus  in  proper  position.  The  researches  of  Mr. 
D.  B.  Hart,  referred  to  at  p.  133,  explain  how  the  vagina  j^revents 
prohipsus  of  the  uterus,  and  the  importance  of  the  firm  suj)port 

J which  the  normal  perinteum  gives  to  the  floor  of  the  vaginal 
canal. 

Fig.  131. 


In  his  eleventh  plate,'  Dr.  Savage  has  delineated  experimental 
observations  {jfjo^t  mortem)  on  the  ligaments  of  the  uterus  and 
the  resistance  they  offer  to  descent  of  the  organ.  Moderate  trac- 
tion on  the  uterine  cervix  by  a  vulsellum  was  found  to  compress 
the  bladder  against  the  pelvis,  to  straighten  and  put  on  the  stretch 
the  utero-sacral  ligaments,  to  curve,  but  not  to  stretch,  the  round 

'  02?.  cit. 
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ligament.  Cutting  through  the  utero-sacral  ligaments  allowed 
the  uterus  to  descend  still  lower,  until  the  os  uteri  was  just  out- 
side the  vagina:  the  results  were  that  the  bladder  was  drawn 
down  closely  following  the  uterus,  the  rectum  not  disturbed,  the 
broad  ligament  now  for  the  first  time  put  on  the  stretch.  Dividing 
the  broad  ligament  allowed  of  the  further  descent  of  the  uterus  to 
the  extent  of  an  inch;  but  the  sub-peritoneal  pelvic  cellular 
tissue,  j)articularly  where  it  surrounded  the  uterine  blood-vessels, 
and  where  it  was  strengthened  by  additional  trabecular  filaments, 
was  found  to  restrain  further  descent  of  the  organ.  Complete 
prolapsus  was  produced  on  the  yielding  of  the  pelvic  reflexions  of 
the  broad  ligament.  The  round  ligament  was  last  put  on  the 
stretch. 

The  perinaeum  is  undoubtedly  a  most  important  structure  in 
relation  to  the  prevention  of  complete  or  partial  uterine  prolapsus 
and  procidentia.  This  has  been  forcibly  put  forward  by  Dr.  Thomas 
in  his  last  (1880)  edition,  and  Mr.  D.  B.  Hart's  views  are  in 
accordance  therewith.  Dr.  Thomas,  in  his  latest  edition,  gives 
drawings  exhibiting  the  shape  and  size  of  the  peringeum  to 
illustrate  his  views.  He  regards  the  perinseam  in  the  normal 
state  as  a  concavo-convex  triangle,  anteriorly  supporting  the 
inferior  wall  of  the  vagina,  while  its  posterior  side  supports  the 
anterior  wall  of  the  rectum.  The  accompanying  drawing  (fig.  131) 
is  one  published  by  myself  in  the  '  Mechanical  System  of  Uterine 
Pathology  '  two  years  ago,  and  the  shape  and  size  of  the  perinaeum 
here  shown  is  closely  in  conformity  with  that  represented  by  Dr. 
Thomas  in  his  lately  published  work. 

The  foregoing  suggests  valuable  inferences  regarding  the  con- 
trolling powers  quoad  simple  descent  of  the  uterus ;  but  it  must 
be  recollected  in  applying  these  inferences  that  they  suppose  a 
pre-existent  normal  condition  (and  I  would  include  shape)  of  the 
uterus  itself. 

In  point  of  fact  prolapsus  of  the  uterus  is  a  comj)lex  event.  It 
is  impossible,  moreover,  to  consider  prolapsus  apart  and  separate 
from  the  subject  of  flexions;  from  an  etiological  point  of  view  at 
least.  I  have  already  discussed,  under  the  head  of  '  Flexions,'  the 
mechanism  of  those  changes  in  the  shape  of  the  organ,  and  the 
relation  of  the  uterine  ligaments  to  flexions.  We  have,  therefore, 
now,  amongst  other  things,  to  discuss  the  relation  between  flexions 
and  prolapsus  in  its  various  forms  and  degrees. 

There  are  two  principal  elements  in  existence  in  every  case  of 
prolapsus,  sometimes  separately,  sometimes  conjointly. 
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These  are— (1)  Increased  weight  or  altered  shape  of  the  uterus ; 
I  (2)  impairment  or  destruction  of  the  supporting  structures  below 
j  the  uterus.  The  foregoing  classification  will  not  include,  of  course, 
r  every  imaginable  case :  for  instance,  hypertrophic  growths  down- 
!  wards  from  the  cervix  uteri. 

The  relation  between  the  various  causal  elements  in  ordinary 
(  cases  is  most  easily  illustrated  by  descriptions  of  actual  cases. 

Thus — (a)  During  a  labour  the  perinseum  is  torn,  the  vaginal 
:  aperture  increased  in  size ;  the  floor  of  the  bladder,  not  so  well 
I  supported  as  it  should  be,  comes  to  occupy  a  position  nearer  the 
^  ostium  vaginae  than  usual.  Slight  exertion  increases  this  descent 
:  of  the  bladder,  the  uterus  follows  it,  and  soon  comes  to  take  a 
c  position  lower  in  the  pelvis  than  usual . 


Fig.  132.' 


Or  (6)  concurrently  with  such  enlarged  perinseal  aperture  the 
patient  is  the  subject  of  defective  involution  of  the  uterus.  She 
moves  about  too  soon  after  labour,  the  uterus  becomes  first  a  little 
anteverted,  then  anteflexed ;  and  the  bladder,  less  supported  than 
usual  below  and  more  pressed  upon  from  above,  gives  way.  The 
result  is,  perhaps,  confirmed  anteflexion  and  cystocele. 

A  further  stage  may  be  witnessed,  after  the  lapse  •  of  many 
f>'  years  as  a  rule,  viz.  complete  descent  of  the  whole  uterus  external 
'  to  the  vulva. 

I      '  Fig,  1.32  represents  a  case  in  University  College  Hospital,  a3t.  42.  The 

■  patient  had  had  two  children— the  last  nineteen  years  ago.    The  case  was  cured 

■  oy  operation. 
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Or  (c)  the  patient  is  unmarried.    Anteflexion  of  the  uterus 
exists.    The  bladder  is  slowly  pushed  downwards,  and  spite  of  th 
uninjured  ostium  vaginae  it  is  gradually  protruded. 

Or  (cZ)  the  patient  has  shortly  after  labour  acquired  a  retro- 
flexion of  the  uterus.  The  labour  has  been  attended  with  lacera-* 
tion  of  the  perinseum  also.  Soon  the  uterus  falls  lower  in  the 
pelvis,  the  retroflexion  becoming  at  the  same  time  intensified,  and 
first  of  all  the  posterior  vaginal  wall  is  protruded  at  the  vaginal 
aperture  (rectocele),  then  follows  the  fundus  of  the  uterus.  At  a 
later  stage  of  the  affection  the  whole  uterus  may  pass  outside  the 
vulva,  remaining  still,  however,  retroflexed  (see  fig.  132). 

Or  (e)  the  lower  part  of  the  uterus  becomes  elongated,  the 
effect  being  that  the  cervix  of  the  uterus  finally  becomes  external 
to  the  vulva,  bringing.with  it  the  bladder  more  or  less  completely. 
These  constitute  a  class  by  themselves,  and  will  be  presently  more 
fully  described. 

These  illustrations  might  be  easily  increased  in  number. 

The  foregoing  illustrations  are  put  forward  with  the  view  of 
showing  the  various  '  first  steps,'  as  they  may  be  termed,  towards 
prolapsus.  Occupation  and  age  are  two  elements  of  considerable 
importance  in  altering  the  character  of  the  prolapsus  in  different 
cases.  An  occupation  involving  much  standing  is  certainly  provo- 
cative of  its  occurrence  in  a  very  marked  degree.  And  as  age 
advances,  if  the  quantity  of  fat  in  the  body  diminishes,  the  uterus 
is  more  apt  to  descend  than  it  was  before. 

Violent  strains  are  evidently  capable  of  producing  prolapsus 
instantaneously,  even  when  the  parts  are  previously  healthy  and 
parturition  has  not  occurred ;  but  more  ordinarily  the  action  of 
strains  is  more  indirect,  the  first  effect  being  to  produce  a  flexion, 
which  flexion  is  the  starting-point,  ending  finally  in  prolapsus. 
Flexions  bring  about  prolapsus  very  frequently  in  the  following 
manner :  The  process  of  defsecation  is  impeded  by  the  flexion ; 
the  patient  finds  it  necessary  to  strain  very  much  to  procm-e  an 
evacuation  ;  the  whole  pelvic  contents  are  thus  pressed  down- 
wards ;  the  supports  of  the  uterus  stretched ;  the  flexion  intensi- 
fied ;  and,  by-and-by,  the  uterus  itself  escapes  from  the  vulva. 

Cystocele  is  observed,  as  already  hinted  at,  chiefly  in  associa- 
tion with  a  ruptured  perinfeum  and  an  anteflexed  uterus,  but  it 
may  occur  apart  from  such  injury  of  perinasum,  and  in  women  who 
have  had  no  children.  Here  the  tumour  which  forms  at  and  pro- 
trudes from  the  vulva  is  small  and  readily  reduced.  Cystocele  is 
also  witnessed  when  the  cervix  uteri  descends  externally.  This 
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remark  applies  to  that  part  of  the  cervix  which  is  connected  so 
intimately  with  the  bladder,  and  when  this  part  of  the  cervix 
descends  the  bladder  must  come  with  it.  When  the  whole  uterus 
is  outside  the  vulva,  there  must  therefore  be  a  considerable  portion 
of  the  bladder  protruded  externally.  But  when  the  part  of  the 
cervix  beloiv  the  vaginal  reflexion  is,  as  sometimes  happens,  alone 
hypertrophied,  and  projects  downwards,  perhaps  in  a  conical  form, 

1  through  the  vulva,  there  is,  under  these  circumstances,  no  neces- 

i  sity  for  a  simultaneous  descent  of  the  bladder,  and  such  cases  are 

I  not  usually  complicated  with  cystocele. 

I 

Fig.  133.' 


Cystocele,  though  ordinarily  not  attended  with  more  than  dis- 
somfort  when  slight  in  degree,  is  liable  to  become  a  condition  of 
jirture  to  the  patient.  Thus  a  married  woman  just  over  forty, 
Bio  had  never  had  children,  presented  herself  for  treatment  at 
cniiversity  College  Hospital.  There  was  a  tumour  the  size  of  one 
nd  of  a  hen's  egg  protruding,  and  composed  of  the  bladder.  It 

'  Fig.  133  represents  antellexion  associated  with  cystocele.  The  case  is  the 
10  dcscribecl  in  the  text,  where  there  was  excessive  hyj)era3sthesia  of  the  pro- 
I'scd,  thickened,  and  hypertrophied  bladder. 

I)  D 
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WilS  sensitive  to  such  a  degree  that  the  slightest  touch  gave  ex- 
cruciating pain.  The  tumour  could  not  be  kept  up,  intercourse 
had  not  been  possible  for  years,  and  various  means  had  been  tried 
to  relieve  her  ;  amongst  other  things,  an  operation  consisting  of 
removal  of  an  area  of  vaginal  mucous  membrane  had  been  unavail- 
ingly  performed.  There  I  found  the  affection  dependent  on  long- 
standing anteflexion  of  the  uterus.  The  case  was  finally  and 
completely  cured  by  very  considerably  narrowing  the  vaginal 
aperture,  but  means  were  at  the  same  time  taken  to  prevent  the 
descent  of  the  fundus  uteri  anteriorly,  which  had  evidently  been 
the  original  cause  of  the  mischief. 

Fig.  134.' 


Kectocele,  and  its  relations  to  prolapsus,  constitutes  an  impo 
tant  subject.  Eectocele,  which  is  a  simple  projection  of  a  loop  of 
the  rectum  through  a  defective  vaginal  outlet,  generally  arises 
from  laceration  of  the  perinasum.  It  by  no  means  always  occurs 
in  cases  of  lacerated  perin;Eum,  and  it  is  in  fact  rather  rare  by 
itself.  It  varies  in  degree,  and  I  have  generally  seen  it  associated 
with  retroflexion  of  the  uterus,  though  it  is  not  by  any  means  the 

>  Fig.  134  represents  the  condition  described  in  the  text,  the  subject  o^vhwU 
was  a  lady,  JEt.  42,  wlio  had  been  suffering  some  years :  the  uterus  \vas  attc_ 
witli  chronic  retroflexion.    The  rectum  is  represented  in  the  condition  it  a  \ 
assumed  in  the  act  of  straining. 
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fact  that  cases  of  retroflexion  are  generally  complicated  with  rec- 
tocele.  In  some  instances  the  affection  is  one  of  the  most  jminful 
character  possible  ;  the  straining  at  stool  required  to  evacuate  the 
rectum  is  sometimes  severe,  and,  when  long  continued,  I  have 
found  it  associated  with  an  ulcer  of  the  rectum,  bleeding  on  the 
slightest  irritation,  and  painful  when  touched  to  an  extreme 
degree.  The  nature  of  these  particular  cases  is  liable  to  be  mis- 
understood, but  the  explanation  seems  obvious  enough.  It  is  that 
the  bend  in  the  lower  part  of  the  rectum  prevents  the  passage  of 


Fig.  135.' 


the  faeces,  which  are  impelled,  day  after  day  and  month  after 
month,  with  great  effort,  against  that  part  of  the  rectum  where  the 
bend  is,  the  result  being  to  produce  the  ulceration,  the  bleeding, 
:ind  other  grave  symptoms,  sometimes  to  such  a  degree  as  to 
compel  patients  the  subjects  of  them  to  declare  that  life  is  not 

'  Fig.  l,'];")  represents  a  case  of  supra-vaginal  hypertrophy  o£  the  cervix,  the 
subject  of  which  was  a  married  woman,  jet.  47.  She  had  suffered  from  prolapsus 
lor  two  years,  and  had  been  obliged  to  wear  a  boxwood  pessary  3J  inches  in 
'I'anieter  to  keep  the  uterus  up.  In  Huguier's  memoir  similar  cases  will  be  found 
'lelineated. 
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worth  having  at  such  a  price.  In  some  cases,  on  the  contrary,  the 
inconvenience  sustained  from  rectocele  is  less  marked. 

Hypertrophy  of  the  uterus,  and  its  connection  with  prolapsus, 
is  a  subject  requiring  a  discussion  by  itself.  Huguier,^  in  1859, 
described  and  figured  several  cases  designated  as  cases  of  hyper- 
trophic elongation  of  the  cervix  uteri ;  and  his  researches  have 
since  led  to  a  more  accurate  discrimination  of  the  varying  condi- 
tions met  with  in  prolapsus. 

Following  his  classification,  we  have  cases  of  (1)  Hypertrophic 
elongation  of  the  part  of  the  cervix  above  the  vaginal  reflection 


Fig.  I3fi. 


(see  fig.  135).  (2)  Cases  of  hypertrophic  elongation  of  the  infra- 
vaginal  portion  of  the  cervix.  In  both  these  cases  the  prolapsus 
which  may  occur  is  considerable ;  but  in  the  first  case  the  bladder 
is  of  necessity  prolapsed  together  with  the  tumour,  while  in  the 
second  (see  fig.  136)  the  bladder  is  not  necessarily  disturbed. 

In  both  classes  of  cases  the  fundus  uteri  may  remain  in  its 
proper  position  in  the  pelvis,  and  it  is  obvious  that,  if  there  be 
still  a  considerable  prolapsus,  the  uterine  canal  must  be  enor- 
mously elongated.  So  in  point  of  fact  it  is,  and  the  distance,  as 
measured  by  the  sound,  may  be  found  to  be  as  much  as  four 

»  3£cm.  dc  VAGfidem.  Imp.  de  Med.  torn,  xxiii. 
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inches  from  the  os  to  the  fundus  uteri ;  in  extreme  cases  more 
than  this. 

The  cases  of  supra-vaginal  hypertrophy  are  met  with  chiefly 
in  laundresses  and  cooks,  whose  occupations  involve  long  standing. 
The  mechanism  of  the  occurrence  of  this  peculiar  elongation  of 
the  cervix  is  curious.  It  would  appear  that  the  elongation  is  due 
to  the  dragging  of  the  vaginal  portion  on  the  supra-vaginal  por- 
tion of  the  cervix,  in  consequence  of  which  the  organ  becomes 
stretched.     The  bladder  very  probably  descends  fii'st  in  these 

Fig.  137. 


cases,  either  because  the  perinseum  is  a  little  deficient,  or  because 
the  fundus  is  inclined  forwards,  and  the  effect  of  the  descent  of 
e  bladder  is  that  the  cervix,  which  is  intimately  adherent  to  the 
ladder,  descends  with  it,  the  result  being  elongation  of  the  cervix. 
This  mechanism  implies  a  fixation  of  the  upper  part  of  the  uterus. 
In  some  cases  the  weight  of  the  vaginal  part  of  the  cervix  alone 
appears  enough  to  determine  this  hypertrophic  elongation,  when 
the  patient  has  been  subjected  to  the  influences  of  prolonged 
■standing  exertion. 

M'e  meet  with  all  gradations  of  the  affection.    The  accom- 
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panying  figures  represent  actual  cases.  In  fig.  136  we  have  simple 
hypertrophic  elongation  of  the  infra-vaginal  portion  in  a  young 
woman.  In  fig.  137  is  shown  elongation  of  the  infra-vaginal  portion 
from  a  woman  who  had  had  children.  In  fig.  138  we  have  hyper- 
trophic elongation  of  the  same  portion  in  association  with  retro- 
flexion, a  rare  combination. 

I  have  seen  cases  in  which  the  external  tumour  constituted  by 
the  prolapsed  organs  has  been  as  large  as  the  fcetal  head.  Under 
these  circumstances  there  is  great  thickening  of  the  cellular  tissue 
around  the  uterus.    The  organ  itself  is  greatly  thickened  and 

Fig.  138. 


hypertrophied  laterally  as  well  as  longitudinally,  and  in  some 
cases,  together  with  the  bladder  and  uterus,  certain  coils  of  the 
intestine  pass  downwards  and  help  to  enlarge  the  tumour. 

Huguier's  statements  as  to  Ihe  frequency  of  hypertrophic  elon- 
gation of  the  cervix  are  not  borne  out  by  my  own  experience. 
In  other  respects,  as  regards  the  collateral  conditions  present 
in  these  particular  cases  Muguier's  account  has  seemed  to  be 
exact. 

The  foregoing  represent,  regarding  prolapsus  generally,  the 
generalisations  I  have  been  led  to  adopt.    The  very  great  impor- 
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I  tance  of  flexions,  as  in  very  many  instances  being  the  starting- 
point  of  the  displacement,  is  a  matter  which  it  seems  desirable  to 
,  make  prominent. 

Various  secondary  effects  result  from  prolapsus.    Thus,  in  cases 
of  cystocele  the  bladder  is  evacuated  with  difficulty,  retention  of 
a  small  portion  of  urine  is  apt  to  occur,  and  chronic  cystitis 
(  may  be  added  as  a  complication.    The  uterus  itself,  when  pro- 
1  lapsed,  often  becomes  ulcerated  and  excoriated,  broad  patches, 
the  size  of  the  palm  of  the  hand,  raw  and  bleeding  on  the  slight- 
i  est  touch,  are  observed  round  the  os  uteri,  these  ulcerations  being 
i  produced  by  the  friction  of  the  tumour  against  the  thighs.  The 
f  tumour  itself,  from  long  exposure,  becomes  sometimes  hard  and 
{ leathery  to  the  touch,  the  inverted  vaginal  mucous  membrane 
r  losing  the  characters  of  a  mucous  membrane  and  looking  more  like 
)  the  adjacent  skin.    The  discomforts  connected  with  defascation 
i:  are  great,  and,  as  already  stated,  in  the  case  of  rectocele  they  may 
)  themselves  become  actually  torturing.  Needless  to  say,  the  general 
>  discomfort  induced  by  the  presence  of  a  tumour  at  the  vulva, 
changing  in  size  from  time  to  time,  impeding  locomotion,  dis- 
tressing the  patient  by  giving  rise  to  profuse  leucorrhosa,  occa- 
sional losses  of  blood,  and  in  many  other  ways — all  these  constitute 
grave  ailments. 

Lastly,  in  some  cases,  the  tumour  may  be  so  large  and  so  much 
swollen  that  it  becomes  actually  strangulated  and  mortification 
sets  in  ;  again,  inflammatory  adhesions  may  occur  to  such  a  degree 
round  the  pedicle  of  the  tumour  that  its  return  is  found  difficult, 
and  in  a  few  cases  impossible. 

DIAGNOSIS. 

All  cases  of  prolapsus  uteri  have  this  in  common,  that  the  os 
uteri  is  the  lowest  point.  In  other  respects,  the  variations  observed 
are  exceedingly  great.  In  the  most  simple  form  of  the  affection, 
the  cervix  uteri  is  felt  rather  lower  than  usual,  and  the  vagina 
1  Topoi-tionately  shortened.  In  its  extreme  degree,  on  the  other 
tiand,  the  uterus  descends  so  low  down  as  to  be  almost  altogether 
Hitside  the  ostium  vaginse ;  and  in  this  case  the  vaginal  canal  is 
completely  inverted,  the  bladder  is  dragged  externally  also,  and 
the  rectum  may  be  displaced  in  like  manner.  Thus,  in  a  bad  case 
f»f  prolai)Sus  uteri,  we  may  have  combined,  descent  of  the  uterus 
with  prolapsus  of  the  bladder  and  rectum  (vaginal  cystocele  and 
K'otocele). 
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If  we  find  a  conical,  firm  tumour,  smooth  on  the  surface,  pr 
jecting  downwards  in  the  vagina  or  beyond  it,  and  the  os  ute 
situated  at,  or  close  to,  its  extremity,  the  case  is  one  of  hyj)er 
trophy  and  elongation  of  the  vaginal  portion  of  the  cervix  uteri. 
With  such  a  condition  there  is  usually  found  to  be  no  considei  - 
able  amount  of  prolapsus  of  the  vagina,  and  the  finger  encounters 
the  cul-de-sac  of  the  vagina  in  about  its  usual  position  (see  ante, 
figs.  136  and  137).  The  shape  of  the  tumour  is  generally  conical,  but 
it  may  be  larger  at  the  extremity  than  at  the  base ;  one  portion 
of  the  lip  may  be  larger  than  another,  in  which  case  the  opening 
appears  to  be  not  quite  at  the  extremity  of  the  growth,  and  the  os 
itself  may  be  fissured  and  ulcerated  according  to  the  degree  of 
irritation  to  which  the  part  is  exposed.  The  general  shape,  the 
firmness  of  the  tumour,  and  the  position  of  the  os  uteri,  sufficiently 
distinguish  it  from  other  tumours  occupying  the  vagina. 

Hypertrophy  of  the  supra-vaginal  part  of  the  cervix. — In 
this  class  of  cases  there  is  prolapsus  of  the  vagina,  and  the  finger 
cannot  consequently  be  introduced  as  far  as  usual.  The  use  of 
the  fiound  will  render  it  evident  at  once  whether  the  descent  of 
the  OS  uteri,  bringing  with  it  the  vagina,  is  due  to  descent  of  the 
whole  uterus,  or  to  hypertrophy  of  the  lower  part  of  this  organ — 
the  cervix.  The  attachment  of  the  cervical  part  of  the  uterus  to 
the  bladder  in  front  is  such,  that  when  the  cervix  is  projected 
downwards  the  bladder  comes  with  it ;  the  extent  of  the  prolapsus 
of  the  bladder  is,  as  a  rule,  dependent  on  the  degree  of  the  former. 
Fig.  1 39  (from  Dr.  Farre)  rej)resents  such  a  condition.  (See  also  ante, 
fig.  135.)  In  like  manner,  the  rectum  is  liable,  but  in  a  less  degree, 
to  be  prolapsed  with  the  lower  part  of  the  uterus ;  and  the  result 
is  that  in  cases  of  extensive  prolapsus  of  the  cervix,  whether  with  or 
without  hypertrophy  of  the  part,  there  is  a  soft  tumour  in  front — 
the  bladder — and  a  smaller  one  behind— the  rectum — between 
which  two  the  os  uteri  is  situated.  A  combined  examination 
of  the  rectum  by  the  finger  and  of  the  bladder  by  means  of  the 
sound,  will  determine  whether  or  not  the  fundus  uteri  is  in  its 
proper  position  ;  the  use  of  the  uterine  sound  gives  information 
of  a  like  character. 

True  prolapsus  of  the  whole  uterus  may  be  found  associated 
with  ascites,  ovarian  tumours,  or  both,  or  with  relaxation  of  the 
vaginal  structures,  consequent  on  frequent  child-bearing. 

Prolapsus,  complete  or  produced  by  hypertroph}'^  of  the  stijira- 
vaginal  portion  of  the  cervix,  could  hardly  be  mistaken  for  polypus, 
inversion  of  the  uterus,  or  large  tumours  growing  from  the  os 


I 

ritt)LArsus  OF  the  uterus.  409 

i  uteri,  if  attention  were  paid  to  the  position  of  the  os  in  reference 
I  to  the  body  of  the  tumour.    Cases  of  hypertro^^hy  of  the  vaginal 
\  portion  alone  might  possibly  be  confounded  with  a  polypus  j)ro- 
jecting  into  the  vagina  from  the  interior  of  the  uterus,  in  those 
instances  in  which  the  os  uteri  is  distorted,  partially  effaced,  or  so 
altered  as  not  to  be  recognised  as  such  by  a  casual  observer.  I 
have  known  an  instance  in  which  a  lady  was  treated  for  prolaj)sus 
i  and  made  to  wear  a  pessary  for  several  months,  the  tumour  being 
i  a  well-marked  specimen  of  j^olypus,  attached  by  a  slender  pedicle 
I  to  the  interior  of  the  cervix  uteri. 

Po'olajjsus  combined  with  pregnancy. ~~ln  some  rare  cases 


Fig.  139. 


the  uterus,  although  prolapsed,  becomes  impregnated.  It  would 
be  a  serious  mistake  to  use  the  sound  in  such  a  case,  and  to 
induce  abortion.  It  is  sufficient  here  to  give  this  caution  on  the 
subject. 


TREATMENT  OF  THE  VARIOUS  FORMS  OF  PROLAPSUS. 

The  various  forms  of  prolapsus  of  the  uterus,  vagina,  &c.,  having- 
a  different  mechanism  in  different  cases,  the  treatment  necessarily 
vanes.  Success  in  treatment  cannot  be  obtained  until  due  imi^rt- 
"'ce  IS  attached  to  the  various  elements  concerned  in  the  produc* 
"••n  of  (he  prolapsus. 

We  may  consider,  in  the  first  place,  the  treatment  of  thosq 
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cases  in  which  there  is  hyjyerirophy  of  the  cervix — the  prolapsus 
being  for  the  most  part  due  to,  or  constituted  by,  this  hypo  . 
trophy. 

(a)  Gases  of  hypertrophy  of  the  vaghml  portion  alone.— It 
appears  that  in  many  of  these  cases  the  hypertrophy  of  the  cervix 
may  be  very  greatly  diminished  by  appropriate  treatment — viz., 
by  rest,  by  frequent  hot  douches,  and  by  the  use  of  astringent 
applications.  P'urther,  that  in  a  certain  number  of  these  cases  the 
hypertrophy  at  the  os  uteri  is  due  to  laceration  of  the  cervix  and 
consequent  hypertrophy  and  eversion.  Cases  of  the  latter  descrip- 
tion should  of  course  be  dealt  with  by  the  operation  described  in 
a  former  chapter. 

The  great  length  of  the  cervix  sometimes  present  appears  to 
be  capable  of  undergoing  great  reduction  by  appropriate  measures, 
particularly  rest  and  absence  of  traction  on  the  cervix.  Still 
cases  remain  in  which  after  proper  treatment  has  been  employed 
the  only  real  cure  consists  in  amputation  of  the  enlarged  cervix. 
The  removal  may  be  effected  by  the  knife  or  curved  scissors,  by 
the  wire  or  chain  ecraseur,  by  the  galvano-caustic  apparatus,  or  by 
Paquelin's  thermo-cautery.    The  knife  is  the  more  expeditious  and 
manageable  ;  but  the  haemorrhage  from  the  cut  surface  is  often  very 
troublesome.  An  objection  to  the  ecraseur  is  that,  unless  the  chain 
fits  closely  into  the  apex  of  the  instrument,  there  is  a  liability  of 
drawing  into  the  instrument  tissues  which  ought  to  beleft  uninjured. 
Hence,  if  the  chain  ecraseur  be  used,  the  chain  should  be  applied, 
not  close  to  the  summit  of  the  vagina,  but  a  little  below  this. 
Dr.  Thomas  describes  in  his  last  edition  a  pair  of  forceps  with 
long  teeth,  by  means  of  which  the  cervix  is  seized  prior  to  the 
amputation,  and  the  slipping  upwards  during  severance  by  the  wire 
thus  prevented.    The  galvano-caustic  apparatus  has,  like  the 
ecraseur,  the  advantage  of  preventing  haemorrhage.     On  the 
whole,  the  course  to  be  recommended  is  the  use  of  the  knife,  or 
curved  scissors,  if  the  neck  of  the  growth  be  very  thick— the 
cautery  being  ready  for  use  to  arrest  haemorrhage,  and  the  use  of 
the  chain  or  wire-rope  ecraseur  (see  fig.  140),  or  the  thermo- 
cautery when  the  neck  of  the  tumour  is  smaller.    Lint  soaked  in 
tincture  of  sesquichloride  of  iron  on  the  cut  surface,  and  carefully 
plugging  the  vagina  by  means  of  the  speculum,  as  in  ordinary 
cases  of  uterine  htemorrhage,  will  be  effectual  in  arresting  the 
bleeding  in  many  cases.    In  any  case,  prior  to  performing  the 
operation,  the  tumour  should  be  gently  pulled  down  as  far  as 
possible,  to  facilitate  the  necessary  manipulations.    It  is  a  wise 
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precaution  to  transfix  the  cervix  above  the  line  of  the  contemplated 

incision,  and  to  pass  a  stout  piece  of  string  through  it  before  per- 
.  forming  the  excision,  for  it  often  happens  that  the  uterus  retracts, 

and  bleeding  is  thereby  less  under  control. 

Dr.  Marion  Sims  has  practised  a  modification  of  this  operation, 
i  This  consists  in  covering  the  stump,  as  it  may  be  termed,  of  the 
t  amputated  part,  by  mucous  membrane  ;  the  anterior  half  being 
t  covered  with  mucous  membrane  previously  dissected  off,  and 
I  being  made  to  lap  over,  as  in  the  flap  operation  in  ordinary  ampu- 
j  tation  ;  and  the  posterior  half  being  covered  by  a  flap  similarly 
;  made  from  the  under  surface  of  the  cervix.    When  the  bleeding 

is  trifling  and  readily  checked,  this  procedure  renders  the  opera- 
:  tion  more  neat  and  perfect.  If  styptics  have  to  be  used,  the 
';  covering  of  the  stump  with  mucous  membrane  will  be  useless,  as 
I  no  union  can  occur. 

(6)  Cases  of  hypertrophy  of  the  supra-vaginal  portion  of  the 
\  cervix  uteri. —  Cases  of  hypertrophic  elongation  of  the  cervix  are 
(now  not  uncommonly  treated  after  the  manner  proposed  by 

IHuguier — viz.  by  excision ;  and  this  plan  I  have  satisfactorily 
carried  out  in  some  few  instances. 
When  the  hypertrophy  is  very  great,  this  is  the  only  satis- 
factory treatment ;  but  before  deciding  on  its  necessity,  the  patient 
\  should  be  kept  in  bed  for  a  week  or  two,  in  order  that  it  may  be 
|. ascertained  how  far  the  affection  is  reduced  by  this  rest.  It  is 
fthe  fact,  as  pointed  out  by  Kiwisch,  that  rest  materially  reduces 
^he  bulk  of  the  cervix  under  these  circumstances.  Eest  and  pro- 
|[ longed  use  of  cold  effusions  would  do  still  more.  But  when  the 
^disease  is  of  long  standing,  and  the  uterine  canal  exceeding  a 
jitotal  length  of  four  inches,  such  palliative  measures  are  inadequate. 
|iAnd  the  poorer  classes,  amongst  whom  the  disorder  is  most  marked, 
^can  ill  afford  the  prolonged  rest  and  attention  requisite.  Two 
liplans  of  a  palliative  nature  are  open  to  us — (1)  The  use  of  pes- 
tsaries,  and  (2)  the  closure  of  the  vaginal  orifice  to  such  an  extent 
|as  to  prevent  the  escape  of  the  cervix  uteri,  after  a  plan  to  be 
Ipresently  described.  Each  of  these  methods  of  treatment  has 
ipeculiar  advantages,  according  to  the  nature  of  the  case.  In 
Inaany  instances  they  prove  sufficient ;  but  in  some  few  cases,  as 
night  be  surmised,  they  are  either  inapplicable,  or,  in  the  long 
'un,  unsatisfactory. 

The  operation  of  Huguier  is  accomplished  as  follows:  An 
ticision  is  made  behind  the  os  uteri  through  the  vaginal  wall,  of 
.1  semicircular  form,  and  directed  towards  the  centre  of  the  cervix. 
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Fig.  140. 


Dissection  is  now  made  upwards,  in  order  to  expose  the  hyper- 
trophied  cervix,  and  separate  it  from  its  connections  posteriorly — 
great  care  being  necessary  to  avoid  the  reflection  of  peritoneum 
there  situated.  A  corresponding  incision  and  dissection  is  made 
now  in  front ;  here,  however,  great  care  is  necessary  to  avoid 
injuring  the  bladder.  As  much  of  the  cervix  having  been  ex- 
posed as  is  considered  advisable,  it  is  repioved  by  the  knife. 
Huguier  at  first  employed  the  knife  in  removing  the  cervix. 

but  subsequently  the  ecraseur,  finding  the 
haemorrhage  troublesome  when  the  knife  is 
used.  Such  is  an  outline  of  the  operation  in 
question.  The  result  is  that  a  conical  piece  of 
tissue  is  removed,  including  the  os  uteri,  the 
vaginal,  and  a  portion  of  the  supra-vaginal 
part  of  the  cervix.  In  the  original  memoir 
before  referred  to,  Huguier  states  that  he  had 
performed  the  operation  in  fourteen  cases.  In 
only  one  of  such  cases  a  fatal  result — not  due, 
however,  to  the  operation — followed. 

The  operation  is,  judging  from  my  own 
experience,  a  sound  one,  and  in  some  instances 
offers  the  shortest  road  to  the  cure  of  the 
patient.  The  dissection  and  "exposure  of  the 
cervix  is  the  part  attended  with  most  difficulty, 
and  it  must  be  done  with  care.  The  bladder 
may  extend  to  within  half  an  inch  of  the  os 
uteri,  in  which  case  it  is  evident  that  great 
caution  must  be  required  to  avoid  wounding 
it;  again,  the  peritoneal  reflection  behind 
must  be  sedulously  preserved  intact.  By 
keeping  close  to  the  cervical  hard  tissue  these 
objects  are  secured.  A  sound  in  the  bladder 
shows  the  position  of  that  viscus,  and  acts  as 
a  good  guide  during  the  operation.  For  the 
dissection  itself,  scissors  should  be  used ;  the  knife  occasions  trouble- 
some bleeding.  I  believe  that  a,  deep  dissection-beyond  an  mc^ 
and  a  half,  or  at  most  two  inches-is  rarely  reqmred ;  for  it  tne 
hypertrophied  and,  usually,  thickened  cervix  be  excised  to  tn 
extent,  the  rest,  which  necessarily  follows  the  operation, 
suffice  to  complete  the  cure.  Retraction  of  the  severed  cen 
must  be  guarded  against  by  previously  transfixing  the  uterus  aDt. 
•  Ecraseur  to  be  used  with  annealed  steel  wire.    (Meyer  and  Meltzer.) 
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tliut  point.  The  edges  of  the  mucous  membrane  may  be  brought 
over  the  stump,  and  the  opposite  sides  secured  by  sutures  so  as 
to  cover  it,  after  Dr.  Sims's  plan,  if  it  be  preferred. 

Of  the  various  forms  of  the  ecraseur,  the  steel  wire-rope 
ecraseur  is  more  useful  in  amputating  the  cervix  in  such  cases. 
In  Messrs.  Meyer  and  Meltzer's  instrument  (see  fig.  140)  the  wire 
and  the  slit  fit  accm-ately,  and  there  is  less  liability  to  draw  in 
extraneous  tissues,  while  the  power  of  the  instrument  is  exceedingly 
great. 

I      Prolapsus  without  elongation  of  the  cervix. — These  include 
I  the  more  ordinary  cases  of  prolapsus.    In  dealing  with  this  class 
■  of  cases,  the  indications  are  almost  always  various ;  the  treatment 
must  have  regard  both  to  the  primary  cause  and  the  secondary 
;;  effects.    (1)  The  condition  of  the  uterus  itself,  and  (2)  the  con- 
dition of  its  supports,  have  to  be  considered,  and  appropriate 
measures  devised  for  rectifying  defects  and  disorders. 

1.  The  condition  of  the  uterus. — In  most  cases  of  prolapsus 
the  starting-point  has  been  a  defective  or  altered  condition  of 
the  uterus,  which  would  have  proved  perfectly  and  completely 
I  amenable  to  treatment.  Apart  from  those  special  cases  of  hyper- 
I  trophic  elongation  of  the  cervix  which  have  been  already  dealt 
M  with,  the  condition  of  the  uterus  which  most  frequently  calls  for 
therapeutic  measures  in  cases  of  prolapsus,  is  undue  size  and 
falness  of  the  organ,  very  frequently  indeed  associated  with  long- 
standing flexion  and  other  troublesome  alteration  in  its  shape. 
The  treatment  required  in  cases  where  there  is  flexion,  so  far  at 
least  as  the  uterus  itself  is  concerned,  has  been  discussed  under 
the  head  of '  Flexions,'  and  it  need  not  be  here  repeated.  It 
must  not  be  forgotten,  however,  that  cases  of  prolapsus,  really  due 
])rimarily  to  flexion,  cease  to  present  that  element  in  a  recognis- 
able form  when  the  affection  has  lasted  many  years.  All  we  see 
then  is  the  extremely  advanced  prolapsus ;  the  uterus  itself  is  by 
t  hat  time  otherwise  changed. 

t Among  the  general  measures  always  required  in  these  cases, 
est,  very  careful  attention  to  the  bowels  so  as  to  avoid  necessity 
far  straining,  injections,  and  a  careful  dietary,  are  very  im- 
©rtant. 
2.  The  condition  of  the  uterine  supports. —  The  methods  of 
reatment  which  have  formerly  been  had  recourse  to  for  prevent- 
ng  or  curing  prolapsus  were  based  on  the  one  idea  of  keeping  the 
iimour  from  escaping  at  the  vaginal  aperture.  Bandages,  ex- 
jrnal  pads,  boxwood  or  disc-shaped  pessaries  applied  internally— 
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these  were  the  principal  measures  of  '  supporting '  the  uterus  and 
supplying  defects  in  the  condition  of  the  uterine  supports.  Next 
came  improvements  in  the  shape  of  operations  for  constricting 
the- canal  of  the  vagina,  and  thus  restoring  the  lost  support  in  a 
more  natural  manner.  But  there  is  yet  room  for  improvement 
and  that  improvement  is  only  to  be  attained  by  a  careful  attention 
to  the  restoration  not  simply  of  the  outlet  of  the  vagina,  but  the 
position  of  the  uterus  in  the  pelvis.  In  other  words,  it  is  not 
sufficient  to  simply  shut  up  the  uterus  in  the  vagina  by  means  of 
a  peringeal  operation,  for  most  assuredly,  if  the  uterus  be  in  a 
chronic  flexed  state,  it  will  continue  to  excite  expulsive  efforts, 
and  the  restored  perinaeum  will  by-and-by  give  way.  Even  in 
single  women  who  have  never  had  children,  and  when  the  peri- 
naeum  has  never  been  dilated  or  destroyed  by  a  foetal  head,  very 
extreme  degrees  of  prolapsus  are  sometimes  witnessed. 

Supposing  the  uterus  to  have  been  reduced  by  treatment  to 
its  proper  size  and  shape,  we  have  next  to  consider  hoiu  to  main- 
tain it  in  its  proper  place  in  the  pelvis.  It  must  be  quite 
obvious  that  unless  this  indication  is  complied  with,  the  evil  is 
likely  to  recur.  It  is  in  this  direction  that  improvements  in 
the  treatment  of  prolapsus  must  be  made.  The  cervical  part  of 
the  uterus  should  occupy  a  position  in  the  pelvis  which  is  as 
nearly  as  possible  its  centre.  The  mechanism  applied  and  the 
operations  devised  must  have  regard  to  this  important  circum- 
stance. 

Instead,  therefore,  of  endeavouring  simply  to  keep  the  uterus 
within  the  vagina,  attempts  should  be  made  to  maintain  it  in 
position  at  the  top  of  this  canal,  which  is  its  proper  position. 
Admitting  that  this  perfection  of  treatment  is  not  possible  in  all 
cases,  it  is  nevertheless  practicable  in  most  instances. 

The  principle  of  treatment  which  fulfils  this  indication  is  to 
render  the  .vaginal  canal  rigid,  thereby  giving  support  to  the  ■ 
lower  part  of  the  uterus,  and  to  adopt  such  other  measures  of  a  * 
subsidiary  character  as  may  maintain  the  vaginal  canal  in  this  • 
rigid  condition.  In  many  cases  this  rigidity  of  the  canal  can  be  • 
supplied  by  means  of  a  pessary  which,  adapted  as  regards  its  size  ' 
to  the  requirements  of  the  patient,  becomes  practically  an  artifi-  - 
cial  vaginal  stem  to  the  uterus  ;  and  in  certain  other  cases,  where 
the  vaginal  aperture  has  become  too  large  to  admit  of  the  applica-  - 
tion  of  such  an  instrument,  by  performing  an  operation  on  the  r' 
perina3um,  or  by  constricting  the  canal  itself  for  some  little  distance  ' 
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from  the  aperture,  and  in  this  way  securing  a  basis  for  the  support 
of  the  vaginal  stem — viz.  the  instrument. 

Apply  these  principles  to  the  consideration  of  actual  cases. 
Cases  of  slight  cystocele  associated  with  anteflexion  may  be  gene- 
rally cured  by  the  wearing  of  a  well-adjusted  '  cradle  '  pessary  as 
described  in  the  treatment  of  anteflexion  ;  but  if  the  cystocele  be 
of  long  standing,  a  constriction  of  the  vaginal  aperture  by  opera- 
tion is  necessary,  the  instrument  being  worn  subsequently.  An 
air-ball  pessary  is  a  palliative  measure  in  some  of  these  cases, 
where  the  cradle  is  inconvenient,  or  difficult  to  adjust,  and  where 
the  perinseal  aperture  is  not  much  increased  in  size.  In  the  case 
delineated  in  fig.  1 33  no  treatment  short  of  a  considerable  narrow- 
ing of  the  vaginal  aperture  was  sufficient,  the  prolapsed  portion  of 
bladder  being  hyper trophied  and  much  thickened. 

In  cases  where  the  prolapsus  is  dependent  simply  on  retro- 
flexion of  the  uterus  without  much  laceration  of  the  perinaeum, 
the  Hodge  pessary  is  a  most  admirable  instrument  when  pro- 
perly adjusted.  It  very  precisely  carries  out  the  indications  above 
alluded  to,  maintaining  the  vagina  in  its  proper  position,  and,  at 
the  same  time,  and  often  quite  efficiently,  preventing  the  uterus 
from  resuming  its  retroflexed  position.  Within  certain  limits  it 
acts  very  well,  but  attention  must  be  paid  to  the  following  points. 
As  stated  in  the  chapters  on  '  Flexions,'  if  the  flexion  be  of  long 
standing  the  pessary  alone  may  fail  to  cure  the  distortion,  other  mea- 
sures being  requisite;  but,  once  cured,  the  pessary  will  prevent  its 
recurrence,  and,  moreover,  it  will,  if  there  be  sufficient  perinseal 
support  below,  prevent  prolapsus  occurring.  The  instrument  must 
be  adapted  to  the  size  of  the  vagina.  A  pessary  made  from  a  ring 
three  inches  or  three  and  a  quarter  inches  in  diameter,  having  the 
shape  shown  at  page  231,  generally  answers  the  purpose  in  such 
cases  as  those  contemplated  ;  it  must  sometimes  be  made  broader 
below  than  above.  The  copper-wire  indiarubber-covered  rings 
which  I  employ  lend  themselves  admirably  to  the  necessary  process 
of  fitting,  for  nothing  can  be  a  greater  mistake  than  to  suppose  that 
one  instrument  will  fit  all  cases.  The  instrument  must  be  adjusted 
to  the  case,  and,  when  properly  fitted,  may  be  worn  for  months 
without  inconvenience.  In  some  cases  the  watch-spring  india- 
rubber-covered  round  pessary  answers  very  well ;  but  only  when 
the  perinseum  has  been  properly  repaired. 

If  there  be  rectooele,  whether  associated  with  retroflexion  or 
not,  the  case  generally  requires  an  operation  to  restore  the  injm-ed 
perinaium.    Subsequently,  the  uterus  often  requires  to  be  sus- 
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tained  in  its  position  by  a  pessary,  as  above  directed  for  retro- 
flexion. The  retrocele  may  be  slight  in  degree,  the  tumour  small 
but  instruments  are  generally  useless  in  such  cases,  inasmuch  as 
the  prolapsed  bowel  is  so  near  the  vaginal  aperture.  The 
discomfort  attending  these  cases  of  rectocele  is  sometimes  re- 
lieved by  giving  very  small  (teaspoonful)  doses  of  castor-oil  every 
morning. 

We  next  come  to  those  cases  when  the  mass  which  is  pro- 
truded is  more  considerable  in  size,  and  where  the  vaginal  aper- 
ture is  very  large,  either  because  it  has  been  very  much  torn  in 
labour  originally,  or  because  the  tumour  has  become  larger  and 
larger  in  process  of  time.  When  the  whole  mass  prolapsed  does 
not  exceed  the  size  of  a  hen's  egg,  we  may  hope,  under  favourable 
circumstances,  to  satisfactorily  treat  the  case,  without  an  opera- 
tion, by  the  use  of  instruments.  Sometimes  we  are  foiled  even 
then,  for  what  appears  to  be  a  tolerably  good  perinasum  may  not 
give  sufficient  basis  for  maintaining  a  suitable  pessary  in  its  place. 
When  the  mass  exceeds  in  bulk  the  size  of  an  egg,  a  real  cure  is 
rarely  obtained  without  an  operation. 

First  of  all  we  may  speak  of  palliative  measures,  for  even  in 
the  worst  cases  some  patients  reject  operative  measures,  and  in 
some  the  age  of  the  patient  or  other  circumstances  put  an  opera- 
tion on  one  side. 

The  mere  reduction  of  the  tumour  is  sometimes  very  difficult, 
when  the  parts  have  been  some  weeks  prolapsed,  and  the  neck 
thickened  by  inflammation.    To  efl'ect  this  reduction  the  urine 
may  be  removed  by  the  catheter,  the  patient  placed  in  a  favom- 
able  position,  and  the  pedicle  or  neck  of  the  tumour  well  covered 
with  oil.    Seizing  the  tumour  between  the  two  hands  it  is  then 
gently  compressed  from  side  to  side,  and  pressed  upwards,  the 
attempt  being  made  in  such  a  manner  that  the  part  last  prolapsed 
shall  be  first  reduced.    Attempts  made  otherwise  and  by  simply 
pushing  the  mass  in  an  upward  direction  may  altogether  fail,  but 
the  plan  above  directed  I  have  always  found  successful.  Dr. 
McClintock  suggested  strapping  the  tumour  in  order  to  reduce  its 
bulk.    I  have  never  found  this  necessary.    The  ulcerations  or 
abrasions  of  surface  seen  in  such  cases  readily  heal  Avhen  tlie 
tumour  is  reduced. 

There  are  no  doubt  many  cases  in  which  the  uterus  is  much 
hypertrophied  and  has  become  prolapsed  with  or  without  consider- 
able increase  in  the  size  of  the  cervix  particularly,  and  which  at 
first  sight  may  seem  cases  difficult  to  treat  without  some  opera- 
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tive  procedure,  but  it  will  be  found  that  by  a  continuous  system 
of  rest,  irrigations  of  the  uterus,  use  of  astringents,  etc.,  the  bulk 
of  the  organ  becomes  greatly  reduced,  and  the  case  loses  its  formid- 
able characters.  Dr.  Emmet  in  the  last  edition  of  his  valuable 
work  tells  an  amusing  story  illustrative  of  this  part  of  the 
subject.  An  eccentric  but  shrewd  physician  of  the  Currituck 
district,  after  having  been  shown  Dr.  Emmet's  cases  and  practice 
in  cases  of  prolapsus,  told  him  he  could  cure  any  case  in  ten  days. 
His  i^ractice  was  among  the  negroes.  '  His  plan  was  to  swing  the 
woman  in  a  sling  from  a  beam,  in  the  knee-and-chest  ])osition. 
This  was  maintained  for  ten  days,  during  which  time  the  vagina 
was  kept  filled  with  a  strong  decoction  of  oak  bark,  which  was 
changed  every  day  by  means  of  a  syringe.  The  sling  was  padded, 
the  woman  slept  all  the  time,  and  was  not  disturbed  except  to 
receive  her  food  or  answer  a  call  of  nature.'  *  The  principles  of 
the  treatment  were,'  Dr.  Emmet  states,  '  correct.' 

Interoml  supports. — In  a  case  where  the  uterus  has  been  in  a 
state  of  retroflexion  a  pessary  must  be  adapted  suited  to  the  case 
(see  chapter  on  '  Retroflexion ').    It  generally  happens  that  in  the 
cases  coming  properly  under  consideration  in  this  place  an  ovoid 
ring  answers  extremely  well,  but  the  Albert  Smith  type  of  Hodge 
pessary  is  necessary  in  many  instances.    The  quite  round,  rather 
thickly  covered  watch-spring  pessary  answers  well  in  some  cases. 
In  a  few  the  disc-shaped  ebonite  pessary  is  found  suitable  ;  various 
i  sizes  are  required.    In  some  cases  I  have  found  a  rather  large 
^  cradle  pessary  most  serviceable,  particularly  in  cases  where  the 
I  uterus  has  been  previously  in  a  state   of  anteversion.  The 
I  use  of  these  supports  is,  in  bad  cases,  not  generally  satisfactory, 
h  imless  the  perinseum  has  been  effectually  restored  by  an  operative 

i procedure. 
Various  forms  of  air  pessaries,  globular  as  well  as  disc-shaped, 
are  kept  by  the  instrument  makers,  but  they  are  not  satisfactory 
for  prolonged  treatment,  while  open  of  course  to  objections  already 
mentioned. 

Zwank's  pessary  has  been  in  rather  general  use.  It  is  an 
•^unscientific  instrument,  inasmuch  as  it  distends  the  vagina  very 
wgreatly  from  side  to  side,  and  per[)etuates  the  prolapsus  by  drag- 
i^iging  the  uterus  still  lower  towards  the  vulva ;  the  only  merit  it 
•■•opossesses  is,  that  it  prevents  the  escape  of  the  mass  from  the 
/vulva. 

^       External  sv,pjjorts.~l]w]vY  this  head  are  included  mechanical 
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contrivances  for  preventing  prolapsus,  having  their  fixed  point 
from  without.  The  perinseal  pad  and  bandage  consists  of  an 
elastic,  or  non-elastic,  abdominal  belt,  which  is  the  fixed  point, 
and  a  perinseal  pad,  which  is  of  a  flattened  egg  shape,  and  is  so 
adjusted  by  a  strap  fixed  anteriorly  and  posteriorly  to  the  ab- 
dominal bandage  as  to  press  upon  the  edge  of  the  peringeurn. 
The  pad  is  sometimes  made  elastic  by  means  of  an  indiarubbei 
air  ball.  This  apparatus  supplies  in  some  degree  the  deficiency 
of  the  peringeum,  and  prevents  in  some  cases  of  prolapsus  the  ex- 
pulsion of  the  mass  outside  the  vulva.  Here  of  course  its  func- 
tion ceases.  In  some  cases  straps  passed  over  the  shoulders  are  the 
fixed  points,  being  used  instead  of,  or  as  an  assistance  to,  the 
abdominal  bandage. 

Another  principle  of  treatment  consists  in  the  use  of  a  rigid 
stem  of  metal  or  other  material,  which,  terminating  above  in  the 
form  of  a  small  ball,  or  cup-shaped,  is  maintained  in  the  vagina  by 
means  of  a  perinseal  strap,  attached  to  an  abdominal  bandage. 
External  frameworks  of  metal  fixed  anteriorly  to  the  abdominal 
bandage,  or  to  a  kind  of  hernia  belt,  may  be  made  the  basis  of 
support  to  such  intra-vaginal  stems.  It  is  obvious  that  from 
without  it  is  possible  in  this  manner  to  adjust  an  internal  support 
very  firmly.  The  inconvenience  attached  to  the  wearing  of  such 
external  solid  mechanical  supports  is  a  great  objection  to  them, 
but  if  external  supports  are  to  be  made  really  efficient — and  to  be 
efficient  they  must  be  capable  of  maintaining  the  vagina  in  its 
proper  position — some  such  principle  of  construction  as  this  is 
really  required.  Obviously,  the  alternative  is  the  performance  of 
an  operation  which  will  radically  cure. 

Radical  operations. — The  success  with  which  the  very  worst 
forms  of  prolapsus  can  now  be  treated  by  operation  will  render 
this  method  of  dealing  with  them  more  and  more  popular, 
especially  if  after  such  operations  care  be  taken  to  deal  with  the 
uterus,  and  promote  its  restoration  to  shape  and  position  in  the 
pelvis.  The  principle  of  the  operation  is  to  constrict  the  vagiiud 
canal.  Dr.  Marshall  Hall  seems  to  have  been  the  first  to  suggest 
it,  and  Mr.  Heming  the  first  to  have  practised  it.  The  part  of  the 
vaginal  canal  so  dealt  with  was  at  first  the  lower  aperture  or 
entrance  of  the  vagina,  and  this  operation  received  later  on  im- 
portant developments  at  the  hands  of  Mr.  Baker  Brown,  Dr.  Savage, 
and  others.  A  further  step  consists  in  the  constriction  of  the 
vaginal  canal  higher  up,  as  tuell  as  the  vaginal  aperture. 

With  respect  to  the  merits  of  these  various  operations,  much 
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will  depend  on  the  case  itself.  A  simple  perinaBal  operation  is 
sometimes  quite  sufficient  when  the  vagina  has  not  been  much 
distended,  but  when  the  protruded  mass  is  considerable,  the  vagina 
is  necessarily  much  stretched,  and  simply  to  close  the  aperture  of 
the  vagina  is  attended  with  no  permanent  benefit.  Many  cases 
require  a  sort  of  combined  operation,  a  restoration  of  the  perinseum, 
and  a  narrowing  of  the  canal  itself  for  some  little  distance  up- 
wards. 

The  perinceal  operation. — It  may  be  well  in  this  place  to 
consider  the  treatment  of  ruptured  perinseum  in  its  entirety, 
including  recent  as  well  as  chronic  cases. 

When  the  perinseum  is  torn  in  the  process  of  labour,  the  rent 
extends  to  a  variable  depth  backwards,  sometimes  destroying  the 
whole  sphincter  of  the  rectum,  in  other  cases  not  affecting  the 
sphincter  recti  at  all,  but  subtracting  little  or  much  from  the 
perinseum.  If  the  rent  looked  at  immediately  after  the  labour  is 
over  exceeds  an  inch  in  depth,  it  may  be  said  to  be  a  case  for 
operation.  By  '  immediately '  is  meant  in  this  place  a  few 
minutes  after  the  birth  of  the  child,  at  the  time  the  parts  are 
customarily  inspected.  Some  days  later  a  rent  one  inch  in  depth 
originally  will  have  become  diminished — even  in  cases  when  no 
union  has  occurred — very  materially ;  and  what  has  appeared  a 
rather  large  rent  perhaps  is  then  found  to  be  comparatively  trifling. 
When  the  rent  is  at  all  considerable,  however,  the  operation  is 
required. 

The  p7'imary  operation  should  be  performed  within  one  hour 
from  the  birth,  while  the  surfaces  are  still  raw  and  bleeding.  The 
surfaces  are  generally  very  well  secured  in  apposition  by  rather 
deeply  a})plied  silver-wire  sutures :  two  or  more  may  be  required. 
I  have  found  them  most  easily  introduced  by  means  of  a  needle 
two  and  a  half  inches  long,  and  bent  into  a  completely  semi- 
circular shape.  Such  a  needle  can  be  employed  with  the  patient 
lying  on  her  side  in  the  ordinary  obstetric  position.  The  sutures 
should  go  to  the  bottom  of  the  wound,  and  they  should  come 
out  on  the  surface  some  way  fi'om  the  edges.  So  performed, 
the  operation  is  very  simple.  The  nurse  carefully  and  frequently 
dries  the  parts  with  soft  lint,  not  using  water,  the  knees  are 
tied  together,  the  catheter  is  employed,  the  bowels  not  allowed 
to  act  for  at  least  three  days,  and  on  the  fourth  or  fifth  day 
the  sutures  can  be  removed.  The  result  is  generally  very  satis- 
factory. It  is  quite  true  that  by  rest  and  position  union  will 
sometimes  occur  without  use  of  sutures,  but  this  result  cannot  be 

2  K  13 


420 


riiOLAPSUS  OF  THE  UTERUS. 


depended  upon,  and  the  primary  operation  is  so  little  troublesome 
or  painful  to  the  patient,  that  unless  the  rent  is  very  slight,  it  is 
best  so  to  perform  it.  It  is  of  very  little  use  inserting  sutures  when 
the  labour  has  been  over  some  hours  ;  union  rarely  then  occurs. 

The  secondary  operation  (a)  should  not  be  performed  until  at 
least  one  month  after  the  labour.  Careful  inspection  of  the  parts 
is  required  to  determine  on  the  line  of  procedure.  Good  health, 
avoidance  of  erysipelatous  influences,  a  dry,  well-ventilated  room, 
are  essentials  to  success.  The  bowels  should  be  previously  very 
carefully  evacuated.  Dr.  Thomas  very  properly  insists  on  the 
necessity  for  use  of  aperient  medicine  for  some  days  previous  to 
the  operation,  in  order  to  dislodge  any  possible  accumulations,  but 

Fig.  141.'  Fic.  142. 


it  is  best,  I  consider,  to  use  injections  and  not  medicine  during 
the  two  days  preceding  the  operation.  In  long-standing  cases  of 
polapsus,  com2:)lete  rest  in  bed  for  some  days  is  quite  requisite, 
and  all  ulcerative  processes  should  have  ceased.  The  hairs  near 
the  part  to  be  operated  on  are  first  removed  by  a  razor,  the  patient 
having  been  placed  in  the  lithotomy  j)osition  at  the  edge  of  the 
table.  A  semilunar  incision  is  first  made  corresponding  to  the 
edge  of  the  perinaeum,  and  indicating  the  outer  edge  of  the 
surfaces  to  be  bared.  A  corresponding  internal  semilunar  incjsion 
is  next  made  within,  as  shown  in  the  annexed  figure  (fig.  141): 
and  the  internal  and  external  lines  of  incision  connected  by  two 
horizontal  cuts.  The  strip  of  mucous  membrane  enclosed  is  then 
removed  by  the  scalpel  or  scissors      Sorrie  operators  prefer  the 

'  Fig.  141  shows  Ihc  .sh.ijic  of  the  raw  surface  in  ordinary  cases.  The  dotted 
lines  indicate  the  position  of  the  hidden  deep  wire  sutures. 
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scissors,  as  the  bleeding  is  less.    The  extent  of  this  surface  so 
removed  varies  in  dififerent  cases.    It  should  always  be  deeper  in 
the  middle  line  (the  floor  of  the  vagina)  than  at  the  two  ex- 
tremities of  the  horns  of  the  crescent ;  from  one  inch  to  an  inch 
and  a  half  in  width  is  required  in  the  middle  line.    The  opposite 
sides,  thus  rendered  raw,  are  next  brought  together  by  deeply 
inserted  sutures.    The  quill  suture,  or  modifications  of  it,  were 
formerly  employed.    I  have  used  for  some  time  past  beads  made 
of  ebonite,  and  of  such  a  form  as  to  allow  of  the  wire  used  being 
easily  attached  to  them  (see  fig.  142).    They  are  little  balls  with 
a  projecting  neck,  and  perforated  through  the  middle.  They 
possess  the  great  advantage  of  permitting  an  easy  regulation  of 
the  tightness  of  the  suture,  and  allow  of  a  better  circulation  in  the 
soft  tissues  implicated.    The  quill  suture  is  apt  to  give  rise  to 
great  swelling  and  even  sloughing  of  the  new  peringeum  ;  but  I 
have  never  seen  this  happen  with  the  bead  suture.    The  deep 
sutures,  two  or  three  in  number,  are  inserted  at  a  distance  of  about 
three-quarters  of  an  inch  from  the  edge,  and  the  needle  carrying 
the  suture  should  so  pass  as  not  to  be  visible  until  it  emerges  on 
the  skin  on  the  opposite  side.    One  of  the  sutures  at  least  should 
pass  as  deeply  as  this.    When  the  deep  sutures  are  inserted,  they 
should  be  temporarily  tightened  in  order  that  it  may  be  ascer- 
tained by  the  touch  internally  that  the  internal  edges  are  really 
in  apposition,  otherwise  gaping  results,  and  union  will  not  occur. 
Failing  this,  the  deeper  ones  must  be  re-inserted.    The  finger 
should  be  inserted  in  the  rectum  in  order  to  be  sure  that  the 
suture  does  not  enter  this  canal.    Rather  stout  silver  wire  is,  I 
consider,  preferable,  and  the  needle  used  must  be  a  perforated  one, 
having  a  nearly  semicircular  large  sweep,  and  a  large  firm  handle. 
It  is  rather  more  difficult  to  pass  such  a  needle  through,  but  the 
purchase  thus  obtained  is  more  perfect.    The  ends  of  the  wire  are 
readily  secured  to  the  perforated  beads.    When  the  deep  sutures 
have  been  fixed,  two  or  three  superficial  ones  are  generally 
requisite,  for  which  a  smaller  wire  serves  best.    The  knees  are 
then  tied  together,  and  the  patient  removed  to  bed.    In  my 
opinion  the  best  after-treatment  of  the  wound  is  to  use  no  water, 
but  simply  a  piece  of  dry  lint  for  the  purpose  of  drying  the 
surface,  which  latter  should  be  done  frequently.    Position  on  the 
side,  but  the  side  may  be  changed  from  time  to  time.    The  deep 
sutures  to  be  loosened  or  removed  at  the  end  of  three  days,  the 
■superficial  ones  rather  later.     As  regards  the  material  for  the 
sutures,  silk  or  catgut  are  preferred  by  some  operators  to  silver 
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wire.  Dr.  Granville  Ban tock  prefers  silkworm  gut,  and  he  employ- 
no  beads  or  other  appliances  externally,  simply  knotting  the  sutures 
in  the  middle  line.  Dr.  Chambers  uses  wire,  fastening  the  wire 
in  the  middle  line  by  means  of  Aveling's  coil  and  shot. 

It  was  formerly  the  practice  to  give  opium  for  some  days,  to 
prevent  action  of  the  bowels,  but  some  operators — Dr.  Bantock 
for  instance — prefer  to  evacuate  the  rectum  after  two  days  by 
means  of  an  injection  of  olive-oil.  This  should  be  carefully  in- 
jected by  means  of  a  small  tube,  or  mischief  maybe  done.  If  the 
operation  is  simply  a  restoration  of  the  perinoeum,  without  in- 
volving the  rectal  sphincter,  the  difficulty  of  procuring  an 
evacuation  without  interference  with  the  reparative  process  is 
much  less  considerable.  The  use  of  the  catheter  for  the  first 
three  days  was  considered  essential,  but  it  is  now  frequently 
dispensed  with. 

The  combined  operation  (b),  consisting  of  constriction  of  the 
vaginal  canal  as  well  as  its  lower  aperture,  I  have  practised  in  the 
following  manner  :  One  plan  is  to  remove  a  triangular  strip  of 
mucous  membrane  about  two  inches  broad  below,  and  about  half 
an  inch  broad  above,  from  the  floor  of  the  vagina,  the  upper  end  or 
apex  of  the  triangle  being  quite  close  to  the  os  uteri.    The  ordinary 
operation  (a)  is  then  performed  as  described  above.    The  shape  of 
the  surface  thus  bared  is  shown  in  the  annexed  drawing  (fig.  143). 
Another  plan  is  to  remove  two  triangular  strips  from  the  vaginal 
canal,  one  on  each  side  of  the  floor  of  the  vagina,  the  operation  (a) 
being  superadded.    When  the  edges  of  these  triangular  bared 
spots  are  brought  together,  the  vagina  is  of  course  proportionately 
constricted.    The  method  which  I  have  pursued  of  maintaining 
the  edges  in  apposition  is  to  use  a  stout  piece  of  silver  wire.  By 
means  of  a  short  curved  needle,  such  as  is  used  in  vesico-vaginal 
fistula  cases,  the  stitch  used  after  post-mortem  examinations  is 
employed  to  bring  the  edges  together,  beginning  from  above.  As 
the  wire  is  drawn  through  it  is  straightened,  and  finally  constitutes 
a  kind  of  splint.    In  fig.  143  the  arrangement  of  the  suture  is 
shown  before  the  wire  is  pulled  straight.    The  upper  end  of  the 
wire,  which  is  close  to  the  os  uteri,  is  turned  downwards  to  prevent 
its  scratching,  and  cut  off  short ;  the  lower  end  projects  at  the  pen- 
naeum,  and  is  twisted  round  one  of  the  beads  when  the  operation 
is  completed.    This  si^lint-stitch,  as  it  may  be  termed,  answers 
very  well ;  healing  generally  occurs,  and  the  wire,  having  done  its 
work,  comes  away  in  four  or  five  days  without  trouble  or  necessity 
for  stretching  the  perinseal  wound.    If  two  triangular  strips  are 
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removed,  the  same  procedure  is  adopted  with  each  of  them. 
This  combined  operation  at  once  restores  the  perinseum  and 
removes  the  superabundant  and  hypertrophied  vaginal  walls.' 
The  two  operations  may  be  readily  performed  at  one  and  the 
same  time. 

Dr.  Savage  describes  a  method  of  operating  which  substantially 
much  resembles  the  above.  He  extends  the  perinseal  operation 
by  removing  the  mucous  membrane  upwards  along  the  floor  ot 
the  vagina,  but  he  relies  on  deep  sutures  for  producing  coaptation. 
Such  coaptation  along  this  internal  line  can  only  be  produced  by 

Fie.  143. 


the  deep  sutures  at  the  cost  of  shortening  the  vagina  altogether 
I  bnch  shortening,  inasmuch  as  it  implies  descent  of  the  uterus  I 
.  consider  objectionable,  and  therefore  the  use  of  separate  sutures 

.hove !  ,         r  '°  I         P^*"»^d  the 

on!  ","1^  T  T '^""'''^ ""d  find  it  a  satisfactory 
bvlr       T  performed  and  found  satisfactory 

by  others.    The  plan  of  extending  denudation  along  the  floor  of 
the  vagma  .n  form  of  a  triangle,  as  in  the  above  operation  ha 
been  also  practised  by  the  late  Professor  Simon  and  otherrunder 

. jTms;;!  ''^"^•^  ™»  -ein  the 
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the  term  '  posterior  colporrliaphy ' ;  the  edges  being,  however, 
approximated  by  ordinary  stitches. 

Another  method  of  narrowing  the  vagina  in  the  same  part  is 
that  of  Bischotf  of  Basle,  described  by  H.  Banga '  of  Chicago,  the 
effect  of  which  is  that  the  lower  part  of  the  vagina  is  not  only 
narrowed,  but,  owing  to  the  elongation  of  the  perinaBum,  its  axis 
is  brought  forward.  A  tongue-shaped  flap  is  separated  in  the 
direction  upwards,  and  each  edge  of  it  is  united  by  sutures  to  the 
posterior  edge  of  the  ordinary  lateral  denudation.  The  procedure  is 
very  ingenious.  Banga  states  that  since  1875  forty  such  operation- 
have  been  performed  by  Bischoff,  Engli,  and  Banga,  with  only  one 

Fig.  U4. 


death,  and  that  when  amputation  of  the  cervix  was  also  per- 
formed. 

Operation  for  constricting  the  upper  part  of  the  vagina.— 
Dr.  Marion  Sims  ^  describes  this  operation  as  follows  :  The  opera- 
tion consists  in  removing  a  V-shaped  piece  of  the  mucous  mem- 
brane forming  the  roof  of  the  vagina,  and  therefore  covering  the 
bladder.  The  apex  of  the  V  is  near  the  urethra,  and  the  two  arms 
reach  to  the  side  of  the  cervix  uteri.  Finally,  the  shape  of  the 
excised  surflice  is  that  represented  in  fig.  144.     The  opposite 

'  Ann  r.  Journ.  of  Ohst.  yo\.  xi.  p.  1.M7. 
•■^  Oj>.  cit.  p.  :}io. 
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tlemided  surfoces  are  next  brought  together  by  means  of  sutures, 
a  to  h,  c  to  d.  The  effect  is,  that  the  vagina  has  its  canal  much 
contracted  ;  a  little  pouch  is  left  opening  at  e  (into  which  the 
uterine  cervix  might  slip  if  the  opening  be  left  too  large,  as  in 
cases  reported  by  Dr.  Emmet)  for  escape  of  the  secretions  of  the 
pirt.  Dr.  Sims  advises  that,  subsequently  to  the  operation,  the 
patient  be  kept  in  bed,  or  in  the  recumbent  position,  for  two  or 
three  weeks,  the  bowels  to  be  confined  for  a  week,  the  catheter  to 
be  used.  The  lower  sutures  are  removed  in  eight  or  ten  days,  the 
upper  ones  in  a  fortnight.    The  principle  of  Dr.  Sims's  operation 


Fig.  Uo. 


is  to  constrict  the  vagina  superiorly,  and  the  constriction  is  effected 
by  removing  part  of  the  roof  of  the  vagina. 

Perinceal  rupture  with  destruction  of  the  rectal  sphincter. — 
Tn  cases  where  the  sphincter  ani  is  entirely  destroyed  the  difficulty 
in  restoring  the  integrity  of  the  parts  is  very  great.  Dr.  Emmet 
in  1873  published  the  results  of  his  experience  as  to  the  best 
tnethod  of  dealing  with  such  cases.'  He  points  out  that  the  fibres 
of  the  severed  muscle  are  in  a  state  of  retraction,  those  which 
f'»rmed  the  inner  surface  of  the  circle  being  more  retracted  than 
i  he  others  ;  the  result  being  that  a  convex  surface  is  presented  at 

'  Latest  particulars  in  his  2nd  edit.,  1880,  p.  402. 
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the  floor  of  the  rent.  It  is  necessary  to  denude  the  surface  on 
each  side  farther  back  than  at  first  sight  seems  necessary.  The 
diagram  (fig.  145)  shows  the  retraction  of  the  fibres  after  rupture. 
The  suture  ab  will,  Emmet  points  out,  only  imperfectly  bring  the 
parts  together  ;  fig.  146  shows  the  action  of  the  suture.  It  is  ne- 
cessary to  introduce  a  suture  at  a  lower  level,  as  at  c  D  ;  and  the 
action  of  this  suture  is  shown  in  fig.  147.  The  suture  CD  is  first 
secured,  the  bowels  are  relieved  on  the  sixth  day  by  castor-oil,  the 
sutures  being  removed  the  day  after.  Dr.  Emmet  has  exhibited 
great  ingenuity  in  detecting  and  in  surmounting  what  had  before 
seemed  a  great  difficulty,  and  anyone  who  has  attempted  the 
operation  will  appreciate  the  truth  of  this. 

Mr.  Lawson  Tait  practises  an  operation  for  the  cure  of  severe 
perinseal  rupture  coupled  with  laceration  of  the  sphincter.'  He 
denudes  the  surfaces  in  a  peculiar  way  by  cutting  into  the  tissues 
along  the  line  of  the  laceration  to  a  certain  depth,  and  then  open- 
ing out  the  raw  surfaces  thus  produced  and  bringing  those  of  th 
two  opposite  sides  together  by  sutures,  which  are  so  introduced  as 
to  bring  the  deep  angles  of  the  incisions  into  approximation.  The 
innermost  of  the  sutures  are  in  the  vagina,  the  outermost  are  on 
the  perinseal  surface. 

'  Obst.  Trans,  vol.  xxi.  p.  292. 
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CHAPTER  XXXII. 

AMENORRIKEA. 

Diagnosis  of  Nature  of  Amenorrhcea. — (a)  Cases  in  which  Menstruation  is  not, 
and  never  has  been,  present — The  various  Causes  of  this  Condition  ;  Defective 
Formation  or  Absence  of  the  Organs  concerned  ;  Retardation  of  Puberty ; 
Absence  of  Secretion  ;  Retention ;  Pregnancy — Diagnosis  of  these  one  from  the 
other.  (J)  Imperfect  Establishment  of  Menstruation,  (c)  Cessation  or  Suppres- 
sion of  Menstruation — Causes  of  this  Condition  :  Pregcancy,  Suppression, 
Retention,  Premature  Cessation  of  Catamenia. 

Treatment  of  Amenorrhcea. — Treatment  for  Delay  of  Puberty  or  Defective 
Development — Treatment  for  Disorder  of  General  Health  with  Amenorrhcea — 
Emmenagogues,  etc. — Chlorosis  and  Amenorrhcea — Vicarious  Menstruation  — 
Treatment  of  Suppression — Acute  Form — Means  to  be  Adopted — Emmena- 
gogues; Mechanical  Stimulation  of  Uterus — Treatment  of  Menstrual  Reten- 
tion— Cases  of  Absence  of  Vagina — Cases  of  Imperforate  Hymen — Cases  of 
Imperforate  Os  Uteri. 

Under  the  term  'amenorrhcea'  will  be  considered  those  cases  in 
which  menstruation  is  either  absent  altogether,  or  in  which  the 
quantity  of  discharge  is  less  than  it  should  be.  The  term  is  a  very 
vague  one,  and  simply  defines  the  presence  of  a  condition  which 
may  be  symptomatic  of  many  widely  differing  disorders  or  physio- 
logical changes  in  the  generative  organs. 

The  series  of  cases  which  may  be  first  examined  are  those  in 
which 

1      (ft)  MENSTRUATION  IS  NOT,  AND  NEVER  HAS  BEEN,  PRESENT. 

The  first  point  which  it  is  necessary  to  determine,  in  endea- 
i^ouring  to  ascertain  the  cause  of  the  non-appearance  of  the  men- 
strual secretion,  is  :  Are  the  organs  essential  to  the  performance 
)f  this  function  actually  present  ?    In  cases  of  congenital  absence 
)/  the  ovaries  no  menstrual  discharge  is  likely  to  take  place  ;  and 
-he  same  holds  good  if,  the  ovaries  being  present,  the  uterus  be 
iibsent.    Cases  coming  under  either  of  these  categories  are  rare, 
n  cases  of  absence  of  the  ovaries  the  external  signs  of  puberty  are 
^  anting :  the  breasts,  under  such  circumstances,  would  be  small 
nd  undeveloped,  and  absence  of  sexual  desire  and  of  other  femi- 
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nine  characteristics,  might  be  expected  to  be  observed.  Absence 

of  the  iderus,  or  what  practically  amounts  to  the  same  thing  

extremely  rudimentary  formation  of  this  organ — is  less  rare  than 
absence  of  the  ovaries.  No  absolutely  distinctive  signs  of  the  ab- 
sence of  the  uterus  can  be  given :  a  careful  examination  only  is 
the  means  of  determining  the  diagnosis.  From  the  facts  which 
have  come  before  me  I  infer  that  there  is  no  absolute  relation  be- 
tween the  outward  and  the  internal  conformation.  That  is  to  say, 
the  external  generative  organs  may  be  normal,  while  the  internal 
ones  {e.g.  the  uterus)  may  be  very  small  and  imperfectly  de- 
veloped.^ 

Absence  of  any  one  of  the  parts  of  the  generative  apparatus 
just  referred  to — of  the  ovaries,  uterus,  or  vagina — is  rare  ;  but  it 
is  not  so  uncommon  to  find  that  the  uterus  and  ovaries,  althougli 
actually  present,  retain  their  infantile  conditions ;  that  degree  of 
development  necessary  to  the  establishment  of  the  catamenial 
function  failing  to  take  place.    (See  chapter  on  '  Malformations, 
etc.,  of  the  Uterus.')    There  may  be  no  defective  condition  of  the 
bodily  health  to  be  detected,  and  yet  from  month  to  month  there 
is  no  appearance  of  the  discharge.    The  'proper  '  age  is  gone  by, 
and  the  friends  of  the  patient  become  seriously  uneasy.    In  a  few 
cases  of  this  kind  the  vagina  is  healthy,  the  uterus  present ;  the 
only  thing  wanting,  in  fact,  is  the  discharge,  the  cause  being  a 
slightly  defective  condition  of  the  development  of  the  uterus; 
this  organ  being  found  normally  constituted,  but  retaining  to  too 
great  a  degree  its  childlike  condition.    Sir  J.  Y.  Simpson  called 
particular  attention  to  the  connection  of  this  condition  with 
'  amenorrhoea.' 2    The  signs  of  ovarian  activity  are  either  absent, 
or  present  only  in  a  very  slight  degree.    These  cases  give  no  occa- 
sion for  anxiety  as  regards  the  immediate  effect  on  the  patient ; 
but  the  prognosis  may  be  serious  as  regards  her  matrimonial  pro- 
spects.   It  is,  in  a  word,  uncertain  what  course  will  be  taken  with 
the  generative  organs— whether  they  will  remain  in  this  function- 
ally idle  condition,  or  not ;  and  if  not,  when  and  how  the  appear- 
ance of  the  secretion  will  take  place. 

For  the  purpose  of  ascertaining,  firstly,  whether  the  vagina  and 
uterus  be  actually  present,  and  secondly,  if  present,  whether  they 

'  The  subject  of  the  congenital  defecl  s,  malformations,  etc.,  of  tl.e  u[eni^'  has 
been  elaborately  treated  by  Kussmaul  in  his  work  Von  dcmMavgel,  der  ^''■'•^'''''''".g 
rung  vnd  Vcrdoppdung  dcr  Qchdrmvtter,  etc.    8vo.    Wiirzburg,  1859.  I" 
work  there  will  be  found  a  very  large  number  of  illustrative  cases. 

2  Med.  Times  and  Gazette,  ISfil. 
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present  or  nob  that  imperfect  degree  of  development  alluded  to, 
it  will  be  necessary  to  undertake  a  physical  examination  of  the 
condition  of  the  external  generative  organs,  and  of  the  vagina  and 
uterus. 

It  will  be  important  to  determine  the  question,  Is  puberty 
retarded  ?  With  reference  to  the  arrival  of  puberty,  we  have  first 
to  look  for  the  outward  evidence  of  the  same  in  the  form, 
development,  etc.,  of  the  body  generally,  and  of  the  external 
sexual  organs  in  particular;  we  have  to  seek  for  internal  evi- 
dence of  the  functional  activity  of  the  reproductive  organs,  in 
the  symptoms  or  signs  described  under  the  term  *  menstrual 
molimen '  (see  '  Phenomena  of  Menstruation ').  It  must  not  be 
forgotten  that  the  presence  of  the  menstrual  molimen  does  not  in- 
dicate anything  more  than  that  the  ovaries  are  present.  The  uterus 
may  be  so  defectively  formed  that  menstruation  is  not  possible, 
although  the  ovaries  are,  so  far  as  circumstances  admit,  exercising 
their  normal  function. 

If  the  patient  exhibit  other  characteristic  evidences  of  having 
arrived  at  puberty,  and  no  menstrual  discharge  has  been  ob- 
served— 

Either  (1)  There  is  no  secretion  of  the  menstrual  fluid  ; 
Or  (2)  The  menstrual  fluid  is  secreted  but  not  evacuated — 
retention ; 

Or  (3)  The  woman  is  pregnant. 

Pregnancy. — It  is  possible  for  a  woman  to  become  pregnant 
in  whom  no  catamenial  discharge  has  ever  been  observed,  as 
-('veral  well-authenticated  cases  prove.' 

In  cases  of  retention  of  the  catamenla,  the  ovaries  and  the 
uterus  discharge  their  functions  regularly,  but  there  is  no  outlet 
tor  the  secreted  fluid.  The  uterus  becomes  enlarged,  an  abdominal 
t  iiraour  is  felt,  and  the  woman  is  often,  under  these  circumstances, 
^ii[)posed  to  be  pregnant.    The  ordinary  history  of  such  a  case  is 
;is  follows :  Puberty  arrives,  and  with  it  the  indications  of  activity 
i>n  the  part  of  the  generative  organs,  and  recurrences  of  the 
menstrual  molimina  are  observed  from  month  to  month.  The 
pain  and  discomfort  at  these  periods  are  at  first  inconsiderable, 
but  after  a  time  these  symptoms  increase  in  intensity;  a  sense  of 
fulness  and  weight  in  the  pelvis  remains  also  in  the  intervals 
between  the  menstrual  attempts.  The  symptoms  become  gradually 
more  severe  in  character,  the  patient  is  never  thoroughly  easy  and 
•ornfortable.    The  bowels  are  constipated  ;  there  are  frequency  of 

'  Montgomery,  oj/.  cit.  p.  77. 
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micturition,  permanent  and  severe  jjains  in  the  loins,  all  poriodi- 
cally  increased  in  severity.  The  health  fails,  and  the  patient  passes 
from  a  condition  of  perhaps  robust  health  to  the  opposite  extreme  • 
the  appetite  is  lost,  and  nutrition  greatly  interfered  with.  And  now 
the  uterus,  increasing  in  size  from  the  presence  of  the  retained 
catamenial  secretion,  forms  a  tumour  readily  detected  in  the 
hypogastric  region:  in  some  cases  both  vagina  and  uterus  arc 
distended  by  the  retained  secretion.  The  patient  is  sometinK  - 
considered  to  be  pregnant,  and  the  supposition  that  pregnancy 
exists  is  apparently  perhaps  confirmed  by  the  presence  of  those 
gastric  symptoms  usually  associated  with  pregnancy,  such  as 
vomiting  and  nausea.  The  breasts  may  also  sympathise,  and 
become  painful  and  tumefied.  The  intensity  of  the  symji- 
toms  observed  varies  much  in  different  cases ;  and  the  degree  to 
which  the  uterus  becomes  distended  is  open  likewise  to  great 
variation ;  it  would  appear  that  in  some  instances  a  jDortion  of 
the  menstrual  secretion  is  from  time  to  time  absorbed,  and  a 
large  accumulation  thus  prevented.  When  the  distension  of  the 
uterus  reaches  a  certain  j)oint,  pains  in  the  back,  resembling 
labour  pains,  and  doubtless  due  to  contractions  of  the  uterus,  are 
observed. 

The  diagnosis  is  arrived  at  by  a  consideration  of  the  symptoms 
and  by  physical  examination.    The  characteristic  points,  so  far 
as  the  symptoms  go,  are — the  presence  of  puberty ;  generally 
complete  absence  of  menstrual  discharge  ;  presence  of  pei  iodic 
attacks  gradually  increasing  in  severity,  of  the  kind  already  de^, 
scribed ;  a  fulness  in  the  pelvic  region,  which  goes  on  increasing 
from  month  to  month,  and  which  gives  rise  to  difficulties  in 
micturition  and  defsecation  ;  all  these  symptoms,  be  it  observed, 
occurring  soon  (within  the  first  year  or  so)  after  puberty  has  ar- 
rived.   If  the  woman  be  married  it  will,  in  the  large  majority  of 
cases,  but  not  in  all,  be  found  that  sexual  intercourse  is  performed 
with  difficulty,  or  that  it  cannot  be  performed  at  all.  The 
physical  signs  are — presence  of  a  tumour  in  the  hypogastric 
region,  discoverable  by  examination  of  the  abdomen  ;  and  the  want 
of  an  outlet  for  the  menstrual  fluid,  discoverable  by  an  examina- 
tion of  the  vagina  ;  the  existence  of  atresia  of  this  canal,  im])er- 
forate  hymen,  or  closure  of  the  canal  of  the  cervix  uteri.  The 
rare  case  of  absence  of  the  uterus,  the  ovaries  being  well  developed 
and  in  activity,  is  to  be  distinguished  from  retention  by  the  fact 
that  the  menstrual  molimina,  though  present,  are  imjierfoctly 
marked  and  wanting  in  intensity  ;  in  addition  to  which,  a  snnul- 
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taneous  examination  through  the  bladder  and  rectum  would  fail 
to  detect  the  presence  of  the  uterus  in  its  normal  position.  Prac- 
tically this  latter  question  is  hardly  likely  to  arise. 

The  only  other  condition  to  be  eliminated  from  the  considera- 
tion is  non-secretion  of  the  catamenial  fluid.  Here  the  menstrual 
molimen  (possibly)  and  puberty  are  present,  but  no  discharge 
appears.  If  there  be  an  absence  of  all  signs  of  accumidation  in 
the  uterus,  of  symptoms  of  fulness  and  pressure,  and  of  the 
physical  signs  before  referred  to  as  observable  when  the  case  is 
one  of  retention,  these  are  indications  that  the  case  is  not  one  of 
the  latter  description.  The  examination  per  vaginam  detects  no 
atresia  of  this  canal,  and  sexual  intercourse  is  not  impeded.  It 
is  not  sufficient  to  determine  that  the  vaginal  canal  is  free ;  for 
although  the  retention  is  mostly  due  to  obstruction  in  this  situa- 
tion, the  obstruction  may  be  situated  in  the  cervical  canal  of  the 
uterus  itself.  The  latter  condition  existing  in  connection  with 
retention  is,  however,  very  rare.  The  causes  of  non-secretion  will 
be  considered  presently. 

(6)  IMPERFECT  ESTABLISHMENT  OF  MENSTRUATION. 

There  is  a  class  of  cases  also  very  frequently  presenting  them- 
selves in  practice  in  which  a  discharge  has  occurred  on  one  or 
more  occasions,  but  very  slight  in  amount,  and  only  enough  to 
I  show  that  menstruation  is  possible. 

It  is  in  connection  with  these  cases  of  imperfect  establishment 
of  menstruation  that  a  light-coloured  discharge  appears— replacing 
in  a  manner  the  catamenial  flow — at  intervals.    This  spurious 
form  of  menstruation  may  occur,  for  two  or  three  or  more  periods 
before  the  normal  flow  occurs,  even  in  cases  when  there  is  nothing 
evidently  abnormal  present.    It  is  in  such  cases  also  that  the  so- 
1  called  vicarious  menstruation  may  occur ;  and  the  diagnosis  of 
such  cases  is  especially  interesting,  not  less  from  the  frequency 
i  with  which  they  occur  in  practice  than  from  their  actual  import- 
1  ance. 

(c)  SUPPRESSION  OR  CESSATION  OF  MENSTRUATION. 

There  are  several  conditions  capable  of  producing  a  cessation 
f>f  menstruation,  and  the  function  may  be  suddenly  and  com- 
pletely put  an  end  to,  never  to  apj)ear  again,  or  the  cessation  may 
occur  more  gradually,  but  still  before  the  proper  age  for  its 
lermination  has  been  reached.    And,  again,  menstruation  may  be 
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temporarily  arrested,  returning  after  some  months'  cessation. 
Again,  there  are  many  cases  in  which  menstruation  is  not  exactly 
an-ested,  but  in  which  the  discharge  is  exceedingly  scanty  in 
quantity,  and  wanting  in  the  ordinary  physical  qualities  of  healthy 
menstruation. 

Before  discussing  the  varieties  of  amenorrhoea  of  a  patholo- 
gical character  it  will  be  necessary  to  describe  that  physiological 
suj)pression  of  menstruation  due  to  pregnancy. 

Suppression  of  menstruation  due  to  pregnancy.  '  We  are  ' 

says  Dr.  Montgomery,  '  quite  justified  in  adopting,  as  a  general 
rule,  that  in  healthy  women,  whose  menstruation  has  been  estab- 
lished and  continued  regular,  and  who  are  not  nursing,  conception 
is  followed  by  a  supjDression  of  the  menstrual  discharge  at  the 
next  return  of  its  period ;  but  then  this  suppression  may  not  so 
occur ;  and,  on  the  other  hand,  it  may  happen  from  a  variety  of 
other  causes  altogether  unconnected  with  pregnancy.' 

The  statements  of  the  patient  must  be  received  with  caution. 
'  Nothing,'  says  Casper,'  '  is  easier  for  a  person  who  is  desirous 
of  simulating  pregnancy  than  to  declare  that  menstruation  has 
ceased  for  such  and  such  a  time ;  and  it  is  only  by  a  favourable 
accident  that  an  examination  is  made  at  the  catamenial  period, 
and  the  imposition  thus  discovered.'  In  like  manner,  menstrua- 
tion is  now  and  then  simulated,  in  order  to  avert  the  suspicion  of 
pregnancy,  and  artificial  staining  of  the  linen  with  blood  has  even 
been  had  recourse  to,  in  order  to  carry  out  the  deception.  The 
actual  value  of  menstrual  suppression  as  a  sign  of  pregnancy 
amounts  to  very  little.  Suppression  of  the  catamenia  for  three  or 
four  months  not  unfrequently  occurs  from  causes  altogether  inde- 
pendent of  pregnancy.  In  young  women,  only  just  arrived  at 
puberty,  the  interval  is  now  and  then  as  long  as  this  before  the 
function  is  thoroughly  and  completely  established ;  and  it  is  not 
very  uncommon  for  the  menses  to  be  suppressed  just  after 
marriage,  for  a  month  or  two,  without  pregnancy  taking  place. 

If  pregnancy  have  existed  for  more  than  four  months,  other 
data  for  diagnosis — enlargement  of  the  uterus,  mammary  changes, 
etc.,  are  available,  and  should  be  sought  for  by  examination  and 
otherwise.  In  women  who  have  an  object  in  concealing  the  fact 
of  the  existence  of  pregnancy,  the  absence  of  the  catamenia  for 
two  or  three  periods  is,  however,  to  be  regarded  as  a  suspicious 
circumstance,  and  should  be  sufficient  to  put  the  practitioner  on 
his  guard,  although  it  need  hardly  be  observed  that  this  suspicion 
'  Praatischcs  llandh.  dor  gerichtlivh.  Medici ii,  Biolog.  Th.  Berlin,  I808,  p.  201. 
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should  be  confined  to  himself  at  this  stage  of  the  inquiry.  The 
presence  of  '  morning  sickness,'  associated  with  catamenial  sup- 
pression,, would  make  the  suspicion  of  pregnancy  a  little  stronger ; 
but  some  pregnant  women  are  never  '  sick.'    As  a  rule,  the 
suspicion  of  the  existence  of  pregnancy  may  be  dismissed  if,  after 
fom-  or  five  months,  the  physical  signs  of  pregnancy,  such  as 
enlargement  of  the  uterus,  etc.,  do  not  show  themselves  ;  but  even 
this  rule  is  one  to  which  there  are  exceptions.    It  now  and  then 
happens  that  the  catamenia  are  suppressed  for  two  or  three 
months,  and  the  woman  then  becomes  pregnant.    In  such  a  case 
the  physical  signs  just  alluded  to  would  not,  of  course,  present 
themselves  at  the  end  of  the  four  or  five  months  from  the  date  of  the 
suppression,  and  an  erroneous  inference  might  thus  be  drawn. 
In  some  rare  recorded  instances,  women  have  been  known  to 
I  present  the  peculiarity  of  never  conceiving  until  after  three  or 
four  months'  previous  suppression.    Again,  pregnancy  may  occur 
at  a  somewhat  advanced  period  of  life,  and  when  the  menstrual 
phenomena  have  for  some  years  altogether  ceased.    The  absence 
of  menstruation  in  a  woman  over  forty  years  of  age,  for  a  period 
varying  from  two  to  nine  years,  may  be  followed  by  pregnancy  at 
the  end  of  that  time.' 
.       More  frequently,  perhaps,  the  fact  of  the  menses  having  ceased 
I  is  made  the  basis  of  the  conclusion  that  pregnancy  exists  by  women 
who  desire  to  be  pregnant,  and  who,  somewhat  advanced  in  life 
and  arrived  at  *  a  certain  age,'  interpret  facts  according  to  their 
own  wishes.    Here  embarrassment  is  not  seldom  produced  ;  women 
at  this  age  are  ready  with  all  those  presumed  corroborative  facts 
with  which  their  own  experience  or  the  experience  of  their  friends 
has  made  them  familiar  ;  and  it  is  only  by  a  rigid  adherence  to 
the  rule  to  take  nothing  which  is  simply  asserted  for  granted,  that 
the  practitioner  will  prevent  himself  from  being  led  to  form 
equally  sanguine  expectations  with  the  patient  herself.    At  the 
period  of  sexual  involution — that  is  to  say,  at  the  time  when  the 
J  functions  of  reproduction  are  about  to  come  to  an  end — the  mere 
\  cessation  of  the  menses  is  therefore  of  less  value  as  a  sign  of 
pregnancy  than  at  any  other  period  of  life.    It  is  the  fact,  that, 
;it  this  period  of  life,  a  suppression  for  two  or  three  months,  the 
discharge  then  returning,  often  rather  profusely,  is  not  at  all 
unusual. 

The  absence  of  the  catamenia,  then,  must  never  be  considered  as 

'  fScc  Montgomery,  oj).  cit.,  for  several  interesting  cases  of  this  kind,  pp.  88 
rf  acq. 
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a  proof  of  pregnancy ;  but  in  many  cases  it  is  of  infinite  service  in 
directing  attention  to  the  view  of  its  possibility.  Examination  of 
the  abdomen,  the  vagina,  and  the  breasts,  gives  more  decisive  in- 
formation; and  on  the  data  thus  afforded  only  can  anything  like  a 
positive  opinion  be  given. 

Presence  of  menstruation  during  pregnancy. — In  a  certain 
number  of  cases,  even  when  the  patient  is  pregnant,  a  discharge 
more  or  less  resembling  the  menstrual  discharge  may  occur  from 
month  to  month.  Elsasser  ^  has  collected  nearly  fifty  cases,  in 
which  a  discharge  of  this  kind  was  noticed  during  pregnancy. 
Thus,  in  eight  cases  a  discharge  occurred  once  during  pregnancy, 
in  ten  cases  twice,  in  one  twice  or  three  times,  in  eleven  cas(  - 
three  times,  in  four  cases  four  times,  in  six  cases  five  times,  in  fivi 
cases  eight  times,  and  in  two  cases  nine  times  during  pregnancy. 
And  cases  are  related — one  I  have  myself  placed  on  record  ^ — in 
which  patients  habitually  menstruate  only  when  pregnant. 

Extra-uterine  'pregnancy. — There  are  many  circumstanct  ~ 
which  may  give  rise  to  a  discharge  from  the  uterus  during  preg- 
nancy, such  as  cancer,  inflammatory  or  congested  conditions  of 
the  OS,  etc.  An  important  class  of  cases,  however,  are  those  in 
which  there  is  an  occasional  sanguineous  discharge  from  the 
uterus,  which  may  or  may  not  simulate  menstruation,  in  women 
the  subject  of  extra-uterine  pregnancy.  A  rather  common 
symptom  in  cases  of  extra-uterine  pregnancy  is  sanguineous 
discharge  occasionally  occurring  during  the  two  or  three  months 
immediately  subsequent  to  the  date  of  the  supposed  impregnation. 
Thus  a  woman  six  weeks  after  the  date  in  question  has  a  haemor- 
rhage. This  may  be  due  to  abortion,  it  may  be  simply  undue 
retardation  of  menstruation,  it  may  be  due  to  extra-uterine 
pregnancy.  The  points  to  which  attention  should  be  directed, 
if  extra-uterine  pregnancy  be  suspected,  are  the  following: 
Presence  of  unusual  pain  at  a  particular  situation  in  the  pelvis  j 
detection,  by  digital  examination  of  the  vagina  and  by  examina- 
tion of  abdomen,  of  a  tumefaction  corresponding  with  the  seat  of. 
the  pain — an  increasing  enlargement.  If  the  patient  continue  to 
present  signs  of  pregnancy,  while  hcsmorrhage  recurs  occasionally, 
this  conjunction  of  signs  is  to  a  certain  extent  confirmatory  of  the 
suspicion.  And  supposing  the  patient  to  be  suddenly  seized,  at 
the  end  of  two  or  three  or  four  months,  with  symptoms  of 

'  Quoted  from  Henke's  Zeitsch.  I'.d.  73,  p.  402,  by  Casper,  oj).  cit.  p.  202. 
2  Lancet,  vol.  ii.  (1858),  p.  91.    See  also  a  case,  not,  however,  precisely  of  the 
same  kind,  recorded  by  me  in  vol.  viii.  p.  221,  of  tlie  Ohd.  Trans. 
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internal  hjemorrhage  (see  '  Pain  referable  to  Generative  Organs  '), 
a  history  such  as  that  indicated,  together  with  the  symptoms  of 
internal  hfemorrhage,  points  to  the  conclusion  that  the  case  is  one 
of  extra-uterine  pregnancy  and  rupture  of  the  cyst,  or  of  some 
vessel  in  its  neighbourhood.  In  a  remarkable  case  of  extra-uterine 
(tubal)  gestation,  related  by  Mr.  Cheesman,'  the  patient  went 
beyond  the  full  term,  never  even  suspecting  her  pregnant  con- 
dition, and  deceived  by  the  appearance  of  what  she  considered 
to  be  a  menstrual  discharge.  There  was  a  discharge  from  the 
vagina  every  five  or  six  weeks,  chiefly  in  clots.  The  case  is 
the  more  remarkable  that  the  patient  had  previously  had  four 
children. 

Lastly  it  must  be  stated  that  cases  in  which  menstruation, 
or,  at  all  events,  a  discharge  resembling  it,  is  present  for  two  or 
more  periods,  coincidently  with  pregnancy,  the  pregnancy  ending 
quite  naturally,  are  not  quite  so  rare  as  is  usually  stated. 

The  diagnosis  between  suppression,  of  the  catamenia  of  a 
pathological  nature  and  the  kind  of  suppression  just  alluded  to, 
in  which  there  is  a  physiological  reason  for  it,  is  occasionally 
difficult  when  the  catamenial  discharge  has  been  absent  only  for 
two  or  three  periods  ;  for  the  pathological  suppression  is  some- 
i  iraes  accompanied  with  some  of  the  general  symptoms  of  pregnancy, 
;is  morning  sickness,  swelling  of  the  breasts,  etc.,  when  pregnancy 
is  certainly  not  present.  This  form  of  suppression  very  closely 
simulating  pregnancy  is  noticed  by  Denman  and  Montgomery 
frequently  occiu-ring  soon  after  marriage ;  and  Montgomerv 
characterises  such  cases  as  always  liable  to  great  doubt,  and 
'  xtremely  embarrassing  to  the  practitioner.  In  an  instance  which 
came  under  my  own  observation,  a  like  obscurity  surrounded  the 
<  ise,  but  the  patient  had  been  married  for  several  years.  Under 
such  circumstances  the  decision  must  be  postponed,  and  a  guarded 
opinion  given. 

Another  case  which  is  often  a  source  of  embarrassment  is  pre 
sented  to  our  notice  in  young  women  in  whom  the  catamenial 
function  has  only  recently  been  set  up  ;  and  here  we  may  be  in 
doubt  whether  the  absence  be  due  to  suppression,  to  pregnancy, 
or  to  other  causes  which  have  been  already  considered.  The  ab- 
!sence  of  a  known  cause  for  suppression,  the  fact  that  the  patient 
continues  in  good  health,  and  the  absence  of  signs  of  pregnancy, 
would  lead  to  the  inference  that  the  case  was  one  of  retarded 
puberty  (the  age  of  the  patient  admitting  of  this  hypothesis) 

'  Lancet,  Sept.  14,  1861. 
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rather  than  one  of  suppression  in  the  sense  of  the  word  in  which  it 
is  now  used. 

Delay  in  the  appearance  of  menstruation  (Amenorrhaea) 
from  constitutional  causes. — In  this  class  of  cases  the  uterus  and 
other  organs  are  well  formed  up  to  a  certain  point,  but  M\  in 
undergoing  that  further  degree  of  change  or  increase  in  size  which 
is  usually  observed  at  the  age  of  puberty — the  advent  of  puberty, 
in  other  words,  is  retarded.    This  retardation  of  puberty  is,  in 
most  cases,  the  result  of  disease,  of  which  we  very  shortly  find 
other  evidences  present,  but  in  a  few  cases  the  puberty  is  retarded 
much  beyond  the  usual  time,  the  individual  remaining  apparently 
in  perfect  health.    These  two  classes  of  cases  are  widely  different, 
and  their  discrimination,  which  is  of  great  importance,  has  been 
already  pointed  out.    Amenorrhcea  from  non-secretion  of  the 
menstrual  fluid  in  women  who  have  arrived  at  puberty,  and  in 
whom  the  sexual  organs  present  no  remarkable  deviation  from  the 
normal  state,  is  a  symptom  of  very  great  interest,  the  cases  in- 
cluded under  this  head  being  very  numerous.    It  is  very  frequently 
the  case  that  this  form  of  amenorrhcea  is  connected  with  a  de 
fective  condition  of  the  general  health.  Of  the  general  condition.^ 
which  may  be  associated  with  this  form  of  amenorrhcea  Chlorosis  is 
perhaps  the  most  important.    The  signs  of  what  is  termed  the 
'  chlorotic  '  condition  are  the  following  :  At  the  period  when  the 
external  signs  of  puberty  begin  to  manifest  themselves,  the  patien 
usually  experiences,  at  monthly  intervals,  some  of  the  '  molimin 
menstruationis  '  before  referred  to,  but,  coincidently,  she  falls  int 
a  general  state  of  ill-health.    The  strength  fails,  there  is  extrem 
lassitude,  often  great  drowsiness  and  indisposition  to  exertion  o 
all  kinds;  there  is  cephalalgia,  often  very  intense  in  character 
the  whole  digestive  system  is  deranged ;  inappetency,  or  singu 
larly  depraved  states  of  the  appetite,  nausea,  obstinate  constipa 
tion — these  are  almost  constant  symptoms.    The  skin  assumes 
remarkable  and  highly  characteristic  ai^pearance,  being,  as  th 
name  chlorosis  denotes,  of  a  greenish-yellow  colour,  more  or  le 
intense  in  degree  in  different  cases  ;  a  ghostly  kind  of  pallidity  i 
often  seen.    The  lower  extremities  may  become  oedematous,  and 
the  disturbance  of  the  circulating  apparatus  is  evinced  both  by 
this  and  by  frequent  palpitations,  noises  in  the  ears,  and  alterations 
of  the  sounds  of  the  heart  and  of  the  great  vessels  detected  by 
auscultation.      The  chlorosis  and  the  amenorrhcea  are  to  be 
regarded  as  both  due  to  the  disordered  condition  of  the  whole 
nutritive  functions  of  the  body,  which  is  the  primary  etiological 
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element.  Chlorosis  may  be  observed  not  only  in  cases  where 
there  has  been  no  menstrual  discharge  of  any  kind,  but  also  in 
individuals  who  have  formerly  menstruated  slightly,  but  in  whom 
the  menstrual  phenomena  have  ceased  to  evince  themselves. 

In  a  certain  number  of  cases  the  tuberculous  diathesis  exerts 
an  influence  in  preventing  the  establishment  of  menstruation. 
This  phthisical  tendency  is  itself  an  evidence  of  an  extremely 
low  state  of  the  nutritive  powers. 

An  attack  of  severe  illness  of  any  kind  will  delay  or  prevent  the 
appearance  of  the  menses.  Dr.  West  mentions  a  case  in  point,  in 
which  a  severe  attack  of  scarlet  fever  at  the  age  of  fifteen  had  had 
the  effect  of  x^re venting  menstruation  up  to  the  age  of  twenty.  • 
Cretinism  has  a  similar  effect. 

Imperfect  establishment  of  menstruation. — Cases  of  this  kind 
are  not  uncommon.  The  jDeriod  of  puberty  arrives,  and  a  slight 
menstrual  discharge  appears,  then  ceases,  and  reappears  again 
sKghtly  at  the  end  of  two  months  or  more  or  less.  Or  the  coloured 
discharge  is  replaced  by  a  pale  fluid,  tolerably  regular  in  its 
monthly  appearance.  These  are  cases  to  which  the  term  amenor- 
rhoea  is,  strictly  speaking,  not  applicable,  but  they  really  belong 
to  the  same  category  as  those  just  considered,  for  as  a  rule  the 
deficient  menstruation  is  due  to  some  disorder  of  the  general 
health.  A  circumstance  sometimes  observed  in  cases  where  men- 
struation does  not  take  place  is  the  occurrence  of  what  is  termed 
vicarious  menistruation — a  periodic  sanguineous  discharge  from 
some  other  part  of  the  body,  one  of  the  mucous  surfaces,  or  the 
surface  of  an  ulcer. 

Suppression  of  menstruation. — Menstruation  may  be  arrested 
at  any  period  of  its  occurrence  by  the  operation  of  certain  external 
or  internal  causes,  the  stoppage  occurring  abruptly,  or  more  slowly 
and  gradually.    We  have  thus  two  distinct  types  of  cases. 

a.  Sudden  form.  —Here  the  circumstances  indicate  the  opera- 
i  tion  of  a  disturbing  element :  the  menstrual  period  having  arrived, 
the  discharge  has  continued  for  some  hours  and  has  then  suddenly 
ceased,  there  being  an  apparent  connection  between  the  cessation 
in  question  and  some  external  or  internal  disturbing  influence 
known  to  have  been  in  operation  at  that  particular  juncture.  Thus 
ithe  menstrual  flow  maybe  suddenly  suppressed  by  the  feet  getting 
wet  or  by  a  chill  received  in  any  other  way,  by  fright  or  by  the 
reception  of  distressing  or  exciting  news.     Dr.  Emmet  quotes 
J  three  cases  of  supx)ression  due  to  mental  shock  (2nd  ed.  page  175). 
'  Lectures  on  Diseases  of  Wowen,  p.  34. 
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These  are  the  most  common  causes  of  the  kind  of  suppressi(jii 
here  alhided  to.  Sexual  intercourse  has  been  known  to  pi-«>- 
duce  the  same  result.  The  first  symptom  of  the  presence  of  oii'' 
of  the  exanthematous  diseases  may  be  the  sudden  stoppage  of  tlic 
catamenial  discharge. 

Another  variety  of  this  form  of  suppression  is  that  in  whicli 
there  is  no  cessation  of  the  discharge  of  the  marked  character  just 
described  ;  the  discharge  continues  the  regular  number  of  days, 
but  fails  to  recur  at  the  expected  time.  This  form  of  suppression, 
as  also  that  which  may  be  called  '  suspension '  of  the  discharge, 
may  occur  from  a  variety  of  causes.  The  catamenial  function  is 
frequently  suspended,  according  to  Sir  Ranald  Martin,  in  ladies  on 
the  voyage  from  India  by  the  Cape.  Dr.  Tyler  Smith  states  that 
these  effects  of  a  marine  atmosphere  extend  in  some  habits  to  a 
residence  by  the  sea-side.  He  mentions  an  instance  in  point,  in 
which  a  lady  who  went  to  reside  at  one  of  the  islands  on  the 
western  coast  of  Scotland,  together  with  her  sister  and  their  two 
maids,  all  became  amenorrhceah'  Change  of  elevation  from  the 
Thames  Valley  to  500  feet  above  that  level  I  have  observed  to 
occasion  amenorrhoea  in  three  separate  individuals.  Montgomery 
notices  the  effect  of  mental  depression  in  producing  this  susi^en- 
sion  in  the  case  of  young  girls  confined  in  prison.  I  have  had 
occasion  more  than  once  to  observe  that  women  are  liable  to 
have  the  menstrual  discharge  suspended  for  one  or  two  periods 
after  first  going  to  reside  in  a  house  the  staircases  of  which  are  of 
stone  and  uncarpeted,  their  previous  residence  having  had  a  wooden 
staircase  only. 

/S.  Gradual  suppression. — Under  this  head  may  be  considered 
those  cases  in  which  the  discharge  having  diminished  in  amount 
for  two,  three,  or  more  periods,  or  the  interval  having  become 
longer  and  longer,  it  has  finally  ceased. 

The  causes  of  gradually  supervening  suppression  of  the  menses 
may  be  conveniently  classed  under  three  heads — constitutional, 
organic,  and  physiological. 

Constitutional. — Any  circumstance,  or  chain  of  circumstances/ • 
calculated  to  interfere  with  the  nutrition  of  the  body  generally 
and  the  due  performance  of  the  various  processes  the  sum  of  which 
constitutes  life,  may  give  rise  to  suppression  or  cessation  of  the- 
menstrual  secretion.  It  very  frequently  happens  that,  at  the  very 
time  when  the  vital  processes  are  in  a  state  of  great  activity—^ 
when  the  girl  is  changing  into  the  woman,  and  it  is  more  thaii; 

'  On  l^emorrhona,  p.  1 82. 
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ever  necessary  that  the  body  should  be  duly  exercised,  well 
nourished,  exposed  to  the  fresh  air,  and  recruited  by  sufficient 
rest— these  conditions,  so  necessary  to  due  development  and 
healthy  growth,  are  wanting.  Young  women  belonging  to  the 
lower  and  middle  classes  of  society,  and  who  are  engaged  for  many 
hours  daily  in  sedentary  occupations  of  various  kinds,  needlewomen 
especially,  more  particularly  suffer  in  this  way.  The  health 
gradually  fails,  and  after  a  time  menstruation  ceases.  Then,  and 
not  till  then,  in  the  majority  of  cases,  advice  is  sought.  Sup- 
pression not  seldom  takes  place  in  a  more  acute  manner  in  young 
women  so  engaged ;  a  slight  cause,  and  one  which  in  a  robust 
individual  would  be  inadequate,  being  now  sufficient  to  deter- 
mine it. 

When  this  gradual  suppression  is  observed  it  behoves  us  care- 
fully to  scrutinise  the  bodily  condition  of  the  patient  generally. 
The  suppression  is  an  important  symptom,  not  in  itself,  but  as 
indicative  of  some,  perhaps  deeply  seated,  morbid  change,  the 
early  detection  of  which  may  be  of  the  greatest  service  to  the 
patient,  if  a  right  use  be  made  of  the  knowledge  thus  acquired. 
The  more  common  of  the  general  constitutional  conditions  leading 
to  the  suppression  now  under  consideration  are — long-continued 
anxiety  of  mind,  plethora^  chlorosis,  ancemia,  severe  hcemorrhages, 
or  long-continued  discharges  from  the  various  mucous  surfaces, 
deposition  of  tubercle  in  the  lungs  or  other  organs. 

Premature  termination  of  the  catameftiia,  which  may  be  con- 
sidered as  a  form  of  amenorrhoea,  may  be  caused  by  chronic 
uterine  disease,  by  severe  and  repeated  haemorrhages,  etc.,  or  it 
may  occur  without  any  assignable  reason.  In  the  case  of  a 
woman  more  than  thirty  years  of  age,  the  amenorrhcea  may  turn 
out  to  be  j)ermanent,  although  of  course  this  could  not  be  known 
at  first. 

Of  the  local  causes  of  gradual  suppression,  the  following  are 
the  chief.  Flexions  of  the  uterus  frequently  completely  arrest 
menstruation,  the  discharge,  less  and  less  each  year,  finally  ceases 
long  before  the  proper  time  ;  and  although  in  the  majority  of 
cases  flexions  tend  rather  to  produce  menorrhagia  than  amenorrhoea, 
cases  of  amenorrhoea  are  sufficiently  common  in  connection  with 
their  presence.  The  discharge  becomes  scanty,  and  may  finally 
cease  altogether.  Anteflexions,  as  well  as  retroflexions,  may  pro- 
duce the  result  in  question.  Disease  of  the  ovaries  is  often  at- 
tended from  the  first  with  amenorrhoea,  but  not  by  any  means 
always.    When  one  ovary  alone  is  affected,  the  menstrual  functions 
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may  go  on  apparently  as  usual.  Chronic  'peritonitis,  resulting  in 
the  formation  of  constricting  bands  over  the  ovaries — a  condition 
to  the  frequent  occurrence  of  which  Dr.  Tilt  has,  in  this  country 
particularly,  called  attention — may  give  rise  to  amenorrhoea  of 
this  kind.  Chronic  hypertrophy  of  the  uterus  is  sometimes 
associated  with  amenorrhoea.  Fibrous  tumour  of  this  organ  also 
now  and  then  produces  amenorrhoea.  Absence  of  menstrual  dis- 
charge is  sometimes  noticed  previous  to  the  occurrence  of  peri- 
literine  hcematocele.  Stricture  of  the  cervical  canal  of  the  uterus 
occurring  after  pregnancy,  or  produced  by  the  repeated  application 
of  caustics  to  the  os  uteri,  is  occasionally  met  with  as  the  cause  of 
this  form  of  amenorrhoea. 

TREATMENT  OF  AMENORRHCEA  ARISING  FROM  DELAY  OF  PUBERTY 
OR  IMPERFECT  DEVELOPMENT  OF  THE  GENERATIVE  ORGANS. 

In  cases  where  the, arrival  of  puberty  is  simply  delayed,  if  the 
patient  be  apparently  strong  and  healthy,  and  if  there  be  no  ap- 
pearance of  menstrual  molimina,  no  interference  is  necessary,  at 
first  at  all  events  ;  and  under  these  circumstances  the  result  is 
usually  satisfactory.  The  bodily  rather  than  the  mental  faculties 
should  be  called  into  exercise,  and  every  means  taken  to  nourish 
and  invigorate  the  system. 

Absence  of  menstruation,  together  with  absence  of  menstrual 
molimina,  is  hardly  ever  noticed  after  the  age  of  nineteen  or 
twenty,  unless  dependent  on  defective  development  of  some  part 
of  the  generative  apparatus.  In  the  chapter  on  '  Uterine  Malfor- 
mations, etc.,'  will  be  found  cases  illustrative  of  this  condition. 
In  cases  of  defective  development  of  the  uterus  or  other  of  the 
generative  organs,  the  patient  may  be  otherwise  in  perfect  health. 
Those  cases  are  the  least  encouraging  in  which  the  menstrual 
molimina  are  entirely  absent.  Where  the  absence  of  menstruation 
is  connected  with  the  presence  of  an  undersized  uterus— the  '  in- 
fantile '  uterus— Sir  J.  Y.  Simpson  recommended  the  continued 
wearing  of  a  series  of  small  galvanic  pessaries  of  greater  and 
greater  length  and  thickness,  a  practice  which  has  been  since 
adopted  with  occasional  success. 

It  need  hardly  be  stated  that  cases  requiring  this  method  of 
treatment  are  very  exceptional  indeed.  The  circumstances  Avhich 
might  justify  or  necessitate  its  adoption  would  be  those  in  which 
general  invigorating  measures  have  been  fruitlessly  tried  for  a 
considerable  period  (which  period  would  vary  according  to  the  age 
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of  the  patient),  a  very  complete  diagnosis  made  as  to  the  state  of 
the  uterus,  and  the  condition  of  the  health  of  the  individual  being 
such  as  conclusively  to  show  that  the  absence  of  menstruation  is 
not  dependent  on  any  defect  therein.  The  employment  of  Fara- 
disation promises  good  results  under  such  circumstances.  In  a 
well-mai'ked  instance  of  infantile  uterus  in  a  girl  set.  20  who  had 
never  menstruated,  this  agent  was  used  under  my  direction  in 
University  College  Hospital  for  some  weeks.  The  action  of  the 
current  had  the  effect  latterly  of  inducing  a  copious  leucorrhoeal 
discharge.  The  patient  became  vastly  improved  by  the  treatment 
adopted,  and  left  the  hospital  for  benetit  of  change  of  air  ;  but  of 
the  final  issue  of  the  case  I  have  no  information. 

The  prospect  of  a  good  result  from  such  internal  treatment  of 
the  uterus  is  infinitely  small,  unless  the  uterus  be  of  a  tolerable 
size.  For  instance,  if  the  uterus  be  half  an  inch  too  short,  and 
the  patient  has  arrived  at  the  age  of  twenty,  little  benefit  of  any 
kind  could  be  expected.  The  double  examination  described  at 
p.  29  should  be  always  instituted  in  such  cases  :  care  is  required 
to  distinguish  between  a  flexed  uterus  and  one  which  is  too  short. 
Further,  it  must  be  recollected  that  the  imperfectly  developed 
uterus  has  naturally  a  greater  degree  of  anteflexion  than  in  the 
normal  state. 

In  some  cases,  where  the  general  health  appears  to  be  good 
but  no  menstruation  occurs,  marriage  is  efficacious  in  inducing  the 
appearance  of  the  menstrual  flow.  Marriage  should  not,  however, 
be  recommended  with  the  view  of  curing  amenorrhoea,  unless 
means  have  been  taken  to  ascertain  that  the  vagina  and  uterus 
are  well,  or  reasonably  well,  developed. 

TREATMENT  OF  AMENORRHCEA  ASSOCIATED  WITH  DISORDER  OF 

THE  GENERAL  HEALTH. 

i  A  large  number  of  such  cases  come  before  us :  the  discharge 
I  has  appeared  once  or  twice,  slight  in  quantity,  and  has  then 
I  ceased ;  the  subjects  of  these  symptoms  being  usually  young 
i  women  between  the  ages  of  twelve  and  eighteen,  suffering  from 
■  general  indisposition  of  some  sort,  with  which  the  amenorrhoea  is 
I  associated.    In  a  smaller  number  of  instances  there  has  been  no 

attempt  at  menstruation,  the  patient  having  fallen  into  a  state  of 

ill-health  before  arriving  at  the  menstrual  age. 

The  relation,  as  cause  and  affect,  subsisting  between  the  dis- 
I  order  of  the  general  health  and  the  absence  of  menstruation,  it  is 
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exceedingly  important  to  recognise  from  a  therapeutical  point  of 
view.  'The  function  of  menstruation,'  says  Sir  Charles  M.  Clarke, 
'  like  the  other  functions  of  the  body,  is  best  performed  when  the 
system  is  in  health.  Now,  health  is  not  constituted  by  excess  of 
fulness,  or  by  the  performance  of  violent  actions,  any  more  than 
by  debility  or  enfeebled  action;  consequently  the  exhibition  of 
stimulants  will  not  influence  this  secretion,  unless  attention  be 
given  to  the  restoration  of  the  general  health  of  the  patient  even 
in  cases  of  debility.  Still  less  will  such  a  mode  of  treatment  be 
applicable  to  cases  of  interrupted  menstruation  occurring  in  ple- 
thoric habits,  where  the  presence  of  the  plethora  itself  is  the  cause 
of  the  interruption  of  the  due  performance  of  the  natural  secre- 
tions. Instead,  then,  of  resorting  to  such  measures — to  the  em- 
ployment of  the  whip  and  of  the  spur  in  such  cases  (when,  if  they 
do  anything,  they  do  mischief) — let  the  morbid  peculiarities  of 
the  constitution  and  the  habits  of  life  of  the  patient  be  taken  into 
consideration ;  let  the  first  be  counteracted,  the  second  be  im- 
proved ;  let  the  sanguine  have  her  excess  of  fulness  diminished, 
let  the  debilitated  have  her  powers  augmented ;  in  short,  let  the 
general  health  be  amended,  and  the  functions  of  health  will  be 
restored.'  ^  This  is  sound  doctrine.  The  fruitlessness  and  ab- 
surdity of  attempting,  by  so-called  emmenagogues  alone,  to  cure 
amenorrhcea  coexisting  with  impaired  health,  are  obvious.  It 
must  be  held  to  be  decidedly  improper,  by  local  stimulation  of 
the  uterus,  to  attempt  to  produce  a  menstrual  flow  in  a  phthisical 
patient,  for  instance — certainly,  to  give  a  prominent  place  to  such 
treatment.  It  is  the  experience  of  all  observant  practitioners  that 
those  remedies  act  most  efficiently  as  emmenagogues  which  pro- 
duce a  most  decidedly  beneficial  effect  on  the  defective  condition 
of  the  general  health.  In  treating  such  cases  successfully,  the 
production  or  the  re-establishment  of  the  menstrual  secretion  is 
the  final  result  to  be  attained.  Improvement  in  other  respects 
must  be  effected  first ;  the  rest  will  follow  as  a  matter  of  course, 
in  the  vast  majority  of  cases. 

The  treatment,  then,  must  be  general — to  find  out  what  is 
the  weak  point,  and  to  attack  this.  Either  the  patient  has  been 
living  badly,  taking  too  little  food,  or  food  not  sufficiently  nutri- 
tious— suffering,  in  fact,  from  a  form  of  chronic  starvation  ;  or 
she  has  been  leading  a  life  too  sedentary  or  too  artificial,  deprived 
of  pure  air — in  short,  subjecting  the  body,  at  a  very  critical  period, 
to  many  influences  known  to  be  incompatible  with  sound  health. 

'  Diseases  of  Females,  part  ii.  p.  38. 
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A  very  important  element  in  the  treatment  of  amenorrlioea  in 
many  cases  is  the  employment  of  rest,  especially  at  the  time 
when  the  menstrual  period  might  be  expected  to  occur.  More 
particularly  is  this  necessary  in  cases  where  the  amenorrhoea  has 
been  brought  on  by  over-exertion  and  under-feeding.  Thus,  I 
may  cite  the  case  of  a  young  lady  who  had  not  menstruated  for 
over  a  year,  and  had  plainly  taken  too  much  exercise  and  too  little 
food.  She  was  directed  to  maintain  the  recumbent  posture  for 
some  weeks,  but  she  had  only  carried  out  these  directions  for  a 
fortnight  when  the  menstruation  returned,  and  was  afterwards 
regular  in  its  appearance.  In  cases  where  we  may  not  think  it 
necessary  to  proscribe  exertion,  the  horizontal  position  should  be 
frequently  adopted  instead  of  the  sitting  one.  We  thus  relieve 
the  heart  of  a  part  of  the  work  it  has  to  do,  and  at  the  same  time 
relieve  the  uterus  from  undue  pressure. 

In  the  industrial  classes  of  the  community,  neglect  of  hygienic 
laws  is  still  productive  of  an  immense  amoimt  of  mischief  in  this 
respect.  In  the  higher  classes  of  society  it  is  too  frequently  the 
case  that  the  solicitude  of  parents  as  to  the  mental  culture  of 
their  children  interferes  materially  with  maintenance  of  physical 
health ;  and  this  is  the  chief  reason  why,  in  schools  especially, 
there  has  been  too  little  time  devoted  to  exercise,  and  too  much 
to  sedentary  intellectual  work.  The  fault  which  is  frequently 
committed  in  the  management  of  young  women  and  girls  at 
school  is  the  want  of  adjustment  of  the  amount  of  exercise  to  the 
particular  case.  Some  girls  are  strong  and  well  nourished,  and 
such  may  be  benefited  by  a  good  long  walk,  always  provided  that 
they  are  trained  to  such  exercise.  On  the  other  hand,  girls  who 
have  not  been  well  fed,  whose  tissues  are  weak  and  relaxed,  suc- 
cumb frequently,  or  lay  the  foundations  of  serious  disease  after  a 
course  of  long  walks  for  which  they  are  not  fitted  in  any  sense  of 
the  word.  What  that  serious  disease  may  be  has  been  described 
in  the  chapter  on  the  'Etiology  of  Flexions'  (see  p.  143).  From 
the  facts  there  cited  it  is  sufficiently  evident  that,  unless  carefully 
regulated,  severe  exercise  is  dangerous  in  the  case  of  young  women 
not  strong  and  not  well  fed.  It  has  been  the  practice  to  recom- 
mend such  exercises  as  horse  exercise,  long  walks,  etc.,  in  cases  of 
amenorrhoea.  I  have  seen  several  cases  where  the  following  of 
this  advice  has  been  productive  of  great  injury.  It  should  be, 
but  it  is  not,  needless  to  add,  that  the  observance  of  early  hours, 
administration  of  good  and  nourishing  food,  thorough  ventilation, 
warm  clothing,  are  all  essentially  necessary  for  the  preservation  of 
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health  dming  the  two  or  three  years  preceding  and  following  the 
date  of  commencement  of  menstruation.  Observance  of  these 
rules — necessary  to  maintain  individuals  of  good  constitution  in  a 
state  of  health — is  doubly  necessary  when  there  is  a  tendency  to 
'  weakness,'  or  when  disorder  of  any  kind  is  actually  present.  On 
the  important  question  of  the  dietary,  and  the  effects  of  insufficient 
food  (qualitative  as  well  as  quantitative),  see  a  former  chapter, 
p.  97. 

We  generally  find,  as  an  effect  of  the  bad  state  of  health  of 
the  patient,  partly  also  as  a  cause  of  the  same,  that  there  is  great 
sluggishness  and  inactivity  of  the  digestive  organs,  evinced  by 
want  of  appetite  and  constipation ;  and  hence,  before  it  is  possible 
to  administer  the  amount  of  nutritious  food  the  patient  requires, 
it  is  frequently  necessary  to  effect  an  improvement  in  the  condi- 
tion of  the  digestive  organs.  Five  or  ten  grains  of  the  compound 
rhubarb  pill,  followed  by  a  small  dose  of  an  aperient  saline  such 
as  Friedrichshall  water  or  Hunyadi  Janos  the  next  morning,  may 
be  given  once  or  twice  a  week  at  first.  Stronger  medicines  are 
rarely  necessary.  Hygienic  measures,  exercise  in  the  oj)en  air, 
sponging  with  cold  water,  friction  of  the  skin  night  and  morning 
with  a  rough  towel,  these  are  valuable  accessory  measures,  the 
importance  of  which  must  be  thoroughly  explained  to  the  patient, 
or  they  will  not  be  regularly  and  efficiently  carried  out.  The 
patient  should  be  well  clothed,  and  great  care  taken  to  keep  the 
surface  and  extremities  warm.  '  It  is,'  says  Sir  James  Clark,  'of 
the  greatest  consequence  to  invalids  to  maintain  an  active  state 
of  the  circulation  in  the  surface  and  extremities,  which  cannot  be 
done  in  this  country  without  the  assistance  of  warm  clothing.' 
These  remarks  apply  with  great  force  to  the  particular  cases  now 
under  consideration.  After  a  few  days,  tonics,  as  iron  and  quinine, 
may  be  given  twice  or  thrice  daily,  the  condition  of  the  bowels 
being  regulated  according  to  circumstances.  One  tea-spoonful  of 
castor-oil  given  every  morning  is  a  very  efficient  remedy,  when 
the  patient  is  not  strong  enough  to  take  much  exercise,  and  when 
straining  at  stool  must  be  avoided. 

The  efficacy  of  iron  in  cases  of  amenorrhoea  is  very  great.  It 
is  best  given  as  one  of  the  components  of  a  natural  mineral  water. 
As  a  medicine,  it  may  be  given  in  almost  any  form.  The  syrup 
of  the  phosphate  is  a  good  preparation.  The  citrate  of  iron  and 
quinine  is  a  good  combination  of  the  two  remedies. 

The  dyspepsia  often  present  in  such  cases  is  a  most  trouble- 
some complication,  and  is  best  treated  by  administering /regucjif/// 
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and  in  very  small  quantities,  for  some  days  together,  food  of  the 
simplest  character;  avoiding  all  solid  matters,  and  giving  the 
patient  only  such  food  as  it  may  be  found  by  experiment  she  is 
able  to  digest  freely  and  easily.  Milk  and  water,  weak  beef-tea, 
yolk  of  egg  beaten  up  uncooked  with  milk,  soups,  Brand's  essence 
of  beef,  are  some  of  the  most  nutritious  and  easily  digested  foods. 
In  some  cases  the  use  of  artificially  pre-digested  food  is  a  most 
valuable  resource. 

Wine  is  useful  in  many  cases,  particularly  in  cases  where  the 
patient  has  been  in  a  state  of  chronic  starvation  (and  such  a  state 
of  things  is  not  confined  to  the  lower  classes  of  society)  for  some 
months  or  possibly  years  past.  The  wine  assists  the  patient  to 
take  food,  and  certainly  materially  supports  the  strength.  To  the 
administration  of  meat  food  I  attach  much  importance.  It  should 
be  given  two  or  even  three  times  a  day  or  oftener,  but  in  small 
quantities  at  a  time  (see  pp.  98,  et  seq,). 

Every  means  that  can  be  devised  to  put  the  body  in  a  sound 
state  of  health  will  be  beneficial  as  regards  the  end  in  view — the 
induction  of  menstruation.  This  point  must  ever  be  kept  in 
view  :  amenorrhoea  is  only  a  symptom,  not  a  disease. 

After  suitable  means  have  been  well  tried,  and  the  condition 
of  the  health  improved,  it  is  occasionally  advisable  to  send  the 
patient  to  the  sea-side  for  a  short  time,  or  at  all  events  to  order  a 
change  of  air.  In  some  cases,  when  medicines  of  a  ferruginous 
nature  are  not  borne  well,  it  is  found  advantageous  to  send  the 
patient  to  live  in  the  neighbourhood  of  a  chalybeate  spring.  The 
small  quantity  of  iron  which  the  water  contains  enables  it  to  be 
taken,  besides  which,  the  change  of  air,  scene,  and  occupation  has 
a  most  beneficial  effect  in  improving  the  condition  of  the  health. 
The  waters  of  Schwalbach,  Spa,  Pyrmont,  Driburg,  Kissingen,  are 
some  of  those  most  to  be  recommended  for  internal  administration. 
The  ferruginous  waters  are  not,  however,  to  be  exclusively  recom- 
mended in  obstinate  cases  of  ill-health  associated  with  amenor- 
rhoea, for  in  some  cases  the  continual  use  of  hot  baths,  such  as 
those  of  Vichy,  Ems,  Carlsbad,  Wiesbaden,  or  Baden-Baden,  do 
great  good  by  increasing  the  action  of  the  skin  and  of  the  secret- 
ing apparatus  generally.  Above  all,  patience  is  necessary  in  the 
treatment ;  we  must  not  expect  the  discharge  to  appear  at  once 
and,  in  point  of  fact,  the  patient  usually  improves  in  all  other 
respects  before  this  evidence  of  the  cure  being  completed  is  ob- 
tained. 

Are  emmenagogues,  then,  never  to  be  given  with  the  view  of 
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producing  in  a  more  direct  and  immediate  manner  the  catamenial 
flow  ?  But  rarely.  They  are  more  especially  applicable  in  the 
cases  to  be  presently  considered,  where  there  is  suppression  and 
where  the  menses  have  been  present.  The  actual  and  immediate 
production  of  the  menstrual  flow  in  the  class  of  cases  now  con- 
cerned is,  however,  advantageous  in  one  way,  that  it  sets  at  rest 
any  doubt  we  may  have  as  to  the  possibility  of  menstruation  And 
the  more  direct  action  may  be  sought  to  be  induced  in  cases  where 
general  measures  have  been  fliirly  tried  and  found  unavailing ; 
also  in  cases  where,  the  general  health  being  good,  and  no  attempt 
at  menstruation  observed,  it  is  thought  expedient  to  try  this 
method  of  treatment  as  a  kind  of  dernier  ressort.  The  best 
method  to  follow  in  endeavouring  to  induce  directly  this  action  of 
the  uterus  will  be  considered  presently. 

Chlorosis  and  amenorrhoea. — What  has  been  said  respecting 
the  management  of  cases  of  amenorrhoea,  with  disorder  of  health 
of  whatever  kind,  is  here  apphcable.  These  cases  are  now  and 
then  obstinate,  and  in  a  chronic  case  time  and  patience  are  very 
requisite.  The  bowels  are  generally  very  costive.  Daily,  a  laxa- 
tive draught  should  be  given,  the  medicine  selected  being  that 
which  acts  most  easily — rhubarb,  Eochelle  salt  with  manna,  castor- 
oil  ;  these  are  some  of  the  simplest  we  can  select,  and  by  no  means 
the  worst ;  and  once  a  week  or  so  a  stronger  draught  containing 
decoction  of  aloes  with  some  aperient  salt  may  be  required.  F'er- 
ruginous  preparations  are  essential ;  small  doses  are  generally  the 
best ;  and  they  are  most  efficacious  when  given  as  constituents 
of  mineral  waters.  It  is  often  a  matter  of  experiment  as  to  which 
form  of  iron  suits  the  best.  The  subjects  of  chlorosis  are  often  so 
debilitated  that  great  care  is  at  first  necessary,  and  they  are  unable 
to  take  much  food  or  to  bear  much  active  exercise.  Hence  a 
vigorous  treatment  is  not  at  first  advisable.  We  must  adapt  the 
food  and  the  regimen  to  the  strength  of  the  patient.  Wine 
and  good  food  are  most  essential  in  the  management  of  these 
cases. 

Amenorrhoea  luith  vicarious  menstruation. — The  object  of 
the  treatment  in  these  cases  is  first  to  improve  the  state  of  the 
health,  which  is  generally  bad,  by  tonics,  etc.,  and  secondly,  to 
endeavour  to  induce  congestion  of  the  uterus  and  pelvic  viscera  at 
the  menstrual  periods.  The  patient  should  be  treated,  in  fact,  as 
if  she  were  the  subject  of  menstrual  suppression.  Lastly,  it  will 
be  necessary  to  alleviate  any  discomfort,  pain<,  or  inconvenience 
which  may  be  consequent  on  the  presence  of  the  unusual  dis- 
charge. 
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TREATMENT  OF  SUPPRESSION  OF  MENSTRUATION. 

In  a  case  of  amte  suppression  of  the  menses,  if  seen  in  time, 
the  proper  treatment  would  be  to  place  the  patient  immediately 
in  a  warm  hip-bath,  and  to  administer  a  stimulant,  such  as  hot 
gin-and- water,  and,  especially  if  a  sudden  chill  be  the  cause,  to 
endeavour  to  excite  tlie  action  of  the  skin  by  placing  the  patient 
in  bed,  and  giving  a  dose  (ten  to  fifteen  grains)  of  Dover's  powder. 
A  sinapism  should  be  applied  to  the  hypogastric  region ;  hot-water 
bottles  or  bags  to  the  lumbar  region.  In  strong  or  plethoric  habits, 
cupping  to  the  loins,  or  venesection,  would  be  proper ;  leeches  to 
the  upper  and  inner  part  of  the  thigh  might  be  used  in  most  cases. 
It  is  probable  that  the  most  powerful  means  of  inducing  the  return 
of  the  discharge  under  such  circumstances  would  be  either  the 
application  of  electro-galvanism,  or  the  administration  of  an  enema 
containing  aloes  by  the  rectum.  It  generally  happens,  however, 
that  when  the  patient  comes  under  observation  the  period  for  such 
treatment  is  gone  by.  We  must  in  such  cases  wait  until  a  day  or 
two  before  the  next  period,  and  then  apply  suitable  remedies. 
The  remedies  consist  in  keeping  the  patient  quiet,  maintaining  a 
comfortable  temperature  of  the  body  generally,  placing  her  in  a 
hip-bath,  with  mustard,  night  and  morning,  for  three  or  four  times 
if  necessary,  administering  two  or  three  times  a  day  a  warm  stimu- 
lating draught,  and  if  the  case  be  obstinate,  and  other  circum- 
stances do  not  forbid,  in  using  galvanism,  or  some  one  of  the 
emmenagogues  to  be  presently  spoken  of.  Opium  is  a  most  valu- 
able remedy  in  cases  where  mental  emotions  have  had  to  do  with 
the  suppression.  We  now  and  then  meet  with  cases  of  sudden 
suppression  in  young  women  of  weakly  habit,  who  have  been  sub- 
jected to  disturbing  emotional  influences  at  the  menstrual  period. 
In  these  cases,  opium,  and  a  supply  of  good  nourishment,  should  be 
both  freely  given,  and  rest  and  quietude  enjoined. 

Many  different  medicines  or  remedial  measures  are  set  down 
as  efficacious  in  inducing  the  flow  of  the  menses  ;  but  they  are 
exceedingly  uncertain  in  their  effects  and  action  in  different  indi- 
viduals, and  very  frequently  have  no  effect  whatever.  Most  of  the 
so-called  emmenagogues  act,  it  must  be  concluded,  by  producing 
congestion  and  fulness  of  the  vessels  of  the  uterus  and  surrounding 
parts.  The  following  are  some  most  recommended  :  aloes  in  form 
of  enema,  dissolved  in  soap  and  water  (Aran) ;  the  old  pill  of  aloes 
and  myrrh  of  the  Pharmacopoeia,  which  should  be  given  in  doses 
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of  five  grains  or  upwards,  every  night  and  morning,  for  a  few  days 
prior  to  the  expected  period ;  liquor  ammoniae,  dissolved  in  milk 
(a  tea-spoonful  of  the  ammonia  in  a  pint  of  milk  injected  into  the 
vagina)  ;  savin,  the  oil  of  which  may  be  given  dissolved  in  muci- 
lage in  doses  of  three  or  four  drops  (Sir  Charles  Clarke,  Dr.  Tilt, 
and  others) ;  iodine  (Dr.  Eigby,  who  preferred  it  in  the  form  of 
iodide  of  iron);  Sir  Charles  Locock  found  a  combination  of  myrrh, 
aloes,  sulphate  of  iron,  and  the  essential  oil  of  savin,  frequently  of 
great  utility.  Ergot  of  rye,  in  doses  of  ten  grains  three  times  a 
day,  is  also  highly  spoken  of  by  the  same  authority. 

Mustard  has  been  said  (Ashwell,  Rigby)  to  have  an  emmena- 
gogue  effect,  given  in  doses  of  ten  or  twelve  grains.  Dr.  Ashwell 
considered  mercury  the  best  remedy  of  the  kind,  and  it  has  cer- 
tainly appeared  to  me  to  do  good  in  some  cases  in  which  I  have 
employed  it.  On  two  successive  nights,  at  the  time  of  the  next 
expected  period,  a  dose  may  be  given,  each  consisting  of  five 
grains  of  calomel  and  six  grains  of  aloes,  followed  by  a  Seidlitz 
powder  in  the  morning.  The  dose  must  be  smaller  than  this  if 
the  patient  be  very  feeble  ;  indeed,  presence  of  feebleness  is  contra- 
indicative  of  necessity  for  this  kind  of  treatment  at  all.  The 
syrup  of  the  iodide  of  iron  is  the  remedy  I  have  most  frequently 
employed,  and  I  think  highly  of  it  for  long-standing  amenorrhoea 
originally  arising  from  suppression. 

Sir  J.  Y.  Simpson  employed  as  a  means  of  cure  the  apj)lication 
of  direct  stimulants  to  the  interior  of  the  uterus — nitrate  of  silver, 
cantharides,  or  iodine — by  means  of  a  jporte  caustique,  the  appli- 
cation to  be  made  at  the  time  when  menstruation  should  occur, 
and  repeated  at  monthly  intervals ;  he  also  recommended  a  kind 
of  dry  cupping  of  the  interior  of  the  uterus,  and  the  employment 
of  galvanic  intra-uterine  pessaries  of  peculiar  construction,  in  the 
form  of  amenorrhoea  now  under  consideration.  Dr.  Althaus  states 
that  he  has  in  many  cases  found  great  benefit  from  Faradisation 
assiduously  and  properly  applied ;  Pulvermacher's  apparatus  is 
also  a  most  simple  and  ingenious  method  of  continuously  applying 
this  therapeutic  agent,  and  is  peculiarly  suited  for  chronic  cases 
of  amenorrhosa  after  the  general  health  has  been  re-established  by 
suitable  means. 

Cases  of  chronic  suppression  require  to  be  treated  on  the  fore- 
going principle — first,  to  correct  the  ill-health  generally  present, 
then  to  encourage  month  by  month,  by  gentle  measures,  the 
return  of  menstruation. 
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TREATMENT  OF  CASES  OF  MENSTRUAL  RETENTION. 

The  various  physical  conditions  giving  rise  to  menstrual  reten- 
tion require  each  a  suitable  method  of  treatment. 

1.  Absence  of  vagina  and  menstrual  retention. — Here  men- 
struation is  not  230ssible,  there  being  no  communication  between 
the  vulva  and  the  uterus.    Absence  of  such  a  communication  is 
sometimes  associated  with  defective  development  of  the  uterus ; 
and  in  such  cases,  even  if  a  communication  existed,  menstruation 
would  not  for  that  reason  occur ;  but  in  other  instances,  although 
i  the  vagina  is  wanting,  the  uterus  is  well  developed,  and  menstrual 
!  blood  is  poured  into  its  cavity  at  each  menstrual  period.  The 
I  distension  of  the  uterus  may  be  very  considerable,  the  sufferings 
j  of  the  patient  gradually  increasing  in  intensity,  chlorosis  and 
j  other  signs  of  grave  constitutional  disorders  being  present.  The 
only  treatment  caj^able  of  affording  relief  is  a  mechanical  one. 
I  The  difficulties  encountered  in  affording  such  relief  vary  in 
different  cases,  but  are  always  very  much  greater  than  in  the  case 
of  imperforate  hymen  with  retention.    And  not  only  are  the 
difficulties  greater,  but  the  danger  from  an  operation  is  more 
considerable. 

The  case  operated  on  by  Amiissat  ^  will  probably  always  be  quoted 
at  once  to  illustrate  the  difficulties  of  an  attempt  to  make  a  vaginal 

I  canal,  and  to  point  out  how  these  difficulties  may  best  be  overcome. 

i:  The  case  was  that  of  a  girl  aged  15^  years,  in  whom  the  vagina  was 
absent,  and  who  had  suftered  from  symptoms  of  menstrual  retention 
since  the  age  of  13.  There  was  a  tumour  above  the  pelvis  the  size  of 
the  uterus  at  six  months'  gestation.    The  tumom-  was  felt  from  the 

I  rectum  ;  the  urethra  was  the  only  opening  at  the  vulva,  and  a  sound 

j.  passed  into  it  could  be  felt  from  the  rectum  tln-ough  a  very  thin  par- 

I  tition  {*  k  travers  des  parties  tr^s  minces').    The  diagnosis  was  evident. 

I  Thereupon  Amussat,  after  stretching  the  vulva,  pushed  the  handle  of  a 
and  upwards  beneath  the  tirethra,  and  then,  using  the  little  finger  in 
;i  similar  manner,  sought  to  make  a  pa-ssage  towards  the  fluctuating 
jx'lvic  tumour,  in  the  direction  of  the  vagina.  By  drawing  the  perinseum 

'  downwards  and  at  the  same  time  pushing  the  finger  inwai'ds,  a  sort  of 
>-'  l)aration  was  effected.    Sponge  was  now  inserted  to  maintain  the 

I  dilatation,  and  three  days  later  this  combined  tearing  and  dilatation  process 
\vas  resorted  to  anew.  After  two  further  attempts,  on  the  two  follow- 
in  i(  days  respectively,  the  tumour  was  finally  arrived  at.  The  dilatation 
was  koi)t  iq)  by  means  of  sponge.    On  the  tenth  day  after  the  first 

■'openitive  procedure  the  tumour  was  punctured,  first  by  a  trochar,  and 

'  Gaz.  Mcdicale,  1835,  pp.  785  and  817. 
G  (x 
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next  by  a  bistoury,  and  the  menstrual  fluid,  so  long  retained  in  the 
uterus,  allowed  to  escape.  The  tumour  was,  at  the  time  of  the  operation, 
two  inches  from  the  vulva.  The  opening  into  the  uterus  was  enlarged, 
and  a  canula  inserted.  Inflammation  of  the  left  Fallopian  tube  resulted, 
clots  were  expelled  from  the  rectum.  Four  times  after  this  the  patient 
suffered  from  menstrual  retention,  but  a  cure  was  finally  obtained,  and 
she  was  restored  to  such  perfect  health  that  two  years  later  the  question 
of  the  propriety  of  marriage  was  seriously  discussed. 

Amussat  rejected  the  use  of  the  knife  from  the  obvious  difficulty 
of  avoiding  the  bladder  on  one  side,  and  the  rectum  on  the  other. 
The  chief  difficulty  of  following  Amussat's  plan  is  the  tediousness 
of  the  procedure,  and  the  objection  on  the  part  of  the  patient  to 
its  continuance.  In  a  case  related  by  Bernutz '  the  operative  pro- 
cedure was  interrupted  for  this  reason,  when,  as  it  appeared  from 
what  took  place  subsequently,  the  tumour  of  the  uterus  was  on 
the  point  of  being  reached.  In  a  case  very  much  resembling  that 
of  Amussat's,  Dr.  Braxton  Hicks  was  prevented  completing  what 
promised  to  be  a  very  successful  operation  for  the  formation  of  a 
vagina,  in  a  similar  way.^ 

Another  method  of  treatment  which  has  been  adopted  in  cases 
of  this  kind  is  to  puncture  the  uterus  from  the  rectum.  It  is 
obvious  that  this  procedure  is  open  to  the  serious  objection  that 
the  passage  made  for  the  escape  of  the  menstrual  blood  is  not  in 
the  natural  position,  while  the  evacuation  of  the  fluid  is  also  less 
under  the  operator's  control.  It  appears  that  in  some  cases,  how- 
ever, the  septum  between  the  m-ethra  and  rectum  is  so  thin  as  not 
to  admit  of  the  attempt  to  form  a  passage  to  the  retained  fluid  in 
that  position. 

If  formation  of  a  vagina  be  really  impossible,  this  tapping  of 
the  uterus  from  the  rectum  is  the  only  alternative.  For  the  per- 
formance of  the  operation  a  curved  trochar  is  necessary,  and  great 
care  must  be  exercised  so  as  to  avoid  injuring  the  bladder.  The 
observations  as  to  the  manner  in  which  the  fluid  should  be 
allowed  to  escape  from  the  uterus,  which  will  be  presently  made 
in  relation  to  imperforate  hymen,  here  apply  with  still  greater 
force.  The  evacuation  of  the  fluid  must  be  made  very  slowly,  the 
recumbent  posture  must  be  maintained,  and  opiates  will  be  pro- 
bably required. 

An  interesting  case  was  related  to  the  Obstetricnl  Society  hy 
Mr.  Baker  Brown,  in  whicli  there  was  vaginal  atresia  with  men- 
Htrual  retention  of  two  years'  duration,  the  uterus  as  large  as  at 
•  Loc.  cit.  p.  ;:07.  Obst.  Trans,  vol.  iv.  p.  232. 
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four  months  of  gestation.  The  uterus  was  tapped  as  above,  the 
trochar  left  in  for  a  fortnight.  A  month  hater  the  patient  men- 
struated per  rectum.  In  two  cases,  very  simihir  to  the  one  rehated 
by  Mr.  Brown,  Dr.  Braxton  ILicks  performed  the  same  operation, 
and  evacuated  the  contents  of  the  uterus  successfully.  Dr.  Hicks 
considers  that  the  canula  should  not  be  left  in  the  opening  thus 
made  for  longer  than  ten  or  twelve  hours,;  to  avoid  the  introduc- 
tion of  air  he  recommends  the  canula  to  be  plugged  just  before 
the  complete  evacuation  of  the  uterine  contents. 

Dr.  Emmet  has  operated  very  successfully  in  some  cases  of  the 
same  kind.  He  procures  *a  passage  by  a  combined  process  of 
cutting  and  tearing,  using  a  trochar  finally  to  draw  off  the 
retained  menses,  and  washing  out  the  uterus  at  the  end  of  the 
process  and  inserting  a  glass  dilator.    Dr.  Galabin  ^  records  two 

j  cases  where  a  somewhat  similar  operation  was  performed  ;  but  his 

i  experience  was  unfavourable  to  the  use  of  an  injection  into  the 
uterus  as  a  part  of  the  operation,  for  one  of  the  two  patients  died. 

j  Dr.  Gralabin  considers  the  congenital  cases  more  unfavourable  for 
use  of  injections.  He  also  cites  four  cases  of  operation  in  which 
the  occlusion  w,as  the  result  of  cicatricial  contracture  following 
labour  or  operative  procedures,  in  which  he  allowed  the  fluid  to 
drain  off  after  puncture,  not  using  uterine  injections  until  twelve 
hours  after ;  all  the  four  cases  doing  well. 

As  regards  the  general  question  of  the  success  attending 

i  operations  of  the  above  character,  it  appears  that  so  far  as  the 

j  relief  of  the  retention  is  concerned  they  are  tolerably  successful ; 

I  and  there  is  no  great  difficulty  in  maintaining  an  outlet  sufficient 
for  escape  of  menstrual  products.  But  as  regards  the  maintenance 
of  a  vaginal  canal  sufficient  for  marital  purposes,  experience  shows 
that  this  is  frequently  a  matter  of  great  difficulty,  and  that 
repeated  operations  with  much  and  persevering  use  of  dilators  are 

■  required,  in  most  instances,  to  preserve  a  sufficiently  large  vaginal 
canal. 

2.  Iviperforate  hymen  with  menstrual  retention.- — The  opera- 
tion required  in  these  cases  is  perforation  of  the  hymen.  In  a  cer- 
I  tain  number  of  cases  death  has  taken  place  after  perforation  of  the 
I  membrane,  for  the  relief  of  menstrual  retention,  and  blood  has 
!  been  found  effused  into  the  peritoneal  cavity,  thus  giving  rise 
I  to  peri-uterine  haematocele.  In  other  cases  death  has  occurred, 
without  effusion  of  blood  in  this  manner,  from  peritonitis  and 
I  pyaemia. 

I  '  Ohst.  Journ.  1878,  p.  360. 
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In  these  cases  of  menstrual  retention,  the  uterus,  the  Fallopian 
tubes,  and  the  vagina,  are  distended  with  blood,  the  uterus  attain- 
ing sometimes  a  very  great  size,  and  reaching  as  high  or  higher 
than  the  umbilicus  in  extreme  cases  ;  this  state  of  things  having 
persisted  for  several  months,  in  some  instances  even  for  years, 
before  the  nature  of  the  case  has  been  recognised,  or,  at  all  events, 
before  effectual  relief  has  been  attempted.  The  cavities  contain- 
ing the  blood  have  their  walls  greatly  thinned  and  otherwise 
altered. 

Bernutz  thought  the  unfortunate  result,  when  associated  with 
intra-peritoneal  haemorrhage,  due  to  the  contraction  of  the  uterus, 
set  up  by  the  evacuation  of  the  fluid,  continuing  and  forcing  the 
blood  contained  in  the  Fallopian  tubes  into  the  peritoneal  cavity. 
This  explanation  probably  holds  good  in  most  cases  of  this  kind. 
The  fatal  result,  in  some  instances,  may  be  due  to  a  combination 
of  one  or  more  circumstances.  The  sudden  withdrawal  of  the 
distending  force  in  cases  where  the  walls  of  the  Fallopian  tubes 
have  been  thinned  and  enlarged,  must  itself  have  an  injurious 
effect  on  the  vitality  of  the  tissues  of  the  part  in  question.  A 
certain  number  of  deaths  are  to  be  attributed  to  purulent  absorp- 
tion, the  admission  of  air  producing  decomposition  of  the  blood 
and  pytemia.  It  is  evident  that  the  circumstance  pointed  out  by 
Bernutz  is  exceedingly  important  in  reference  to  the  plan  of 
treatment  to  be  adopted  in  these  cases. 

A  careful  survey  of  the  facts  on  record  would  seem  to  lead  to 
the  conclusion  that  a  fatal  result  is  much  more  likely  to  occur 
when  the  retention  has  lasted  a  long  time ;  and  the  prognosis 
would  consequently  be  more  favourable  for  an  operation  performed 
two  months,  than  in  the  case  of  an  operation  performed  six  months 
after  the  ifirst  attempt  at  menstruation.  And  this  would  clearly 
indicate  the  great  importance  of  an  early  and  complete  diagnosis 
of  the  case.  With  respect  to  the  operation  itself,  it  is  evident  that 
in  a  case  of  retention  due  to  imperforate  hymen,  the  mechanical 
is  the  only  treatment  possible.  A  way  must  be  prepared  for  the 
evacuation  of  the  fluid,  and  to  allow  of  the  occurrence  of  men- 
struation. The  mode  of  performing  the  operation  which  I  consider 
preferable  is  as  follows:  In  the  first  place,  it  is  extremely 
desirable  that  the  evacuation  of  the  fluid  from  the  generative  pas- 
sages be  spread  over  as  long  a  period  as  possible  in  order  to  prevent 
undue  and  irregidar  action  of  the  uterine  fibres,  and  to  allow  time 
for  the  parts  to  return  in  the  most  gradual  manner  to  their  proper 
'  Clin.  Med.  sur  lei^  Maladu;i  den  Famines,  torn.  i.  p.  08. 
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size.    In  the  second  place,  it  is  absolutely  necessary  to  avoid  all 
possibility  of  passage  of  air  into  the  vagina  and  uterus  during  or 
after  the  operation.    The  plan  formerly  adopted  was,  by  means 
of  a  lancet,  or  bistoury,  or  trochar,  to  make  an  opening  in  the 
hymen  sufficient  to  allow  of  the  escape  of  the  chief  part  of  the 
retained  blood  at  once,  and  at  the  time  of  the  operation.    I  be- 
lieve it  better  to  make  an  opening  at  first  just  large  enough  to 
allow  of  the  escape  of  a  very  minute  quantity  of  fluid,  and  that 
this  opening  be  made  obliquely  in  the  obstructing  membrane, 
giving  it  a  valvular  character.    The  fluid  should  be  evacuated 
guttatim.    If  the  opening  become  closed,  a  second  and  similar 
opening  to  be  made  the  following  day,  or  two  or  three  days  later, 
and  a  firm  but  gentle  support  given  to  the  abdomen  by  the  aid  of 
a  bandage  and  carefully  adjusted  pad  of  cotton  wool  during  the 
whole  period  of  evacuation  of  the  fluid.    The  patient  to  be  kept 
in  a  state  of  absolute  rest.    The  aperture  in  the  hymen  should 
not  be  increased  in  size  until  the  uterus  has  returned  to  its 
proper  dimensions,  the  object  being,  at  first,  simply  to  allow  the 
fluid  to  escape  in  the  most  gradual  manner  possible.    If,  by  any 
chance,  air  enter,  and  the  fluid  become  decomposed,  it  would  be 
safer  at  once  to  make  a  free  opening  and  freely  employ  antiseptic 
injections.    It  is  satisfactory  to  find  that  this  method,  suggested 
in  a  former  edition  of  this  work,  has  been  adopted  by  others,  and 
found  to  answer  well.    I  have  found  it  satisfactory  and  reliable  in 
the  cases  which  have  come  under  my  own  notice.    It  is  ques- 
tionable whether  the  practice  of  injecting  water  into  the  uterus 
as  a  primary  procedure  after  an  operation  of  this  kind  be  safe. 
Bernutz  recommends  that  in  evacuating  the  fluid  a  period  be 
chosen  for  the  operation  eight  or  ten  days  after  a  menstrual  period, 
and  that  a  small  trochar  be  used.    He  considers  pressure  over  the 
abdomen  objectionable.     In  the  latter  particular  the  method 
recommended  by  myself  differs  from  that  of  Eernutz,  for  I  con- 
sider, and  my  plan  has  been  tested  in  practice,  the  pad  and  band- 
age indispensable.    In  other  respects  the  principle  of  the  two 
methods  is  identical,  in  both  the  necessity  for  slow  evacuation  of 
the  fluid  being  recognised. 

3.  Retention  from  imperforate  os  uteri. — Cases  of  complete 
retention  due  to  this  cause  are  rare.  The  more  ordinary  cases  of 
incomplete  retention — in  other  words,  dysmenorrhoea — will  be 
dealt  with  in  the  chapter  on  '  Dysmenorrhoea.' 
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CHAPTER  XXXIII. 
MENORRHAGIA. 


Definition. — Various  Forms  of  Menorrhagia. 

Pathology  and  Etiology. — Relation  of  Pregnancy  and  Abortions  to  Menor- 
rhagia and  Metrorrhagia — General  or  Constitutional  Causes — Locality — Lead 
Poisoning — Sexual  Excesses — Pyresial  Disorders — Cancer  of  the  Uterus  and 
allied  Affections — Polypi  and  Fibroid  Tumours — Peri- Uterine  Hasmatocele — 
Chronic  Inversion  of  the  Uterus —Climacteric  Hsemorrhages — Flexions  of  the 
Uterus — Chronic  Congestion  of  Uterus  and  Hypertrophy  of  its  Mucous  Lining- 
(so-called  Fungosities) — Relation  of  latter  Conditions  to  Flexion — Defective 
Involution — Abnormal  Conditions  of  Os  Uteri — Laceration — Eversion — Hyper- 
trophy— Small  Mucous  Polypi. 

Diagnosis. — Examination  of  Uterus— Examination  of  various  Substances  expelled. 

General  Treatment. — Tonics,  Baths,  Medicines  and  other  Measures. 

Local  TRbataient.  —  lutra-Uterine  Cauterisation,  and  Removal  of  Mucous 
Membrane  by  Scraping. 


The  term  '  menorrliagia '  implies  an  excessive  menstrual  dis- 
charge. The  term  '  metrorrhagia '  indicates  haemorrhage  from 
the  uterus  not  menstrual  in  origin.  At  least  this  is  the  ordinary 
distinction  drawn  between  them. 

When  a  discharge  of  blood  occurs  from  the  female  generative 
passages,  it  may  proceed  from  the  uterus,  as  is  generally  the  case, 
or  it  may  prove  to  be  a  hgemorrhage  from  the  vaginal  wall,  from 
the  vaginal  outlet,  from  the  bursting  of  a  varicose  pudendal  vein, 
or  from  the  uretlira.  Hence  cases  of  bleeding  from  the  gene- 
rative passages  are  not  necessarily  cases  either  of  menorrliagia  or 
metrorrhagia. 

The  catamenial  secretion  appears  to  be  naturally  more  profus 
in  some  individuals  than  in  others,  the  quantity  of  the  secretion 
being  great,  or  the  period  during  which  it  is  observed  being  ex- 
tended, from  the  presence  of  what  may  be  characterised  as  idio^ 
syncrasy,  from  the  influence  of  climate,  age,  and  the  hke.  A 
these  circumstances  must  be  taken  into  account  in  giving  a 
answer  to  the  question,  '  Is  the  catamenial  secretion  excessive  ? ' 

In  practice,  the  forms  under  which  menorrliagia  and  metror 
rhagia  present  themselves  are  numerous.    The  following  are  soin 
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of  the  more  common  forms  in  which  these  unusual  losses  of  blood 
from  the  generative  organs  exhibit  themselves  : — 

1.  The  menstrual  discharge  becomes  gradually  from  month  to 
month  increased  in  quantity,  until  in  the  aggregate  the  quantity 
lost  is  really  considerable. 

2.  The  loss  at  the  monthly  periods  is  great,  and  accompanied 
by  passage  of  clots,  presence  of  pain,  etc. 

3.  The  patient  loses  an  excessive  quantity  of  blood  at  the 
periods,  and  occasionally  also  in  the  intervals  a  copious  discharge 
of  blood  suddenly  occurs. 

4.  There  is  an  almost  continuous  discharge  of  blood  from 
the  generative  organs,  sometimes  with  clots,  alternating  with 
leucorrhoea. 

5.  The  loss  of  blood  occurs  suddenly,  and  not  at  the  menstrual 
I  period,  and  is  accompanied  by  pains  in  the  back  or  region  of  the 
I  uterus. 

This  list  might  be  indefinitely  increased.     The  variations  in 
>  regard  to  the  attendant  phenomena,  pain,  intermittent  leucorrhoea, 
offensive  character  of  the  discharge,  and  prostrating  effects  on  the 
system,  are  also  numerous. 

In  seriousness  of  character,  also,  we  have  many  varieties.  In 
many  instances  the  loss  of  blood  is  simply  an  inconvenience  ;  in 
1^  others  the  patient's  life  is  in  peril  from  the  quantity  lost.  In 
other  cases,  again,  the  prognosis  is  unfavourable  because  the 
disease  occasioning  the  loss  is  a  serious  one. 

PATHOLOGY  AND  ETIOLOGY. 

Undue  bleeding  from  the  uterus  may  be  produced  by  a  great 
.  variety  of  causes,  and  the  difficulty  of  differentiating  these  various 
causes  is  increased  by  the  circumstance  that  the  uterus  being  the 
source  of  a  periodical  natural  bleeding,  there  is  a  predisposition  to 
haemorrhage  from  this  organ  which  does  not  exist  in  the  case  of 
other  organs  of  the  body. 

Relation  of  'pregnancy  and  abortions  to  menorrhagia  and 
metrorrhagia. — Here  it  may  be  desirable,  in  connection  with  the 
subject  of  menorrhagia,  to  allude  to  that  important  class  of  cases 
in  which  the  loss  of  blood  is  connected  with  the  presence,  or 
previous  presence,  of  the  fruit  of  conception  within  the  uterus. 

A  discharge  of  blood  from  the  generative  organs  in  a  case 
■where  menstruation  .lias  been  previously  absent  for  a  month,  or 
for  a  period  of  two  or  three  months,  and  in  a  woman  wliose  age 
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does  not  forbid  the  idea  of  pregnancy,  sliould  always,  whatever  be 
the  condition  and  circumstances  of  the  patient,  suggest  the  pos- 
sibility of  the  presence  of  abortion. 

In  cases  of  abortion,  the  menses  are  found  to  have  been  absent 
for  from  two  to  four  or  five  or  six  months ;  the  haemorrhage  which 
occurs  begins  slowly,  preceded  sometimes  by  shivering,  sickness, 
pains  in  the  back  and  thighs,  etc. ;  and  is  accompanied  by  pains 
at  the  lower  part  of  the  abdomen,  resembling,  and  in  fact 
identical  with,  those  of  labour.  The  haemorrhage  is  not  con- 
tinuous, but  pauses,  and  recurs  again  after  ceasing  a  few  minutes 
or  more.  There  is  generally,  too,  a  periodicity  in  the  recurring 
attacks  of  pain  and  haemorrhage.  At  the  end  of  a  few  hours,  or, 
in  some  cases,  a  shorter  interval,  the  ovum,  or  portions  thereof, 
are  expelled,  together  with  clots  ;  and  if  the  expulsion  have  been 
complete,  the  haemorrhage  ceases,  unless  perchance  there  be  a 
second  ovum  still  in  the  uterus,  as  in  case  of  twins.  The  ex- 
pulsion may  be  delayed  for  a  much  longer  time,  or  the  embryo 
may  be  expelled,  leaving  the  membranes  behind,  and  in  such 
cases  the  haemorrhage  continues,  becoming  at  times  very  profuse. 
Haemorrhage  from  the  uterus,  more  frequently  than  is  usually 
supposed,  occurs  from  abortion  at  about  the  second  month  in 
married  women ;  the  real  cause  being  often  overlooked,  and  the 
case  supposed  to  be  one  of  simple  menstrual  irregularity.  I  have 
known  cases  of  abortion  which  have  nearly  proved  fatal  owing  to 
their  being  mistaken  for  simple  monorrhagia.  The  diagnosis  of 
early  abortion  from  excessive  menstruation  is  indeed  often  far 
from  easy.  If  the  abortion  take  place  at  an  early  period,  exami- 
nation of  the  uterus  from  the  vagina  gives  no  positive  data  for 
determining  the  point.  The  only  reliable  evidence  obtainable  at 
this  period  is  that  afforded  by  a  very  careful  examination  of  the  clots 
or  matters  expelled  from  the  uterus.  (See  '  Substances  expelled 
from  the  Grenerative  Passages.')  At  a  later  period,  the  evidence 
from  the  physical  condition  of  the  uterus  is  more  decided. 

If  an  abortion  have  occurred  recently,  and  haemorrhage  tak 
place  a  few  days  after,  recurring  possibly  on  successive  occasions 
it  may  turn  out,  on  inquiry  or  on  examination,  that  the  embry 
has  been  expelled,  but  the  placenta,  or  some  portion  of  the  mem 
branes,  retained.  Such  retention  is  often  a  cause  of  most  sever 
and  dangerous  haemorrhage.  The  placenta  is  small  in  the  case  o 
an  ovum  at  three  to  four  months ;  but  yet,  when  retained  in  th 
manner  stated,  it  may  be  the  cause  of  s.evere  and  extensiv 
haemorrhage.    When  the  embryo  is  expelled  earlier  than  this, 
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part  left  behind  is  constituted  chiefly  by  the  decidua ;  and  this 
substance  may  become  thickened  and  hypertrophied  to  a  very 
remarkable  extent.  A  vaginal  examination  is  always  necessary  in 
a  case  of  suspected  abortion.  We  must  not  rely  too  much  on  the 
assertions  of  patients.  Sometimes  clots  only  have  come  away, 
when  it  is  stated  that  the  abortion  has  occuiTed. 

During  the  last  three  months  of  pregnancy,  haemorrhage  now 
and  then  occurs  from  the  placenta  being  attached  partially  or 
entirely  over  the  mouth  of  the  uterus — -placenta  proivia.  We 
draw  the  inference  that  when,  in  the  latter  part  of  pregnancy, 
haemorrhage  suddenly  occurs,  the  presence  of  placenta  prgevia  is  to 
be  suspected.  Between  haemorrhage  the  result  of  an  abortion,  and 
of  placenta  praevia,  there  is  this  difference  :  in  the  case  of  abor- 

i  tion,  the  patient  may  or  may  not  be  aware  of  her  pregnant  con- 
dition, or,  knowing  her  pregnant  stat'^^,  may  have  reason  for  wish- 
ing to  mislead  her  attendant ;  in  cases  of  placenta  praevia  the 
patient  is  usually  known  to  be  pregnant.  Hcemori'hage  may 
occur  during  pregnancy,  and  may  be  profuse,  when  there  is  never- 
theless no  implantation  of  the  placenta  over  the  os  uteri ;  the 
cause  being  a  separation  to  a  slight  extent  of  the  placenta  from 
the  uterus.  Such  haemorrhages  have  been  called  in  obstetric 
language  '  accidental,'  as  distinguished  from  the  '  unavoidable ' 

\  haemorrhages  the  result  of  placenta  praevia.     An  '  accidental ' 

{  obstetric  haemorrhage  may  or  may  not  be  followed  by  expulsion  of 

^  the  child. 

General  or  constitutional   causes. — The  condition  of  the 
\.  blood  itself  is  undoubtedly  an  important  etiological  element 
in  many  cases.     The  various  diathetic  conditions  which  are 
i  known  to  predispose  to  haemorrhages  generally  come  under  this 
■  classification. 

Persistent  and  repeated  hcemorrhages  of  any  kind,  by  pro- 
ducing a  weak,  watery,  defibrinous  condition  of  the  general  circu- 
lating fluid,  may  thus  give  rise  to  menorrhagia  and  metrorrhagia. 
Purpura,  or  the  tubercular  diathesis,  may  induce  bleeding  from 
the  uterus  much  in  the  same  way. 

Bright' s  disease  of  the  kidneys,  indicated  by  an  albuminous 
condition  of  the  urine,  generally  accompanied  also  with  oedema  of 
the  ankles,  eyelids,  etc.,  is  one  of  the  most  important  general 
causes  of  menorrhagia.  Excessive  lactation  is  another  equally 
important  cause  ;  patients  are  often  excessively  debilitated  under 
these  circumstances  :  as  a  further  consequence  in  these  cases  of 
excessive  lactation,  mania  is  not  unfrequently  observed.  Long- 
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continued  mental  depression  is  both  a  cause  and  an  effect  of 
menorrhagia.  Then  we  have  a  large  number  of  cases  due  to 
chronic  disorder  of  the  digestive  organs,  leading  to  congestion  of 
the  uterus  and  pelvic  organs  generally,  chronic  affections  of  the 
great  viscera,  the  heart,  kings,  and  liver,  also  giving  rise  to  the 
congestion  of  the  pelvic  organs,  and,  short  of  actual  disease,  general 
derangement  of  the  system  produced  by  luxurious  living  and 
sedentary  or  unhealthy  occupations. 

Kesidence  in  damp  or  marshy  districts,  where  7n«Zftrioi^s  in- 
fluences are  rife,  has  been  shown  to  be  the  cause  of  profuse  men- 
struation in  certain  cases :  here  menorrhagia  is  not  unfrequently 
present  together  with  intermittent  fever.  Residence  in  tropical 
climates  is,  in  the  case  of  Em-opeans,  followed,  in  most  cases,  by 
profuse  menstruation  ;  indeed,  in  most  cases  where  women  return 
to  England  from  India  in  a  broken-down  state  of  health,  menor- 
rhagia is  a  prominent  symptom.  Troublesome  flexions  of  the 
uterus  are  also  frequently  found  to  be  present  in  such  patients. 

Menorrhagia  may  be  present  in  cases  of  lead-poisoning.  It 
was  first  pointed  out  by  Paul  ^  that  abortions  are  very  frequently 
observed  in  women  subjected  to  the  influence  of  lead,  and  also 
that  in  the  same  class  of  cases  menorrhagia  is  very  common.  I 
have  observed  cases  the  facts  relating  to  which  are  quite  confirm- 
ative of  Paul's  statement.  Mr.  Benson  Baker  has  contributed 
further  facts  confirmatory  of  Paul's  statements.'^ 

Sexual  excesses,  or  circumstances  calculated  to  excite  and 
maintain  the  existence  of  erotic  tendencies  for  any  length  of  time, 
produce  occasionally  such  a  degree  of  functional  activity  of  the 
ovaries  as  results  in  the  production  of  profuse  menstruation,  and 
of  haemorrhage  at  non-menstrual  periods.  The  amount  and  cha- 
racter of  the  menstrual  discharge  being  thus  guided  and  affected 
by  the  condition  of  the  ovarian  function,  it  is  not  to  be  wondered 
at  that,  when  the  ovaries  are  the  subject  of  disease,  the  uterine 
sanguineous  discharge  should  be  also  deranged.  More  generally 
the  presence  of  ovarian  disease  diminishes,  or  at  all  events  does 
not  increase,  the  menstrual  flow ;  but  the  reverse  has  been  pretty 
frequently  observed.  Mechanically,  also,  and  in  common  with 
other  adjacent  organs,  disturbances  of  the  circulation  in  the  ovaries 
may  tend  to  hsemorrhage  from  the  uterus.  The  practical  deduc- 
tion is  that,  in  a  given  case,  functional  activity  of  the  ovaries,  or 

'  Arch.  Gen.  de  Med.  1800. 

''■  '  On  the  Influence  of  Lead-poisoning  in  producing  Abortion  and  Menor 
rhagia,  witli  Cases.'    Ohst.  Trans,  vol.  viii.  p.  41. 


MENOKKHAGIA. 


459 


disease  of  these  organs,  may  be  the  cause  of  uterine  haemorrhage, 
the  uterus  itself  being  really  in  a  healthy  state. 

Pyrexial  disorders.— Verroud  ('Gaz.  Med.  de  Lyon,'  Jan.  1862) 
has  observed  that  an  occasional  effect  of  the  onset  of  the  pyrexial 
disorders  is  the  appearance  of  the  menstrual  flow  a  few  days  before 
its  time.    In  scarlet  fever,  in  small-pox,  in  measles,  unusual  pro- 
fuseness  of  the  menstrual  discharge,  in  some  cases  associated  wifh 
the  accident  known  as  peri-uterine  hsematocele,  has  been  observed. 
I  Mr.  Benson  Baker,  who  has  made  numerous  observations  in  refer- 
I  ence  to  small-pox,  states  that  this  sudden  appearance  of  menstru- 
!  ation  was  a  frequent  premonitory  symptom.    Profuse  menstruation 
j  is  also  liable  to  occur  as  one  of  the  sequelce  to  fevers. 

Mental  disturbances  may  give  rise  to  a  flow  of  blood  from  the 
uterus  of  purely  menstrual  character,  although  not  appearing  at 
'  the  ordinary  menstrual  period. 

ORGANIC  DISEASES  OF  THE  UTEKUS. 

Cancer  of  the  uterus. — Of  this  occasionally  insidious  and  very 
fatal  disease,  haemorrhage  to  a  greater  or  less  extent  is  a  pro- 
minent symptom,  though  not  invariably  so.     The  amount  and 
periods  of  occurrence  of  the  hsemorrhage  vary  according  to  the 
I  seat  of  the  disease  and  the  stage  to  which  it  has  advanced.  When 
:  a  woman  has  entered  on  what  may  be  called  the  '  cancerous  age,' 
1  and  begins  to  suffer  from  menorrhagia  with  occasional  losses  of 
l!  blood  besides,  or  when,  having  ceased  to  menstruate,  hsemorrhages 
'  are  observed,  the  possibility  of  this  symptom  being  due  to  cancer 
I,  must  be  recognised.    Later — that  is  to  say,  when  the  disease  is 
li  more  advanced — haemorrhage  is  rarely  the  only  symptom  present, 
j;  and  we  have  generally  much  pain,  an  offensive  sanious  leucorrhoea, 
1  and  constitutional  disturbance.    One  point  must  particularly  be 
;  recollected,  that,  for  a  certain  time,  haemorrhage  may  be  the  onlv 
■  sign  observed. 

Thus,  in  a  series  of  cases  carefully  observed  by  Dr.  West, 
I  haemorrhage  was  the  first  symptom  in  4.3-9  per  cent,  of  the  cases. 
In  certain  cases  there  may  be  an  entire  absence  of  the  sign  now 
under  consideration,  there  being  only  profuse  menstruation  present. 
Another  circumstance,  also  rare,  but  which  may  be  subject  of  ob- 
servation, is  that  the  haemorrhage  is  unattended  with  pain.  In  an 
instance  noted  by  myself  the  first  occurrence  of  hcemorrhage  was 
produced  by  sexual  intercourse,  the  patient,  aged  48,  being  affected 
with  undoubted  cancer. 
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Caulifloiver  excrescence  of  the  os  uteri  gives  rise,  as  a  rule,  tr» 
htemorrhages  of  an  irregular  character.  The  haemorrhage  is  usually 
brought  on  by  walking,  by  exertion  of  any  kind,  by  coughing, 
sneezing,  etc.  There  is  usually  offensive  watery  discharge  present 
in  cases  of  this  disease. 

/Sarcoma  of  the  uterus  and  corroding  ulcer  of  the  os  uteri 
are  rare  affections,  attended  with  haemorrhage,  like  that  cf  ordi- 
nary cancer,  of  which  disease  they  are  probably  only  varieties. 

Polypi  and  fibroid  tumours. — The  several  kinds  of  jjolyjA 
of  the  uterus  produce  haemorrhage,  often  very  severe,  and  some- 
times of  an  ultimately  fatal  character.  The  abundance  of  the 
haemorrhage  is  not  by  any  means  in  direct  proportion  to  the 
size  of  the  polypus,  but  depends  rather  on  the  degree  of  vas- 
cularity present.  The  haemorrhage  is  irregular  in  character, 
and,  coinciding  more  or  less  with  the  menstrual  discharge,  as 
it  frequently  does,  it  may  be  at  first  overlooked  ;  its  tendencv  is 
to.  increase  in  quantity,  but  the  march  of  the  symptoms  is  slow, 
and  if  the  loss  be  not  considerable,  the  general  health  may  remain 
little  affected.  A  most  important  class  of  cases  are  those  in  which 
polypi,  entirely  within  the  uterus,  occasion  severe  haemorrhage,  the 
cause  of  the  haemorrhage  escaping  recognition  owing  to  the  absence 
of  dilatation  of  the  os  uteri.  8ir  J.  Y.  Simpson  was  the  first  to 
point  out  the  necessity  for  exploring  the  interior  of  the  uterus,' by 
dilatation  of  the  os  uteri,  in  suspected  cases  of  this  kind.  When 
the  polypus  becomes  very  large,  'pressure'  signs,  such  as  difficult 
micturition,  difficult  defaecation,  accompany  the  enlargement  of 
the  uterus  which  results.  Abortions  are  frequently  due  to  the 
presence  of  uterine  polypi.  Clots  or  partial  moulds  of  the  uterine 
cavity  are  found  sometimes  in  the  discharges.  With  reference  to 
the  kind  of  polypus  present,  the  nature  of  the  haemorrhage  gives 
us  no  precise  information.  Very  profuse  hemorrhage  sometimes 
results  from  very  small  tumours — '  mucous  '  polypi,  as  they  have 
been  called — situated  just  inside  the  os.  In  cases  of  polypus 
uteri,  there  may  be  profuse  leucorrhcea,  and  there  may  be  much 
pain  ;  but  the  leucorrhcea  is  not,  except  in  rare  instances,  offensive, 
as  it  is  in  cancer,  and  the  pain  is  of  a  different  character.  More- 
over, the  patient  with  polypus  may,  comparatively  speaking,  re- 
main in  statu  quo  for  some  time — an  observation  which  does  not 
apply  to  cancer.  Cases  are  not  rare  in  which  uterine  polypi  remain 
for  years  undetected,  the  haemorrhage,  by  its  long  continuance, 
finally  sapping  the  very  foundations  of  life,  the  skin  becoming 
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etiolated  and  withered-looking,  and  the  patient  reduced  to  an 
extreme  state  of  feebleness. 

Fibroid  tumours  of  the  uterits,  which  have  a  composition 
identical  with  that  of  fibrous  polypi,  both  being  but  growths  of  the 
uterine  tissues,  may  or  may  not  cause  haemorrhage,  the  position  of 
the  tumour  very  much  affecting  this  result.    Thus,  if  the  tumour 
project  into  the  cavity  (sub-mucous  variety),  the  result,  as  regards 
the  haemorrhage  produced,  will  be  pretty  much  the  same  as  if  a 
polypus  were  present.   The  further  the  tumour  is  from  the  mucous 
membrane,  the  less  frequently,  as  a  rule,  does  haemorrhage  occur. 
In  the  early  stages  of  these  growths  haemorrhage  may  be  entirely 
absent.    Menstruation  is  generally  excessive,  both  as  regards  dura- 
i  tion  and  as  regards  the  quantity  pom*ed  out ;  sooner  or  later  other 
I  symptoms,  interperiodic  haemorrhages,  abortions,  etc.,  are  usually 
i  observed.    When  these  fibrous  growths  attain  a  very  considerable 
i  size,  they  often  produce  pressure  signs,  as  in  the  case  of  large 
I  polypi.     The  haemorrhage  produced  by  the  presence  of  fibroid 
)  tumours  is  often  accompanied  by  a  good  deal  of  pain,  and  the  pain 
is  spasmodic,  somewhat  resembling  pains  due  to  abortion.  Cases 
of  abortion  are  distinguished  from  cases  of  fibrous  tumour  with 
haemorrhage  by  the  circumstance  that  the  pain  and  the  haemorrhage 
I  cease  together  in  the  former  instance,  but  not  in  tlie  latter. 

PERI-UTERINE  HEMATOCELE. 

Cases  in  which  there  is  an  ahrivpt  appearance  of  profuse 
<  meniistruation  require  a  special  mention.    A  sudden  attack  of  this 
i  kind  is  found,  in  a  certain  number  of  cases,  to  be  associated  with 
a  most  dangerous  and  alarming  accident,  the  pouring  out  of  blood 
;  in  the  pelvis,  in  the  neighbourhood  of  the  uterus,  either  in  the 
peritoneal  cavity  or  into  the  cellular  tissue  beneath  the  peritoneum, 
giving  rise  to  formation  of  a  tumour — peri-uterine  hcematocele — 
and  the  production  of  a  series  of  symptoms  of  a  highly  interesting 
and  important  character.     The  sequence  and  intensity  of  the 
symptoms,  of  course,  vary  in  each  case ;  they  often  present  them- 
selves in  the  following  order :  Previous  good  health,  as  regards 
menstruation,  abrupt  appearance  of  a  considerable  flow  of  blood 
from  the  uterus  at  a  menstrual  period,  great  pain  in  the  abdomen, 
^  and  sympU^ms  as  of  perforation,  a  blanched  condition  of  the  skin, 
lud  all  other  signs  of  violent  haemorrhage,  syncope,  etc.  The 
patient  may  die  from  the  actual  loss  of  blood  effused  under  these 
'  ircumstances  into  the  peritoneum,  or  from  the  effects  of  the 
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subsequent  changes  in  the  clot  there  formed.    The  accident 
termed  peri-uterine  hcematocle  is  not  always  accompanied  by 
profuse  menstruation  ;  indeed  it  very  frequently  happens  that  at 
the  time  of  the  occurrence  of  the  internal  haemorrhage  the 
external  discharge  is  not  observed.     The  most  common  case  is 
perhaps  that  in  which  menstruation,  having  been  generally  and 
for  some  time  rather  profuse,  becomes  for  a  time  either  suppressed 
or  much  less  than  usual ;  the  symptoms  of  internal  haemorrhage 
then  suddenly  appearing.    The  peri-uterine  hsematocele  is  not,  it 
must  be  recollected,  the  cause  of  the  excessive  menstruation. 
The  cause  of  both  the  excessive  menstruation  and  the  hsematocele 
will  be  found  in  some  predisposing  general  condition  of  the 
patient,  or  some  previously  existing  change  in  the  ovaries,  tubes, 
etc.,  or  both  general  and  local  disease  combined.  Irregularity 
of  menstruation  of  some  kind  or  other  generally  precedes  the 
attack  ;  and  the  practical  fact  to  bear  in  mind  is,  that  a  suddenly 
occuiTing  attack  of  profuse  menstruation  may  be  associated  with 
this  dangerous  accident. 

Chronic  inversion  of  the  uterus. — This  is  a  condition  capable 
of  giving  rise  to  severe  hgemorrhage.  Curiously  enough,  the 
existence  of  this  condition  is  sometimes  found  to  have  escaped 
recognition  for  so  long  a  time  after  the  delivery  tliat  the  diagnosis 
of  the  nature  of  the  case  has  been  rendered  very  doubtful. 

Hence  the  necessity  for  calling  attention  to  the  fact  that 
haemorrhage,  occurring  some  time  after  a  particular  labour,  may 
be  found  to  be  due  to  this  condition — inversion.   As  a  rule,  where 
the  accident  has  escaped  recognition,  it  is  found  that  there  has 
been  haemorrhage  occurring  at  intervals  ever  since  the  delivery ; 
that  the  haemorrhage  was  at  first  very  severe;  that  it  gradually 
became  less  ;  that  subsequently  it  assumed  the  character  of  ex- 
cessive menstruation,  the  haemorrhages  for  the  most  part  occurring 
coincidently  with  the  usual  catamenial  periods ;  that  between 
these,  however,  great  losses  of  blood  had  been  often  observed. 
The  haemorrhage  is  not  profuse  and  sudden  in  character,  but  it  is 
a  continuous  drain  going  on  for  a  certain  time,  and  then  ceasing 
partly  or  entirely.     In  such  cases  there  is  also  profuse  and 
purulent  leucorrhcea.    The  symptoms,  of  course,  date  from  a 
previous  pregnancy ;  and,  in  nine  cases  out  of  ten,  it  is  found  that 
undue  force  was  used  in  the  removal  of  the  placenta  after  the 
delivery  in  question.    Polypus  of  the  uterus  gives  rise  to  sym- 
ptoms very  closely  resembling  those  of  inverted  uterus. 

Climacteric   hcemorrhages. — When   the    menstrual   flow  is 
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finally  about  to  cease,  profuse  losses  of  blood  are  apt  to  occur,  and 
to  recur  at  intervals  for  a  considerable  time.  Climacteric  haemor- 
rhages are  more  often  observed  in  sanguine  temperaments,  and  in 
those  who  have  been  the  subjects  of  profuse  menstruation.  They 
sometimes  simulate  haemorrhages  due  to  cancer  of  the  uterus. 

Flexions  of  the  uterus. — Bcfth  retroflexion  and  anteflexion  of 
the  uterus  may  occasion  very  severe  meuorrhagia.  The  haemor- 
rhage is  perhaps  more  liable  to  be  very  severe  in  cases  of  retro- 
flexion, but  I  have  seen  very  profuse  losses  of  blood  from  anteflexion. 
And  inasmuch  as  anteflexion  is  more  common  than  retroflexion, 
menorrhagia  is  more  frequently  produced  by  anteflexion  than 
retroflexion. 

The  excessive  loss  of  blood  which  is  liable  to  occur  in  cases  of 
flexions  ajipears  to  be  associated  with  the  obstruction  to  the  circu- 

FlG.  148.' 


lation  in  the  organ,  and  is  partly  due  to  the  obstruction  to  the 
escape  of  the  blood  from  the  uterus.  And  it  is  fmther  increased 
by  the  congestive  hypertrophy  which  is  liable  to  afl'ect  the  mucous 
Hning  of  the  uterus  in  such  cases  (to  be  presently  explained).  In 
these  cases  a  passive  congestion  affects  the  uterus,  prevents  the 
f  ree  i)assage  of  the  blood,  and  the  sinuses  and  veins  become  loaded 
t  herewith.  The  uterine  cavity  becomes  filled  with  blood  which 
cannot  escape  readily  enough.  Distension  of  the  cavity  follows 
(as  described  at  p.  181),  and  after  a  time  the  collected  blood  is  sud- 
'  Fig.  148  reoresents  an  enlarged  expanded  uterus,  such  as  is  sometimes  met 
with  in  casus  of  menorrhagia.  Cases  somewhat  similar,  the  cavity  being  smaller 
are  more  numerous.  ' 
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denly  expelled  in  a  sort  of  gush,  this  process  of  alternate  filling 
and  evacuation  of  the  uterus  repeating  itself  at  intervals.  When 
this  state  of  things  has  been  going  on  for  some  years  the  uterus  is 
found  in  a  state  of  general  hypertrophy,  the  patient  not  only  suffers 
from  profuse  loss  of  blood  at  the  menstrual  period,  but  bleedings 
are  liable  to  occur  at  other  times,  and  in  some  cases  the  patient  is 
hardly  ever  free  from  loss  of  blood. 

Although  not  a  very  common  occurrence  at  that  age,  I  have 
seen  some  few  cases  of  most  severe  menorrhagia  produced  by  ante- 
flexion in  quite  young  women  at  the  age  of  seventeen  or  eighteen, 
the  haemorrhage  being  almost  continuous  and  unchecked  by  reme- 
dies until  the  real  nature  of  the  case  was  ascertained.  And  equallv 
I  have  seen  very  severe  menorrhagia  in  quite  young  women  suffer- 
ing from  retroflexion. 

More  commonly  the  severe  cases  of  menorrhagia  due  to  flexions 
are  met  with  in  women  who  have  had  children :  the  uterus  imper- 
fectly contracted  after  labour  has  settled  down  into  a  wrong  shape, 
and  menorrhagia  has  resulted  from  the  distortion  of  the  uterus 
thereafter  occurring. 

Chronic  congestion  of  the  uterus, — In  many  cases  of  menor- 
rhagia or  metrorrhagia  the  uterus  is  intensely  congested.  As  ex- 
plained in  the  chapters  on  '  Congestion '  and  '  Flexions,'  this 
congestion  is  very  frequently  associated  with  flexions.  It  is  in  the 
large  majority  of  cases  a  mechanically  produced  congestion,  and 
one  of  its  results  is  haemorrhage  from  the  lining  of  the  uterus. 
One  of  the  effects  of  chronic  congestion  of  the  uterus  is  to  produce 
a  swelling,  tumefaction,  and  undue  vascularity  of  the  mucous  lining 
of  the  uterus.  This  can  be  often  seen  by  means  of  the  specu- 
lum, so  far  as  it  affects  the  lining  of  the  cervix,  at  the  os  uteri, 
where  a  light  pink  is  exchanged  for  a  deeply  congested,  hsemor- 
rhagic  appearance.  The  interior  of  the  body  of  the  uterus,  how- 
ever, is  lined  by  a  membrane  of  much  greater  vascularity  than 
that  of  the  cervix  uteri.  When  the  uterus  is  as  a  whole  greatly 
congested  the  lining  is,  or  may  be,  equally  affected.  The  natural 
oozing  of  blood  which  occurs  from  this  mucous  surface  during 
menstruation  is  thus  liable  to  be  increased  in  amount.  The  thick- 
ness of  the  lining  is  increased,  and  as  the  epithelial  surface  is  re- 
moved (as  a  part  of  the  natural  menstrual  process),  and  it  becomes 
denuded,  the  surface  thus  thickened  and  injected  with  blood  is 
thrown  into  folds  and  projections  which  assume  a  villous  or  fungous- 
like  shape.  This  is  the  probable  explanation  of  the  fact  that  such 
a  condition  of  the  uterine  surface  is  met  with  in  some  cases  of 
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menorrbagia:  The  villous  projections,  according  to  this  view  of 
the  matter,  are  merely  hypertrophies  associated  with  great  vascu- 
larity and  passive  congestion  of  the  lining  of  the  body  of  the 
uterus,  and  the  state  of  the  uterine  interior  under  such  circum- 
stances is  not  indicative  of  presence  of  new  formations,  but  simply 
of  an  excessively  swollen  and  vascular  condition  of  structures  which 
naturally  are  to  be  found  there.  The  anatomy  of  the  lining  of 
the  uterus  and  a  knowledge  of  the  changes  occurring  in  this  lining 
during  the  normal  menstrual  i)rocess  naturally  suggests  the  above 
explanation. 

Clinical  evidence  clearly  shows  that  the  cases  where  most  in- 
tense and  chronic  congestion  of  the  uterus  exists  are  cases  of  severe 
and  chronic  uterine  flexions.    Menorrhagia  is  by  no  means  present 
in  all  cases  of  severe  flexion,  but  in  a  certain  number  of  such  cases 
there  is  very  severe  menorrhagia.    The  flexion  does  indubitably 
produce  the  bleeding  in  very  many  of  such  cases  ;  and  the  bleeding 
(  occurs  in  consequence  (1)  of  the  mechanical  impediment  to  the 
I  passage  of  blood  through  the  capillaries  of  the  mucous  membrane. 
(2)  Because  of  the  hypertrophy  and  abnormal  size  of  the  vessels 
which  permeate  the  mucous  lining.    According  to  this  view  the 
mechanical  hindrance  to  the  efficient  circulation  in  the  uterine 
4  vessels  is  the  primary  evil,  and  the  presence  of  hypertrophy  and 
il  vascularity  of  the  mucous  membrane  the  secondary  one.    Both  co- 
j  operate  in  giving  rise  to  h£emorrhage. 

1       A  further  part  of  the  explanation  of  the  mechanism  of  bleeding 

\  from  the  uterine  interior  is  the  difficulty  which  the  uterus  expe- 
riences in  getting  rid  of  the  effused  blood.    The  blood  collects  in 

!  utero,  distends  it,  and  hence  the  area  from  which  haemorrhage 
occurs  is  increased  (see  chapter  on  '  Flexions,'  p.  181). 

The  case  related  at  p.  1 13  is  one  which  carries  with  it  instructive 

■  inferences  in  reference  to  the  etiology  of  menorrhagia,  and  parti- 
cularly in  regard  to  the  connection  subsisting  between  ( 1 )  chronic 
congestion,  (2)  chronic  flexion,  chronic  villous  or  fungous  hyper- 
trojjhy  of  the  uterine  mucous  lining,  and  (4)  severe  haemorrhage  ; 
for  in  this  case,  when  the  general  congestion  of  the  uterus  was 
diminished  (by  straightening  the  uterus),  the  hypertrophic  emi- 
nences previously  engorged  with  blood  became  so  much  lessened  in 
size  that  they  had  almost  disappeared,  and  it  became  evident  that 

J  what  had  been  considered  as  fungous,  possibly  even  malignant, 
'-(rowths  from  the  interior  of  the  uterus  were  simple  congestive 
swellings  of  the  mucous  membrane. 

The  above  is  an  explanation  of  the  nature  of  the  so-called 
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fitngosities  of  the  uterine  cavity  which  have  attracted  much  atten- 
tion as  causes  of  menorrhagia,  but  the  nature  of  which  has  not  up 
to  the  present  time  been  properly  understood. 

It  is  highly  important  to  distinguish  these  simple  hypertrophies 
from  malignant  growths  within  the  uterus  which  may  also  assume 
the  character  of  fungosities.  Severe  haemorrhage  may  be  pro- 
duced by  either  simple  or  malignant  growths  in  the  interior  of  the 
uterus. 

Defective  involution  of  the  uterus. — This  is  a  cause  of  menor- 
rhagia. The  uterus  is  large  and  heavy,  and  blood  is  secreted 
freely  from  its  interior.  The  condition  is  very  analogous  to  that 
of  chronic  congestion,  and,  in  fact,  defective  involution  not  un- 
commonly passes  into  one  of  chronic  congestion. 

Abnormal  conditions  of  the  os  uteri. — One  of  the  most  im- 
portant of  these,  as  a  cause  of  menorrhagia,  is  laceration  of  the 
cervix  uteri.  I  have  seen  some  cases  in  which  profuse  menorrhagia 
was  certainly  due  to  this  laceration. 

Eversion  of  the  lining  of  the  cervix,  whether  or  not 
connected  with  laceration  of  the  cervix,  may  produce  considerable 
loss  of  blood,  the  everted  mucous  membrane  readily  bleeding  on 
friction  of  the  interior  against  the  floor  of  the  vagina.  The  so- 
railed  '  ulcerations'  of  the  os  are  in  many  cases  constituted  by  the 
abrasions  in  question. 

Hypertrophy  of  the  os  uteri  is  not  seldom  associated  with  the 
foregoing  conditions,  and  bleeding  more  readily  occurs  under  such 
circumstances.  The  condition  is  important,  because  it  might  be 
mistaken  for  one  of  cancerous  enlargement. 

Small  mucous  polypi  growing  from  the  lip  of  the  os  uteri 
often  occasion  very  profuse  losses  of  blood,  although  they  may 
themselves  be  no  larger  than  a  pea  in  size. 


DIAGNOSIS. 


The  nature  of  every  case  must  be  adjudicated  on  its  own 
merits.  The  foregoing  account  of  the  etiology  and  pathology  of 
menorrhagia  and  metrorrhagia  furnishes  certain  details  on  the 
subject.  It  must  be  needless  to  point  out  that  a  careful  examina- 
tion of  the  condition  of  the  uterus  and  generative  passages  is 
essential,  according  to  the  methods  described  in  other  chapters. 

In  cases  where  unusual  losses  of  blood  have  occurred,  an  im- 
portant duty  of  the  practitioner  consists  in  the  investigation  and 
examination  of  the  various  substances,  clots  of  blood,  and  the  hke 
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which  have  been  expelled.  In  order  to  institute  a  proper  exami- 
nation, an  intimate  practical  knowledge  ofthe  normal  anatomy  of 
the  ovum,  and  a  familiarity  with  its  outward  appearance,  on  the 
part  of  the  observer,  are  absolutely  essential. 

From  a  variety  of  circumstances,  the  substances  expelled  are 
frequently  difficult  of  recognition ;  it  is  a  good  plan  to  place  them 
in  water  for  twenty-fom-  hom's,  or  even  longer,  at  the  end  of 
which  time  they  will  be  in  a  much  more  satisfactory  state  for  ex- 
amination. The  importance  of  adopting  this  precaution  in  the 
examination  in  cases  of  suspected  abortion  it  is  impossible  to  over- 
estimate. 

1.  An  early  ovum. — If  any  portion  of  the  body  or  members 
of  the  foetus  be  found  in  the  mass  expelled,  there  can,  of  course, 
be  no  doubt  in  the  matter ;  we  have  to  do  with  an  abortion. 
When  no  part  or  parts  of  an  embryo  are  to  be  found,  we  proceed 
to  search  for  one  .  of  the  following  structiu"es  :  the  decidua 
materna,  or  external  envelope  of  the  ovum  ;  the  decidua  reflexa, 
internal  to  the  latter  ;  the  chorionic  villi ;  the  umbilical  cord,  etc. 

Moles. — An  ovum,  or  some  part  of  it,  may  remain  in  the 
uterus  for  a  very  considerable  time,  growing  in  an  irregular  abnor- 
mal manner,  or  just  preserving  a  low  form  of  vitality. 
.  The  '  fleshy  mole,'  as  it  is  termed,  consists  of  an  ovum  between 
the  membranes  of  which  blood  has  been .  effused.  The  blood 
effused  has  coagulated,  and  the  result  is  a  mass  the  parts  of  which 
are  glued  together  and  separated  with  difficulty.  The  presence  of 
organised  membranes  and  chorion  villi  distinguishes  the  '  fleshy 
mole '  from  simple  clots  of  blood,  and  from  other  substances 
presently  to  be  more  particularly  considered.  It  must  be  re- 
collected that  the  chorion  villi  do  not  become  developed  so  as  to 
constitute  a  placenta  until  near  the  fourth  month  of  gestation. 

There  is  another  kind  of  true  mole,  the  '  hydatidiform '  or 
*  vesicular '  mole,  a  description  of  which  will  be  given  presently. 

2.  The  placenta. — The  size,  shape,  etc.,  of  the  mass,  and  the 
presence  of  the  umbilical  cord,  would  externally  indicate  it  to  be 
the  placenta.  The  expulsion  of  a  retained  placenta  is,  at  least 
when  the  retention  has  existed  for  some  time,  usually  preceded  by 
an  offensive  discharge  ;  but  the  placenta  has  occasionally  been 
discharged  apparently  fresh,  and  without  signs  of  decomposition. 
In  cases  of  abortion  at  the  fourth  or  fifth  month,  the  placenta  may 
be  retained  for  some  time,  its  removal  not  having,  for  some 
reason  or  other,  been  effected  at  first.    Cases  are  on  record  which 

!  show  that  the  placenta  may  be  retained  within  the  uterus  after 
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abortion  for  months  and  even  years.  An  instance  in  point  is 
quoted  by  Montgomery  from  Morgagni.'  More  than  one  case  of 
the  kind  has  indeed  come  under  my  own  observation.  Meanwhile, 
its  presence  in  the  uterus  has  generally  occasioned  severe  hsemor- 
rhages.  An  early  placenta  would  be  about  the  size  of  a  pigeon's 
egg  ;  later  it  would  be  larger. 

3  and  4.  Fibrous  polypi  of  the  uterus  and  fibroid  tumours 
are  sometimes  expelled  spontaneously  from  the  uterus.  Externallv, 
these  bodies  might  be  easily  confounded  with  a  placenta,  the 
more  especially  as  the  preceding  haemorrhages  might  be  considered 
evidence  of  abortion  having  occurred.  Polypus  of  the  uterus  and 
libroid  tumours  frequently  produce  abortion  ;  and  in  certain  cases 
abortion  may  occur  in  the  first  place,  and  the  expulsion  of  the 
polypus  which  gave  rise  to  the  abortion  in  the  second.  This 
sequence  happened,  as  I  had  reason  to  know,  in  a  case  under  the 
care  of  a  gentleman  in  the  country  ;  and  the  polypus  which  came 
away  was  considered,  until  after  it  had  been,  more  carefully  ex- 
amined, to  be  the  placenta.  The  structure  of  a  polypus  or  of  a 
fibrous  tumour  differs  widely  from  that  of  the  placenta,  the  former 
presenting  a  fibrous  texture,  generally  dense,  and  sometimes  very 
firm ;  but  now  and  then,  in  the  case  of  a  polypus,  more  spongy 
and  loose.  The  insertion  of  the  umbilical  cord  would  be,  of  course, 
wanting.  Fibrous  masses  containing  fatty  matter  within  them, 
which  I  believe  are  instances  of  fatty  degeneration  of  fibrous 
tumours  or  polypi  of  the  uterus,  are  sometimes  spontaneously  ex- 
pelled, as  in  a  case  which  I  have  placed  on  record,^  or  solidified  by 
calcareous  matter.  Generally,  we  find  a  previous  history  of 
'frequent  and  severe  haemorrhages' when  these  uterine  outgro^vths 
have  been  expelled.  The  spontaneous  expulsion  here  alluded  to 
is  not  a  frequent  termination  of  their  history.  Masses  of  cancer- 
ous growths,  in  some  rare  instances,  slough  away  and  appear  exter- 
nally. The  cancerous  disease  is  usually  far  advanced  in  such  cases, 
and  a  digital  examination  would  reveal  the  origin  of  the  expelled 
body. 

5.  Goagula  of  blood  (blood-polypi). — Coagula  may  form  within 
the  uterine  cavity  in  connection  with  uterine  haemorrhage  of  all 
kinds;  after  labour,  in  consequence  of  the  presence  of  polypi* 
cancer  of  the  uterus,  profuse  menstruation,  etc.  The  uteri 
cavity  is  not,  as  a  rule,  very  tolerant  of  the  presence  of  clots ;  ai 
for  this  reason  they  do  not  generally  remain  sufficiently  long 
have  become  firm  and  dense.  They  are  frequently  connected  wii 
'  Oj/.  cit.  p.  259.  ^  Trans,  of  Path.  Society,  vol.  xi.  p.  173. 
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previous  abortions.  The  accompanying  drawing  is  one  of  a  '  Poly- 
poid HEematoma '  following  an  abortion  at  the  second  month.  The 
remains  of  the  chorion  structures  attached  to  the  uterus  form  the 
pedicle  of  a  mass  consisting  of  blood-clot,  the  whole  assuming  a 
polypoid  form.'  When  the  coagula  are  tolerably  recent,  they  are 
easily  broken  down  under  pressure,  or  after  soaking  in  water. 
Fibrous  organised  bodies  are  not  to  be  broken  up  in  this  manner. 
When  polyi^i  of  the  uterus  are  present,  coagula  sometimes  come 
away  having  a  circular  form  like  segments  of  rings.  The  polypus 
at  the  same  time  excites  haemorrhage  and  prevents  the  escape  of 
the  blood ;  and  the  rings  in  question  are  thus  formed.  Coagula 


Fig.  149. 


not  recent  may  present  a  tolerably  firm,  dense,  greyish,  fibrinous- 
looking  surface.  The  want  of  organisation  in  the  mass,  the 
presence  of  blood-corpuscles,  would  assist  in  the  diagnosis  of 
the  nature  of  the  substance.  The  centre  of  the  mass,  moreover? 
generally  exhibits  a  clot  of  a  darker  colour,  comparatively  unaltered, 
which  was  the  original  nucleus  of  the  formation.^ 

In  respect  to  the  size  and  shape  of  clots  of  blood  expelled  from 
the  vaginal  aperture,  some  peculiarities  are  sometimes  noticed. 
Thus,  in  a  case  which  fell  under  my  observation — that  of  the 
sister  of  a  medical  man — a  large  clot  of  blood,  having  the  size 

'  Copied  from  Yirchow's  Xrankhaften  Gcuchnulste,  l')and.  i.  p.  146. 
^  See  an  account  of  some  specimens  reported  on  by  myself  in  Trans,  of  Path. 
Socifty,  vol.  XV.  p.  169. 
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and  shape  of  the  vagina,  had  been  occasionally  expelled  after  much 
straining  and  pain,  at  the  menstrual  periods.  It  was  found  that  the 
aperture  of  the  hymen  was  excessively  small,  and,  the  discharge  of 
blood  being  more  profuse  than  usual,  an  accumulation  and  coagu- 
lation of  the  same  in  the  vagina  had  occurred. 

Membranous  Formations. — Bodies  more  or  less  resembling 
^sJcin'  may  be  conveniently  considered  together  under  this  desig- 
nation. The  skin-like  substances  in  question  may  have  their  origin 
in  the  vagina  or  in  the  uterus. 

1 .  Exfoliations  from  the  vagina. — Under  certain  circumstances 
the  lining  membrane  of  the  vagina  separates  in  the  form  of  thin 
translucent  flakes,  which  sometimes  come  away  in  great  quantities. 
The  flakes  in  question  are  composed  of  the  scaly  epithelium  of 
the  vagina,  and  under  the  microscope  exhibit  the  well-known 
appearances  of  this  form  of  epithelium.  It  is  necessary  to  place 
them  in  water  in  order  to  render  obvious  the  characters  of  these 
exfoliated  products. 

2.  The  dysmenorrhoial  membrane  ('menstrual  decidua ' — 
Farre). — This  is  an  exfoliation  of  the  lining  membrane  of  the 
uterus — a  sort  of  skin  occasionally  expelled  from  the  uterus,  inde- 
pendently of  conception,  after  a  catamenial  period,  and  exhibiting 
a  certain  degree  of  resemblance  to  the  decidua  lining  the  uterus 
during  pregnancy.  The  membrane  is  the  mucous  membrane  of 
the  uterine  cavity,  hypertrophied  and  cast  off  (see  chapter  on 
'  Menstruation,'  p.  15).  Under  the  influence  of  certain  condi- 
tions, the  nature  of  which  is  at  present  not  perfectly  understood, 
but  which  probably  have  the  effect  of  setting  up  a  sort  of  chronic 
inflammation  of  the  lining  membrane  of  the  uterus,  the  mucous 
membrane  of  the  uterus  becomes  sometimes  greatly  more  thickened 
than  usual,  and  being,  in  accordance  with  the  ordinary  rule,  thrown 
off,  it  is  presented  externally.  This  is  what  appears  to  take  place 
in  these  cases  of  membranous  dysmenorrhcKa.  The  membrane  in 
question  is  smooth  internally,  rough  and  slightly  flocculent  exter- 
nally. When  thrown  off  in  a  single  piece,  the  membrane  presents 
three  apertures,  corresponding  to  the  apertures  communicating 
with  the  uterine  cavity,  and  is  of  a  pyramidal  shape.  It  is  expelled 
during  the  catamenial  flow,  which,  as  a  rule,  is  more  profuse  than 
usual.  It  is  unlike  the  vaginal  exfoliations  just  alluded  to,  being 
very  much  thicker.  The  distinction  of  this  dysmenorrhoeal  mem- 
brane from  the  decidua  of  an  early  ovum  might,  under  certain  cir- 
cumstances, be  difficult,  as  already  stated,  viz.,  when  the  supposed 
decidua  is  unaccompanied  by  any  part  of  the  chorionic  structure. 
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The  concomitant  circumstances  will  assist  in  the  diagnosis ;  thus 
the  '  dysmenorrhoeal  membrane '  is  not  expelled  at  one  catamenial 
period  only,  but  on  successive  occasions  ;  whereas,  in  the  case  of 
an  abortion,  the  same  thing  is  not  likely  to  occur,  or,  at  all  events, 
with  the  same  marked  periodicity  (see  chapter  on  'Dysmenor- 
rhoea '). 

3.  The  covenng  of  the  early  oi'um.— Portions  of  the  decidua 
materna,  the  decidua  reflexa,  the  chorionic  sac,  etc.,  may  come  away 
in  the  form  of  membranous  substances. 

4.  Exfoliations  from  the  bladder. — The  coats  of  the  bladder 
have  in  rare  instances  been  expelled  ;  in  cases  related  by  Mr. 
Spencer  Wells  and  others,  the  whole  lining  of  the  bladder  appears 
to  have  sloughed  and  to  have  come  away  by  the  urethra. 

Vesicular  Bodies.— T/ie  hydatidiform  or  vesicular  mole. — 
Little  bladder-like  substances,  singly,  or  connected  in  series  like 


Fig.  150.' 


beads,  may  be  expelled  from  the  uterus.  These  bodies  were  for- 
merly considered  to  be  hydatids  formed  in  the  uterus.  They  really 
result  from  certain  alterations  of  the  chorion  villi,  and  they  are 
always  the  result  of  conception.  The  embryo  perishes  at  an 
early  period,  and  the  chorion  villi  continuing  connected  with  the 
uterus  maintain  a  slow  growth,  the  development  being  arrested. 
The  vesicular  bodies  are  thus  the  result  of  dropsical  swelling  of 
the  chorion  villi.    It  appears  that  the  period  of  pregnancy  during 

'  The  drawing  is  a  magnified  representation  of  an  early  stage  of  the  hydatidi. 
form  degeneration  of  the  ovum,  and  exhibits  very  accurately  the  relations  of  the 
vesicular  bodies,  b,  to  the  chorionic  membrane,  a,  and  the  decidua  serotina,  c. 
^Fnr  fnrtlier  illustrations,  see  my  papers  in  Obst.  Trans.,  vols.  i.  and  ii.) 


472 


MENORRHAGIA. 


which  the  chorion  villi  may  take  on  this  peculiar  form  of  degene- 
rative growth  is  limited,  probably  not  later  than  the  middle  or  end 
of  the  third  month.  If  the  embryo  perish  after  the  chorion  villi 
have  become  pretty  intimately  connected  with  the  decidua  sero- 
tina,  but  before  the  placenta  has  become  formed,  while  the  villi 
are  allowed  still  to  retain  a  certain  degree  of  connection  with  the 
uterus,  they  may  continue  to  grow  ;  but  development  is  arrested, 
and  the  bladder-like  bodies  are  the  result ;  such,  at  least,  is  my 
explanation  of  the  formation  of  these  bodies.  Some  eminent 
authorities  consider  it  a  disease  of  the  villi  ah  initio. 

With  the  presence  of  the  vesicular  mole  watery  discharges  are 
occasionally  associated.  The  mole  in  question  may  attain  a  con- 
siderable size,  and  may  remain  several  months  in  the  uterus,  a  few 
of  the  bladders  from  time  to  time  breaking  and  discharging  fluid 
from  the  os  uteri.  The  mass  may  come  away  altogether,  or  clusters 
of  the  vesicles  may  be  expelled  at  intervals. 

True  hydatids  may  in  very  rare  instances  be  expelled  from  the 
generative  passages.  They  originate  in  the  abdomen,  bursting 
into  this  cavity  from  the  liver ;  and  they  may  penetrate  through 
the  uterus  or  into  the  vagina.  True  hydatids  are  closed  sacs  one 
within  another ;  while  the  vesicular  bodies  resulting  from  chori- 
onic transformation  are  arranged  in  a  series  like  beads  on  a  string, 
with  slender  peduncles  or  intervening  connecting  portions.  The 
well-known  '  booklets'  are  usually  found  when  the  cysts  are  really 
of  hydatid  origin.  I  have  met  with  a  case  in  which,  death  having 
occurred,  several  hydatid  cysts  were  found  in  the  abdomen,  the 
pelvis,  etc.,  and,  had  life  been  prolonged,  some  of  these  might 
have  burst  into  the  vagina  or  uterus.  In  the  case  in  question,  the 
patient  was  a  young  unmarried  woman.  I  have  also  met  with  one 
case  of  true  hydatids  of  the  uterus,  in  which  the  organ  contained 
bojiies  of  undoubtedly  hydatid  character.^ 

Factitious  Bodies. — Lastly,  the  observer  must  be  cautioned  as 
to  the  occurrence  of  cases  in  which,  for  a  variety  of  reasons,  women 
exhibit  substances  which  they  are  desirous  of  leading  the  practi- 
tioner to  believe  have  been  expelled  from  the  vagina.  The  careful 
examination  of  the  bodies  in  question  is,  or  should  be,  sufficient 
always  to  enable  us  to  detect  the  fraud. 

>  Obst.  Trans,  vol.  xii.  p.  237. 
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GENERAL  TREATMENT. 

If  the  blood  be  impoverished,  the  patient  must  be  strengthened, 
the  general  health  improved  by  careful  hygienic  measures,  by 
good  food,  pure  air,  exercise,  etc.  Any  special  predisposing  cause, 
the  detection  of  which  may  require  very  careful  scrutiny  of  the 
habits  and  previous  history  of  the  patient,  must  be  removed.  If, 
for  instance,  the  patient  be  living  in  a  malarious  neighbourhood, 
the  residence  must  be  changed.  In  cases  where  there  is  great 
torpidity  of  the  system,  congestion  of  the  abdominal  viscera,  a 
loaded  state  of  the  bowels,  and  unhealthy  state  of  the  secretions 
generally,  what  may  be  termed  a  derivative  plan  of  treatment, 
consisting  in  administration  of  brisk  purgatives  and  such  medi- 
cines as  are  known  to  excite  action  of  the  liver  and  chylopoietic 
organs  generally,  is  effective.  In  cases  of  great  debility  iron  is 
necessary.  A  mixture  containing  very  small  doses  of  sulphate  of 
magnesia,  with  a  little  dilute  sulphuric  acid  and  syrup,  is  exceed- 
ingly useful  during  the  days  of  the  profuse  catamenial  flow. 

In  cases  due  chiefly  to  general  debility,  from  whatever  cause, 
tonics  and  purgatives  must  be  given  together.  For  such,  a  colo- 
cynth  and  rhubarb  pill  twice  a  week,  with  iron  and  sulphate  of 
magnesia  in  small  doses,  two  or  three  times  a  day,  may  be  recom- 
mended. To  promote  the  action  of  the  skin,  to  insure  regular 
action  of  the  bowels,  and  to  imj)rove  in  every  possible  way  the 
general  health  of  the  patient,  is  to  do  pretty  nearly  all  that  can 
be  done  in  the  general  treatment  of  ordinary  cases  of  profuse 
menstruation  not  dependent  on  some  physical  derangement  of  the 
uterus. 

The  general  treatment  is  particularly  important  in  cases  of 
women  who  have  resided  in  tropical  climates,  such  as  India.  The 
uterus  and  pelvic  organs  generally  are  found  in  such  cases  in  a 
state  of  chronic  congestion,  there  is  profuse  menstruation,  together 
with  leucorrhoea,  and  not  seldom  flexions  are  present.  The  flexion, 
nf  course,  requires  special  treatment,  but  the  general  condition  of 
t  lie  patient  requires  in  such  cases  careful  management.  The  only 
means  of  successfully  dealing  with  these  cases  is  to  carefully 
supervise  the  performance  of  the  functions  generally,  and  especially 
those  of  menstruation,  fecundation,  etc.,  and  to  remove,  by  ap- 
l)ropriate  treatment,  the  diseased  condition  of  the  uterus,  which 
is  the  cause  of  the  symptoms. 

When  the  circumstances  of  the  patient  admit  of  it,  and  the 
•  case  is  an  obstinate  one,  great  advantage  will  be  derived  from 
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residence  at  a  watering-place,  where,  for  a  variety  of  reasons, 
hygienic  measures  are  better  enforced  and  more  easily  carried  out 
than  at  home.  The  remedies  considered  necessary,  aperients, 
tonics,  etc.,  are  more  efficacious  also  when  administered  in  the 
form  of  mineral  water.  In  selecting  the  spa,  regard  must  there- 
fore be  had  to  the  peculiar  condition  of  the  patient,  and  the  cause 
of  the  menorrhagia  (see  '  Treatment  of  Chronic  Congestion  of  the 
Uterus '). 

The  external  employment  of  baths  is  of  service.  The  daily 
use  of  the  sponge  bath  is  strongly  to  be  recommended,  the  skin 
being  rubbed  all  over  by  means  of  a  rough  towel  for  some  minutes 
afterwards.  The  Turkish  bath  may  be  used  in  the  treatment  of 
certain  cases  of  menorrhagia,  in  which  there  is  defective  activity 
of  the  skin,  and  in  which  sufficient  bodily  exercise  cannot,  for 
some  reason  or  other,  be  taken.  Experience  has  given  me  reason 
to  think  that  cold  hip  baths  are  not  usually  to  be  recommended  as 
a  remedy  for  menorrhagia,  although  I  was  formerly  inclined  to 
consider  them  serviceable.  Where  hip  baths  are  employed  the 
water  used  should  be  either  warm  or  tepid. 

In  all  cases  where  the  uterus  and  pelvic  organs  are  in  a  con- 
gested condition,  the  use  of  the  vaginal  douche  is  of  most  valuable 
assistance  in  the  treatment.  The  means  of  applying  this  remedy 
will  be  found  described  in  the  chapter  on  '  Leucorrhcea.' 

It  is  of  extreme  importance  to  regulate  the  conduct  of  the 
patient  at  the  menstrual  periods.  For  two  or  more  days  previous 
to  the  expected  period,  and  during  the  time  at  which  the  discharge 
is  going  on,  the  patient  must  be  dii'ected  to  remain  as  quiet  as 
possible,  and  chiefly  in  the  recumbent  posture.  The  clothing 
must  be  light,  the  room  should  be  cool.  The  bowels  must  be  kept 
regularly  open,  and  stimulant  articles  of  food,  as  well  as  excessive 
eating  and  drinking,  must  be  avoided.  Sexual  intercourse  is  to 
be  prohibited.  By  adopting  these  simple  precautions,  much  will 
be  effected  in  diminishing  the  amount  of  the  discharge. 

Dr.  Chapman  has  introduced  a  method  of  treatment  which  has 
in  some  cases  proved  of  service  in  cases  under  my  own  observa- 
tion, viz.,  the  application  of  cold  to  the  spine  by  means  of  ice- 
bags.  The  cold  acts  directly  on  the  spinal  cord  and  indirectly  on 
the  uterus,  leading  probably  to  a  contraction  of  the  whole  organ, 
and  thus  lessening  the  htemorrhagic  discharge. 

In  some  few  cases  the  loss  of  blood  has  been,  or  continues  to 
be,  so  profuse  that  it  is  necessary  to  arrest  it  in  a  more  summary 
manner';  the  patient  has  become  so  reduced  that  a  further  loss  of 
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blood  is  likely  to  be  attended  with  grave  inconvenience.  For  the 
treatment  of  this  form  of  profuse  menstruation,  the  general  pre- 
ventive means  hitherto  spoken  of  are  applicable,  and  their  appli- 
cation is  most  important;  but  something  more  is  needed.  In 
extreme  cases  it  is  necessary  to  arrest  the  further  flow  of  blood  in 
a  mechanical  manner — i.e.  by  plugging  the  vagina.  This  will  be 
best  effected  by  inserting,  by  means  of  the  duck-bill  speculum,  a 
piece  of  lint  dipped  in  infusion  of  matico  or  tincture  of  sesqui- 
chloride  of  iron,  or,  which  is  still  better,  a  saturated  solution  of 
perchloride  of  iron  in  glycerine,  and  one  or  two  yards  of  wetted 
bandage,  carefully  packed  in  the  vagina.  This  form  of  plug  is 
very  easily  managed,  as  it  admits  of  a  portion,  or  the  whole,  of  it 
being  easily  withdrawn.  The  bandage  should  be  previously  wetted 
by  being  squeezed  out  of-  cold  water.  Dr.  Henry  Bennet  strongly 
recommends  the  plugging  of  the  cervix  uteri  itself  in  order  to 
restrain  the  haemorrhage  when  very  profuse.  The  patient  must 
be  directed  to  remain  in  the  recumbent  posture ;  cloths  dipped  in 
cold  water  should  be  laid  over  the  pelvic  region  and  removed  and 
reapplied  from  time  to  time  ;  or  a  cold  wet  napkin  may  be  flapped 
upon  the  abdomen,  so  as  to  produce  a  sudden  shock.  Injection  of 
cold  or  iced  water  into  the  rectum  is  also  a  most  valuable  means 
of  arresting  the  iBow  of  blood  in  bad  cases  of  this  kind.  The 
object  is  to  produce  contraction  of  the  uterus,  for  that  organ  is 
relaxed,  congested,  and  in  a  condition  very  much  resembling  that 
which  is  present  after  labour. 

The  internal  remedies  to  be  made  use  of  are,  firstly,  those 
which  are  known  to  induce  contraction  of  the  uterus  ;  secondly, 
those  which  are  known  to  have  the  power  of  arresting  hasmorrhage 
— styptics,  as  they  are  termed.  Ergot  of  rye  and  ipecacuanha 
have  been  found  serviceable  in  cases  of  'post-partum  haemorrhage ; 
and  they  are  applicable  in  the  treatment  of  the  severer  forms  of 
profuse  menstruation  also.  I  have  myself  had  great  success  with 
the  ergot,  when  all  other  remedies  had  markedly  failed.  A  decoc- 
tion of  the  fresh  powder  should  be  taken  three  times  a  day. 
Styptics  are  frequently  found  very  serviceable  ;  of  these  matico  in 
combination  with  tincture  of  iron,  or  the  latter  alone  in  large 
doses  (thirty  to  forty  minims),  are  strongly  recommended.  Matico 
has  proved  exceedingly  efficacious  in  some  few  cases  in  which  I 
have  employed  it.  Grallic  acid  and  diacetate  of  lead  may  be  also 
employed.  Opium  is  a  remedy  which  has  been  highly  extolled  in 
cases  of  profuse  menstruation,  as  also  in  haeraoniiages  generally, 
but  it  does  not  appear  to  be  adapted  for  chronic  cases.  Attention 
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has  been  directed  to  digitalis  administered  internally  as  of  peculiar 
efficacy  in  the  treatment  of  profuse  menstruation,  but  the  results 
obtained  in  cases  where  I  have  tried  it  have  not  been  altogether 
encouraging.  In  passive  menorrhagia,  Beau  recommends  rue  and 
savin,  in  doses  of  rather  less  than  one  grain  each. 

In  severe  cases  of  profuse  haemorrhage,  while  measures  are 
being  taken  to  arrest  the  discharge  of  blood  and  to  prevent  further 
hsemorrhage,  it  is  necessary  to  support  the  patient  by  adminis- 
tering stimulants  and  nourishments  internally.  The  requirements 
in  individual  cases  vary  according  to  the  urgency  of  the  symptoms. 
Brandy  and  beef-tea  or  strong  soup  must  be  given  frequently,  but 
in  small  quantities  at  a  time.  It  is  possible  to  conceive  a  case — 
indeed,  such  are  on  record — in  which  transfusion  may  be  necessary, 
and  where  the  patient's  life  may  be  prolonged,  if  not  saved,  by 
timely  recourse  to  this  procedure. 

It  does  not  very  often  happen  that  a  patient  perishes  from 
haemorrhage  due  to  simple  profuse  menstruation,  but  there  are 
many  cases  where  life,  if  not  abruptly  cut  short,  is  materially 
abbreviated  by  the  long-continued  weakness  and  prostration 
thereby  induced. 

LOCAL  TREATMENT. 

The  treatment  is  palliative  or  curative,  one  or  both,  according 
to  circumstances.  The  case  may  or  may  not  admit  of  absolute 
cure.  When  not  curable,  much  may  often  be  done  to  diminish 
the  loss,  of  blood  at  the  menstrual  periods  by  giving  the  patient 
directions  as  to  her  conduct  dming  the  time  in  question.  Thus, 
in  cases  of  cancer,  cases  of  fibrous  tumour,  cases  of  flexion,  etc., 
where  it  may  not  be  proper,  for  a  variety  of  reasons,  to  resort  to 
more  radical  measures,  rest,  the  horizontal  position,  careful  diet, 
and  the  systematic  application  of  this  system  of  treatment  at  and 
during  each  successive  menstrual  period,  will  do  much  to  lessen 
the  amount  of  the  loss  of  blood.  It  is  in  these  cases  also  that 
we  occasionally  find  it  necessary  to  apply  measmes  for  at  once 
arresting  the  discharge  of  blood,  and  which  have  been  already 
pointed  out.  The  discharge  of  blood  may,  under  such  circum- 
stances, be  such  as  to  amount  to  a  regular  hasmorrhage,  and  must 
be  treated  as  such  ;  but,  whatever  be  its  cause,  the  amount  of 
the  discharge  may  be  always  very  considerably  reduced  by  the 
preventive  and  palliative  measures  which  have  been  already  al- 
luded to. 
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With  reference  to  the  curative  treatment  of  these  cases  of 
unusual  discharge  of  blood  from  the  uterus,  and  which  are  con- 
nected with  the  presence  of  organic  or  other  disease,  or  in  those  very 
numerous  cases  in  which  flexions  are  responsible  for  the  haemor- 
rhage, etc.,  we  must  be  guided  by  the  circumstances  of  the  case. 
The  proper  radical  treatment  of  the  various  pathological  conditions 
of  the  uterus,  etc.,  are  elsewhere  discussed  under  their  proper 
heads.  At  present,  some  general  observations  will  be  made  in 
reference  to  the  treatment  of  these  cases,  so  far  as  the  haemorrhage 
is  concerned. 

The  loss  of  blood  produced  by  the  presence  of  organic  or  other 
disease  of  the  uterus  is  often  such  as  to  necessitate  the  absolute 
removal  of  the  cause  of  the  discharge  in  order  to  save  the  patient's 
life.  This  is  more  particularly  the  case  where  polypus  of  the  uterus 
is  present.  A  minute  mucous  polypus  growing  just  within  the  os 
uteri  has  been  known  to  give  rise  to  severe  hasmorrhage ;  a  pedun- 
culated growth  of  this  kind  may  occasion  more  haemorrhage  than 
a  polypus  of  considerable  size  ;  and  hence  operations  are  demanded 
in  order  to  restrain  the  haemorrhage,  with  varying  degrees  of 
lugency  in  different  cases.  Haemorrhage  is  not  generally  the 
only  reason  for  deciding  on  operative  or  other  measures  for  their 
removal. 

In  some  cases  our  decision  as  to  treatment  will  be  affected  by 
this  consideration.  The  patient  may  be  fast  approaching  the  end 
of  menstrual  life,  and  it  may  be  expected  that  the  haemorrhage, 
with  the  profuse  menstruation,  will  disappear  at  the  end  of  a  short 
period.  Such  a  view  of  the  case  may  present  itself  to  us  where 
there  are  fibrous  tumours  in  the  uterine  wall,  projecting,  perhaps, 
into  the  cavity  of  the  uterus,  and  giving  rise  to  the  symptoms 
now  under  discussion.  In  many  such  cases,  symptoms  which, 
during  menstrual  life,  are  of  great  severity  grow  less,  and  the 
patient,  while  retaining  her  disease,  finds  the  inconveniences  for 
the  most  part  vanish  with  the  arrival  of  the  last  menstruation. 

The  severe  haemorrhages  produced  by  fibroid  tumours  not 
seldom  appear  to  depend  to  a  great  extent  on  the  obstruction  to 
escape  of  blood  from  the  uterus.  Hence  the  operation  of  incising 
freely  the  cervix  uteri  is  serviceable  in  certain  cases. 

In  cases  where  there  is  reason  to  believe  that  abortion  has,  or 
may  have,  recently  occurred,  the  first  thing  to  be  done  is  to  ascer- 
tain whether  any  portion  of  the  ovum  or  of  its  membranes  remain 
in  the  uterus,  and  if  anything  be  there  found  to  remove  it.  Ex- 
perience has  shown  that  the  retention  within  the  uterus  of  a  very 
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small  portion  of  membrane  is  sufficient  to  give  rise  to  considerable 
and  continued  loss  of  blood.  Where  the  os  uteri  is  so  closed  that 
the  finger  cannot  be  easily  introduced,  it  must  be  slowly  and 
carefully  dilated.  The  best  method  of  dilating  the  os  uteri  for 
this  and  other  purposes  will  be  particularly  described  in  the 
chapter  on  '  Dysmenorrhoea.'  The  consideration  of  the' treatment 
appropriate  in  such  cases,  however,  falls  more  properly  within  the 
j)rovince  of  midwifery.  It  is  sufficient  here  to  insist  on  the 
necessity  for  completely  emptying  the  uterus  to  check  the  hsemor- 
rhage  proceeding  from  this  cause. 

Of  late  years  the  practice  of  applying  strong  caustics  to  the 
interior  of  the  uterus  has  been  rather  extensively  followed.  Ap- 
plications were  at  first  limited  to  the  tincture  of  iodine,  but  un- 
diluted nitric  acid  has  been  frequently  used  for  the  pm-pose. 
Again,  it  has  been  recommended  that  the  interior  of  the  uterus 
should  be  scraped  by  means  of  an  instrument  for  the  purpose — a 
curette — the  object  in  both  methods  of  treatment  being  to  burn 

Fig.  151.' 

away  the  surface  of  the  uterine  lining,  or  to  remove  it.  These 
methods  of  treatment  have  always  appeared  to  me  unnecessary, 
and  it  has  been  shown  by  reports  of  cases  which  have  been  pub- 
lished that  occlusion  of  the  os  uteri  and  destruction  of  the  normal 
uterine  functions  have  followed  these  procedm-es  in  some  cases. 

In  regard  to  the  injurious  effects  of  the  scraping  process  Dr. 
Emmet  says  that  he  has  known  peritonitis,  cellulitis,  pelvic  abscess, 
and  even  death  occur  on  removing  growths  from  the  interior  of 
the  uterus  by  means  of  the  curette,  and  he  approves  of  Dr. 
Thomas's  blunt  copper-wire  cm-ette,  which  compresses  the  lining 
without  removing  it. 

In  regard  to  the  injurious  effects  of  the  cauterising  process, 
Dr.  Wiglesworth  ^  recorded  a  case  in  which  occlusion  of  the  os,  and 
suppression  of  menstruation  occurred  as  a  result  of  aiDplication  of 
fuming  nitric  acid  to  the  whole  interior  of  the  uterus,  and  he 
forcibly  directs  attention  to  the  sterility  necessarily  so  produced. 
In  another  paper  he  records  two  more  cases  in  which  the  same 
result  occmTed.    Dr.  Playfair  ^  considers  that  Dr.  Wiglesworth 's 

'  Fig.  151  represents  Dr.  Thomas's  curette. 

'  Ohst.  Jowrn.  vol.  Ixx.  p.  022.  "  lUd.  vol.  Ixi.  p.  694. 


MENORRHAGIA.  479 

case  teaches  necessity  for  caution  in  the  use  of  nitric  acid.  He 
prefers  carbolic  acid  in  a  tolerably  concentrated  form.  Dr.  EdiSj 
writing  on  the  same  subject,  states  that  in  two  cases  he  had  ob- 
served somewhat  similar  results  to  those  above  related. 

As  supporting  the  views  above  given  as  to  the  true  explanation 
of  these  cases  may  be  cited  a  paper  by  Dr.  Gr.  H.  Lyman. ^  He 
advocates  the  dilatation  of  the  cervix  uteri  for  the  cure  of  uterine 
hajmorrhage.  In  four  cases  dilatation  was  performed  for  the  pur- 
poses of  diagnosis,  and  so  marked  was  the  relief  from  the  hsemor- 
rhage  that  his  attention  was  aroused  to  dilatation  as  a  means  for 
arresting  the  haemorrhage.  Dr.  Lyman  considers  that  it  acts  by 
relieving  the  constriction  at  the  internal  os,  and  thus  relieves  the 
congestion  of  the  tissues  above  that  point. 

For  Dr.  Thomas's  opinion  on  the  subject  see  chapter  on  *  Leu- 
corrhoea.' 

The  so-called  fungosities  which  are  supposed  to  be  removed 
by  the  procedures  above  mentioned  appear  to  be  merely  the  un- 
duly vascular  mucous  membrane.  It  is  more  rational  to  endeavour 
to  reduce  this  vascularity  than  to  destroy  the  membrane.  As  to 
the  efficaciousness  of  this  cauterising  method  of  treatment  it  does 
not  appear  that  the  results  are  very  encouraging,  the  operation 
requiring,  according  to  Dr.  Thomas  (see  his  last  edition),  frequent 
repetition  before  a  cure  can  be  effected. 

When  cauterising  applications  are  made  to  the  interior  of 
the  uterus  .it  is  necessary,  in  the  first  place,  to  dilate  the  cervical 
canal.  If  strong  nitric  acid  be  applied,  an  ebonite  cervical  specu- 
lum, as  devised  by  Dr.  Atthill,  is  required,  through  which  the 
probe  carrying  the  acid  can  be  introduced.  It  has  been  found  to  be 
dangerous  to  inject  caustic  fluids  into  the  uterus  without  previous 
free  dilatation  of  the  cervical  canal ;  hence,  if  tincture  of  iodine 
or  other  such  fluid  be  so  employed,  the  previous  cervical  dilatation 
is  imperative. 

The  general  conclusion  to  be  drawn  from  the  facts  which  have 

been  collected  on  the  subject  is  that  intra-uterine  medication  for 

the  relief  of  haemorrhage  is  so  far  good  that  it  implies  an  opening, 

or  indeed  a  dilatation,  and  certainly  a  straightening  of  the  uterine 

canal.    One  effect  it  certainly  has,  though  it  does  not  seem  to 

have  been  contemplated  by  those  who  have  practised  it  (with  the 

exception  of  Dr.  Lyman),  viz.,  that  it  promotes  the  '  drainage '  of 

the  uterine  cavity.    I  have  always  considered  this  latter  indication 

'  '  Transactions  of  American  Gynascological  Association,'  in  Amer.  Journ  of 
Obst.  vol.  X.  p.  526. 
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as  a  most  important  one,  and  the  practical  inference  is  that  the 
dilatation  or  straightening  of  this  canal  will  be  found  to  be  all 
that  is  required  in  the  majority  of  cases. 

A  final  word  must  be  added  in  reference  to  the  efficacy  of 
removal  of  the  ovaries,  by  the  operation  now  known  as  Battey's 
operation,  for  the  cure  of  menorrhagia.  Cases  do  occasionally 
present  themselves  in  which  the  tendency  to  haemorrhage  is  so 
great  from  presence  of  fibroid  growths  in  the  uterus,  and  possibly 
in  some  other  cases,  that  this  operation  seems  justifiable.  (See 
further  remarks  on  subject  of  this  operation  in  chapter  on  '  Ovario- 
tomy.') 
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CHAPTER  XXXIV. 
DYSMENORRH(EA. 

Meaning  of  the  Term — Pathology-  -Essentially  a  Symptom  indicative  of  Ob- 
struction to  Escape  of  Menstrual  Fluid — -Seat  of  the  Obstruction,  mostly  at 
the  Internal  Os  Uteri — Modus  Operandi  of  Obstruction  at  this  Position — Severity 
and  Intensity  of  the  Pain— Nausea  and  Vomiting  accompanying  Dysmenorrhoea 
— Causes  of  Obstruction  at  various  parts  of  the  Canal  of  the  Uterus  enumerated 
— Inter-Menstrual  Dysmenorrhoea— Membranous  Dysmenorrhoea. 

Pain  during  Menstruation  due  to  other  Causes  than  Obstruction  to  Escape  of 
Menstrual  Fluid — Disordered  Ovulation — Eheumatic  Diathesis — Neuralgia. 

Teeatment. — General  remarks — Eectification  of  Shape  of  Uterus — Dilatation 
— Incision  of  Canal — These  Methods  Compared — Their  Applicability  to  the 
various  Cases  pointed  out — Postural  Treatment — Palliative  Treatment — Inter- 
nal Mechanical  Treatment — Treatment  of  Imperforate  Os  Uteri — Treatment  of 
Membranous  Dysmenorrhoea. 

The  term  *  dysmenorrlioea '  has  been  long  employed  to  denote  the 
presence  of  pain  or  difficulty,  one  or  both,  attendant  on  the  per- 
formance of  the  function  of  menstruation. 

Hardly  two  patients  suffer  alike  during  menstruation ;  and  we 
see  a  regular  gi-adation  between  cases  in  which  there  is  very  slight 
suffering,  and  others  in  which  the  agony  is  such  as  to  be  almost 
unendurable.  The  pain  also  varies  in  its  position,  but  it  is  for  the 
most  part  referable  to  the  uterus  ;  and,  in  the  cases  where  there 
is  most  pain,  the  pain  is  generally  identical  in  position  with  that 
of  this  organ.  Pains  of  various  degrees  of  intensity  may  be  felt  at 
other  parts  of  the  body ;  but  they  are  added,  so  to  speak,  to  the 
other — the  essential  pain — which  is  situated  in  or  about  the  pelvic 
region. 

What  is  the  relation  of  the  pain  to  the  flow  of  the  menstrual 
fluid  ?  This,  being  the  vital  point  of  the  whole  question,  demands 
our  earnest  attention. 

We  find  in  practice  several  variations  in  respect  to  the  manner 
in  which  these  two  things,  the  pain  and  the  flow  of  the  fluid,  are 
related  one  to  the  other.  In  some  cases  it  will  be  found  that  the 
menstrual  fluid  escapes  from  the  uterus  from  the  first ;  the  patient 
having  little,  but  only  a  little,  to  complain  of  during  the  whole 
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menstrual  period,  while  in  other  cases,  on  the  contrary,  the  ap- 
pearance of  the  menstrual  fluid  is  delayed  for  a  certain  time,  and 
in  the  meanwhile  the  patient  suffers  more  or  less  severely  from 
pain  ;  the  discharge  appears,  and  the  pain  thereupon  quite  or 
almost  completely  ceases.  In  other  instances  the  pain  is  present 
intermittingly  more  or  less  during  tha  whole  of  the  period. 

PATHOLOGY. 

I  hold  the  belief  that  dysmenorrhoea  is  to  be  regarded  as  a 
symptom  indicating,  in  almost  every  instance,  an  impediment  to 
the  escape  of  the  menstrual  fluid  from  the  uterus,  and  this  view 
of  the  subject,  which  was  put  forward  in  the  first  edition  of  this 
work  (18G3),  has  received  ver}'  general  (though  not  unanimous) 
adoption  by  several  other  writers,  although  quite  recently  attempts 
have  been  made  to  revive  in  a  modified  shape  the  older  views  en- 
tertained on  the  subject.  Before  the  existence  of  flexions  of  the 
uterus  was  recognised,  the  sole  '  obstructive  '  cases  of  dysmenor- 
rhcBa  were  those  in  which  the  external  os  uteri  was  found  small 
and  narrow.  But  the  '  obstructive  '  cases,  it  can  now  be  shown, 
are  much  more  numerous,  and  they  include  very  many  instances 
where  the  internal  os  uteri  is  the  seat  of  obstruction  to  the  escape 
of  the  menstrual  fluid. 

Pain  during  the  menstrual  period  is  not  exclusively  due  to  ob- 
struction to  escape  of  menstrual  fluid  ;  for,  as  will  be  mentioned 
presently,  there  are  cases  in  which  the  source  of  the  discomfort 
present  is  to  be  sought  elsewhere.  But  the  '  obstructive '  theory 
applies  widely  and  generally  to  most  cases,  those  not  coming  within 
it  constituting  the  exceptions. 

There  has  been  considerable  dispute  as  to  the  seat  of  the 
obstruction  in  cases  of  dysmenorrhoea.  On  the  one  band,  the 
external  os  uteri  is  still  held  by  some  authorities  (Dr.  Barnes,  for 
instance)  to  be  the  almost  exclusive  seat  in  cases  where  obstruction 
exists ;  on  the  other  hand,  the  internal  os  uteri  is  held  by  other 
and  numerous  authorities  to  be  the  point  where  the  obstruction 
occurs.^ 

Opinions  so  widely  differing  and  held  by  equally  eminent 

^  Many  of  the  various  arguments  and  statements  put  forward  by  those  who 
have  in  public  discussed  this  subject  will  be  found  in  vols.  vii.  and  viii.  of  the 
Obstetrical  Transactions,  in  the  reports  of  the  discussions  on  the  subject  at  the 
meetings  of  the  Obstetrical  Society  of  London.  See  also  a  i)aper  in  the  Ohste- 
trical  Transactions,  by  Dr.  Barnes  (vol.  xiv.  p.  108),  on  the  'Essential  Cause  of 
Dysmenorrhoja.' 
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authorities  may  seem  difficult  to  reconcile.    The  point  is  certainly 
of  the  greatest  practical  importance.    The  circumstance  that  in 
many  cases  of  dysmenorrhoea  the  internal  os  allows  a  tolerable- 
sized  sound  to  pass  through  it,  has  been  held  by  some  eminent 
practitioners  (Dr.  Bennet,  Dr.  Tilt,  and  others)  to  prove  that  there 
is  no  stricture  at  this  point.    But  the  stricture  may  nevertheless 
virtually  exist  at  the  internal  os,  in  consequence  of  flexion  of  the 
canal,  the  flexion  acting  as  an  obstacle  to  menstruation,  but  not 
preventing,  necessarily  at  least,  the  passage  of  the  sound.  When 
the  uterus,  as  is  often  the  case  under  such  circumstances,  is  unduly 
soft,  the  sound  may  open  out  the  flexion  as  it  passes  in.  Here 
lies  one  source,  at  least,  of  the  apparent  discrepancy.    The  least 
bending  of  the  uterus  at  the  internal  os  will  thus  cause  obstruc- 
tion.   I  agree  with  Dr.  Marion  Sims,  Dr.  Savage,  Dr.  Greenhalgh, 
and  others,  in  regarding  the  internal  os  as  by  far  the  most  common 
seat  of  obstruction.    The  cause  of  such  obstruction  at  the  internal 
OS  is,  according  to  my  experience,  almost  invariably  a  flexion  of 
the  uterus.    Other  causes  may  give  rise  to  obstruction,  but  the 
percentage  of  such  cases  is  small.    The  curve  described  by  the 
uterus  in  cases  of  flexion  is,  it  must  be  remembered,  not  always 
the  same.    The  flexion  may  be  seated  below  the  internal  os,  at 
the  middle  of  the  cervix,  in  fact ;  here  the  obstruction  is  not 
seated,  of  course,  precisely  at  the  internal  ob,  but  at  a  point  below 
that.    These  latter  cases  are  for  the  most  part  those  described  as 
'  conical '  cervix,  and  they  are  not  unfrequently  associated  with 
dysmenorrhoea.    But  I  do  not  think  they  occur  so  frequently  as 
Dr.  Barnes  believes. 

The  essential  part  of  menstruation,  so  far  as  the  uterus  is 
concerned,  appears  to  be  growth,  thickening,  and  increase  of  vas- 
cularity in  the  mucous  membrane  lining  the  body  of  the  uterus  ; 
the  tissue  of  the  uterus  itself  being  also  congested,  and  the  venous 
plexuses  situated  around  this  organ  being  at  this  time  filled  and 
gorged  with  blood.  The  menstrual  blood  is  poured  out  by  the 
mucous  membrane  of  the  body  of  the  uterus.  At  the  point  where 
the  cavity  of  the  body  of  the  uterus  and  the  cervical  canal  join, 
the  canal  is  narrow;  so  narrow,  indeed,  that  in  women  who  have 
not  borne  children  it  usually  admits  easily  only  an  instrument 
having  a  diameter  of  an  eighth  to  a  quarter  of  an  inch.  Hence  it 
follows  that,  in  a  by  no  means  insignificant  proportion  of  cases, 
the  internal  os  uteri,  as  it  is  termed,  is  so  narrow  that  very  little 
is  needed  to  close  it  altogether,  or  at  all  events  to  so  close  it  that 
the  escape  of  fluid  from  the  uterine  cavity  is  rendered  difficult. 
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Moreover,  during  the  menstrual  period,  fluid  containing  minute 
shreds  of  broken-down  membrane  has  to  be  discharged  from  the 
cavity  of  the  body  of  the  uterus.    The  internal  os  is  the  central 
and  smallest  part  of  the  uterine  canal.    It  is  surrounded  by  the 
firm,  resisting,  fibro-muscular  tissues  of  the  uterus,  the  uterin 
walls  being  at  that  situation,  as  already  remarked,  rather  thinner 
than  elsewhere.    In  the  ordinary  course  of  things,  the  menstrual 
products  pass  through  this  narrow  aperture  slowly,  but  continuously 
the  size  of  the  passage  being  sufficient  to  drain  the  uterine  cavity 
and  discharge  the  fluid  as  fast  as  it  is  poured  out  from  the  linin 
of  the  body  of  the  uterus. 

The  patency  of  a  tube  is  greatest  when  it  is  completely  circula 
in  shape.  Flatten  the  tube,  and  at  once  its  calibre  is  diminished 
Carry  the  flattening  process  far  enough,  and  we  extinguish  th 
tube  altogether.  It  so  happens  that  the  internal  os  uteri — th 
narrowest  part  of  the  tube — is  coincident  with  the  middle  of  th 
uterus,  the  situation  at  which,  in  cases  of  flexion-distortion,  th 
bend  is  most  usually  found  to  occur.  The  physical  relations  o 
the  parts  are  such  that  a  certain  flattening  of  the  canal  is  inevi 
table  when  the  uterus  is  bent  at  this  situation.  The  flattenin 
occm-s  from  before  backwards.  It  varies  in  degree,  according  t 
the  degree  of  the  flexion  and  other  circumstances,  and  it  is  demon 
strable,  from  anatomical  considerations  alone,  that  flattening  an 
consequent  impaii'ment  of  the  patency  of  the  canal  must  inevi 
tably  occur  when  the  uterus  is  decidedly  flexed,  and  thus  distorted 
This  is  so  obviously  true  that  it  seems  almost  unnecessary  toinsis 
upon  it.  In  figs.  152  and  153,  representing  respectively  ante 
flexion  and  reti'oflexion,  the  manner  in  which  the  uterine  tub 
becomes  compressed  is  rendered  evident. 

But  we  may  go  a  step  further.    It  is  probable  that  durin 
menstruation  the  internal  os  uteri  is  capable  of  becoming  to 
certain  extent  dilated  so  as  to  more  readily  allow  of  the  escape  o 
menstrual  products.    It  is  believed  by  some  that  the  internal  o 
uteri  has  a  regular  sphincteric  action,  expanding  and  contractin 
according  to  circumstances.    It  seems  probable  that  in  a  state  o 
perfect  health  no  such  expansion  is  required  to  allow  of  escape  o 
menstrual  products  ;  but  it  is  quite  certain  that  such  expansion  is 
required  if  the  menstrual  debris  be  unnaturally  solid  or  bulky ;  an 
it  is  quite  possible  that  the  internal  os  does  undergo  expansio 
to  a  certain  extent,  even  in  less  abnormal  cases.    But  I  woul 
direct  attention  to  the  fact  that,  if  the  uterus  be  decidedly  bent 
such  expansion  of  the  internal  os  must  be  very  materially  inter 
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fered  with.  The  tissues  around  the  internal  os  are  necessarily 
compressed  and  rendered  harder  and  more  resisting  by  the  mere 
fact  of  the  existence  of  the  bend.    The  flexion  occasions  not 


Fig.  152. 


Fig.  153. 


merely  a  flattening  of  the  canal,  but  a  condensation  of  the  uterine 
tissues  in  the  neighbourhood,  such  as  would  directly  and  forcibly 
resist  any  expansion  and  dilatation  of  the  tube.  The  patency 
of  the  uterine  tube,  under  ordinary  circumstances,  is   in  short, 
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dependent  on  the  uterus  preserving  its  proper  form,  and  thus 
allowing  the  canal  to  remain  circular  in  shape. 

Stricture  of  the  internal  os  uteri  has  been  very  frequently 
assumed  to  be  present  when  the  canal  was  simply  very  much  bent 
at  that  point.    The  condensation  and  hardening  not  unfrequentl 
present  around  the  narrow  portion  is  undoubtedly  often  great  in 
long-standing  cases,  and  a  veritable  stricture  not  seldom  exists. 
But  at  first  it  is  not  so,  the  canal  admitting  of  easy  passage  of  th 
sound  if  the  point  be  only  directed  properly  and  in  conformity  t 
the  bend  of  the  uterus  which  is  present.    All  cases  of  dysmenor 
rhoea  are  not  due  to  flexion,  but  the  vast  majority  of  them  com 
under  this  category  :  marked  dysmenorrhoea  will,  unless  in  a  ver 
few  and  exceptional  cases,  be  found  associated  with  undoubte 
flexion  of  the  uterus. 

In  a  very  interesting  paper  Dr.  Herman^  records  observations 
on  111  patients  '  under  treatment  for  local  contagious  disorders,' 
his  object  being  to  determine  whether  painful  menstruation  is 
more  common  in  women  who  have  acute  flexions  of  the  uterus 
than  in  others.    He  found  that  of 

43  cases  where  the  uterus  was  straight  12  had  much  or  bad  pain'^^'gg  ^^^^ 

14  cases  of  slight  anteflexion       .       .  5          „          „  J 

30  cases  flexion  a  right  angle      .       .  9          „          „  ^^^^ 

23  cases  flexion  an  acute  angle    .       .  7          „          „  J 

— thus  proving,  as  Dr.  Herman  considers,  that  the  degree  o 
bending  has  little  influence  on  the  severity  of  the  pain. 

Objections  to  the  validity  of  these  conclusions  obviously  suggest 
themselves.  One  principal  objection  to  my  mind  is  that  no  dis- 
tinction is  made  as  to  the  softness  or  hardness  of  the  uterus,  in 
the  above  cases.  This  would  affect  the  question  materially.  If  th 
uterus  were  very  soft,  an  acute  flexion  might  not  necessarily  produc 
pain  during  menstruation,  for  the  uterine  congestion  then  presen 
might  straighten  it.  I  have  known  this  to  occur.  Again,  flexion 
might  be  present  during  menstruation  and  not  at  other  times,  and 
would  thus  escape  notice.  Further,  the  degree  of  hardness  present 
is  important,  inasmuch  as  an  acutely  flexed  uterus  which  had 
become  hard  would  be  more  likely  to  occasion  severe  dysmenor- 
rhoea. One  most  important  reason  for  contesting  the  validity 
of  the  conclusions  drawn  by  Dr.  Herman  from  his  cases  is  that, 
having  particularly  devoted  attention  to  observations  as  to  the 
effect  of  treatment  of  uterine  flexions  on  the  dysmenorrhoja  so 
often  associated  with  them,  I  am  unable  to  recall  to  mind  a  case  iu 

'  Obst.  Trans,  vol.  xxiii.  p.  217. 
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which  the  dysmenorrhcea  was  not  markedly  relieved  if  not  com- 
pletely cured  by  measures  directed  to  the  straightening  of  the 
uterine  canal.  In  cases  of  anteflexion  causing  dysmenorrhcea,  I 
have  used  the  cradle  pessary  with  unquestionable  benefit  for  many 
years  past. 

Here  may  be  mentioned  also  a  paper  by  Dr.  Grodson  ^  '  On 
Spasmodic  Dysmenorrhcea  associated  with  Sterility,'  in  which  he 
proposes  to  drop  the  term  '  obstructive,'  as  he  knows  no  evi- 
dence to  prove  that  there  is  a  want  of  patency  of  the  cervical 
canal.  But  Dr.  Godson  treats  his  cases  nevertheless  by  dilating 
bougies,  whereby  it  would  seem  to  be  implied  that  something  of 
the  nature  of  an  obstruction  exists  at  that  part  of  the  canal  sub- 
jected to  the  dilatation.  Dilatation  so  employed  is  synonymous 
with  straightening,  and  it  is  indeed  a  very  efficacious  means  of 
straightening  the  uterine  canal.  Spasmodic  action  of  the  fibres 
surrounding  the  internal  os  might  give  pain,  but  it  would  also 
possibly  occasion  obstruction  to  escape  of  menstrual  fluid,  and 
thereby  set  up  spasmodic  action  of  the  whole  of  the  fundus. 
Supposing  that  we  start,  therefore,  from  the  hypothesis  of  cervical 
spasm  as  a  cause  of  dysmenorrhcea,  we  appear  to  be  conducted  to 
the  '  retention '  view.  It  has  been  asserted  that  the  sound  can 
be  easily  passed  into  the  uterus  during  the  menstrual  flow,  and 
while  the  patient  is  suffering,  but  this  by  no  means  proves  absence 
of  obstruction  to  escape  of  fluid  or  menstrual  debris,  for  the  uterus 
may  be  so  much  flexed  as  to  create  obstruction,  while  the  sound 
may  be  made  to  enter,  straightening  the  canal  in  its  passage. 

Why,  it  may  be  asked,  do  we  find  that  many  cases  of  dys- 
menon-hoea  are  relieved  by  simple  observance  of  the  recumbent 
position  during  the  period  ?  Simply  because  the  existing  flexion 
is  thereby  somewhat  diminished,  the  canal  is  a  little  straightened, 
and  the  escape  of  the  uterine  contents  is  thus  rendered  more  easy. 
The  pain  which  accompanies  difficult  menstruation  is  due  to  the 
existence  of  an  impediment  to  the  escape  of  the  fluid.  The  pain 
appears  to  be  partly  due  to  the  distension  of  the  uterine  cavity, 
causing  compression  and  tension,  and  congestion  of  the  body  of 
the  uterus,  but  chiefly  to  actual  muscular  contraction  of  the 
uterus  ;  in  fact,  to  a  '  pain '  similar  to  those  witnessed  in  parturi- 
tion, though  on  a  smaller  scale.  The  body  of  the  uterus  contracts, 
and  in  the  end  generally  succeeds  in  expelling  its  contents.  In 
so  doing,  the  internal  os  uteri  must  become  dilated,  in  order  to 
allow  of  the  passage  of  fluid  or  the  debris  of  membranes  or 

'  Ohst.  Tranx.  vol.  xxiii. 
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clots.  In  cases  of  flexion,  when  the  malady  is  not  of  very  long 
duration,  the  contraction  of  the  uterus  seems  to  have  a  straighten- 
ing effect  on  the  uterus,  and  when  this  occurs  the  canal  is  thereby 
opened  to  a  certain  extent,  and  the  uterine  contents  escape.  But 
in  severe  or  long-standing  cases  the  circumstances  are  such  that 
the  uterus  has  no  power  of  straightening  itself,  and  then  we  find  that 
the  process  of  emptying  the  uterus  is  a  very  slow  one  ;  the  pains 
recur  from  time  to  time  with  little  relief,  and  the  catamenial 
period  is  both  protracted  and  painful.  In  cases  of  the  latter  de- 
scription, a  frequent  phenomenon  is  the  abrupt  cessation  of  the 
flow  for  a  certain  time — a  few  hours  or  longer — after  which  the 
pain  and  discharge  again  recur.  A  further  phenomenon,  traceable 
to  the  same  cause,  is  a  certain  dilatoriness  in  the  appearance  of 
the  discharge.  The  fluid  observed  at  first  is  very  slight  in 
amount,  or  there  may  be  none  at  all  for  the  first  day  or  two, 
during  which  time,  however,  pains  are  more  or  less  frequent; 
also  a  protraction  of  the  period,  together  with  alteration  in  the 
character  of  the  discharge  from  red  to  brown,  and  later  on  to  a 
still  lighter  discharge,'  evidencing  that  the  retained  contents  of  the 
uterus  are  now  mixed  with  a  fluid  of  a  non-sanguinolent  character. 

In  an  extremely  able  article  '  On  the  Polar  Divergence  of  the 
original  Natural  Forces  in  the  Womb  at  the  time  of  Pregnancy,  and 
their  Mutual  Exchange  at  the  time  of  Labour  as  a  Contribution  to 
the  Physiology  of  Pregnancy  and  Labour,' Dr.  Champneys  ^  has 
recently  revived  a  doctrine  enunciated  by  Keil  in  the  '  Archiv. 
fiir  Phys.'  1807. 

The  substance  of  Reil's  argument  is  that  in  the  unimpregnated 
uterus  the  forces  stand  in  equij)oise.  When  impregnation  occurs 
the  expansive  force  obtains  the  advantage  first  in  the  fundus,  from 
thence  farther  and  farther  through  the  whole  substance,  driving 
the  contractile  force  towards  the  opposite  pole,  until  this  latter, 
driven  towards  the  extreme  point,  springs  over  from  the  neck  to  the 
fundus,  and  at  this  moment  gives  the  signal  for  the  commence  - 
ment of  parturition. 

'  The  contractile  force,'  says  Reil,  '  more  and  more  pressed 
back  from  the  fundus  towards  the  opposite  pole,  takes  refuge  in 
the  extreme  point  of  the  neck,  until  it  is  even  here  overcome  by 
expansion,  which  mostly  happens  with  one  bound  and  in  a  moment 
of  time,  as  I  shall  show  by  examples.  At  this  moment  follows  the 
change  of  the  poles  in  the  magnetic  line.'  Then  follows  the 
labour  pains,  during  which  the  plus  of  contraction  lies  at  the 

'  Ohi^f.  Jour II.  No.  82,  Jan.  1880,  p.  609. 
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I  fundus  and  the  plus  of  expansion  at  the  neck.  After  the  end  of 
the  labour  the  oscillations  cease,  contraction  possesses  itself  again  of 
the  whole  substance  of  the  uterus.  Eeil  adduces  a  case  of  abor- 
tion at  the  third  month,  where  the  cervix,  which  had  been  closed, 
hard,  and  narrow,  became  soft  and  expansible  where  a  moment 

I    before  all  had  been  still  hard  and  inexx3ansible. 

Dr.  Champneys  proceeds  to  apply  these  doctrines  of  uterine 
polarity  to  the  phenomena  observed  in  dysmenorrhoea  and  menor- 
rhagia.  Thus,  he  mentions  a  case  of  monorrhagia  in  which,  after 
dilatation  by  a  series  of  bougies  up  to  No.  18  size  and  adminis- 
tration of  ergot,  relief  was  obtained.  '  Whatever  was  the  cause 
of  the  frequent  menstruation  in  this  case,'  says  Dr.  Champneys, 
'  it  seems  that  dilatation  of  the  cervix  altered  the  conditions  and 
restored  the  natural  rhythm,  I  believe  by  the  operation  of  Eeil's 
principle.'  Again,  in  reference  to  the  so-called  cases  of  '  spasmodic ' 
dysmenorrhoea.  Dr.  Champneys  considers  that  these  cases  should 
not  be  classed  under  the  name  '  obstructive.'  These  cases  are, 
he  states,  often  cured  by  use  of  a  bougie,  '  but  the  fact  that  the 
bougie  cures  them  does  not  prove  obstruction,  for  in  many  of  them 
a  large  bougie  meets  with  no  impediment  even  during  the 
paroxysm,  and  a  sound  as  a  rule  passes  with  ease.' 

]  I  have  observed  in  my  own  practice  cases  resembling  those 
alluded  to  by  Reil  and  Champneys,  in  which  the  transition  from 
contraction  to  expansion  at  the  os  uteri  was  observed  to  occur  with 
remarkable  suddenness,  and  in  such  a  manner  as  to  favour  the 
theory  of  polarity  enunciated  by  Reil.  A  case  particularly  I  have 
in  my  mind,  where  the  cervix  had  been  under  expansion  by  a 
dilator  to  relieve  sickness  at  the  third  month  of  pregnancy.  In 
this  case  there  was  a  sudden  transition  from  resistance  to  great 
expansibility  observed  at  the  os  uteri. 

Dr.  Champneys'  extension  of  Reil's  theory  to  the  explanation 
of  monorrhagia  and  dysmenorrhoea  is  ingenious.  Dilatation  of 
the  OS  uteri  by  tents  or  bougies  has  the  effect,  as  I  presume  he 
would  argue,  of  transferring  contraction  from  the  os  to  the 
fundus,  or,  vice  versa,  of  transferring  relaxation  from  the  fundus 
to  the  OS  uteri.  Now  it  may  very  well  be  that  this  is  so,  but 
the  operation  in  question  has  other  effects  also  which  have  to  be 
taken  into  account  in  explaining  the  results  observed.  Those 
other  effects  are  (1)  straightening  of  the  canal,  and  (2)  increase 

i  in  the  size  of  the  canal.     Either  one  of  these  effects  would  be 

i  likely  to  be  followed  by  relief.  Dr.  Champneys  objects  to  the 
term  '  obstruction  '  in  cases  where  '  a  large  bougie  meets  with  no 
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impediment,'  but  tliere  are  cases  in  which  the  uterus  has  a  retort 
shape,  and  in  which  the  sound  passes  without  apparent  obstruction, 
owing,  as  I  have  already  stated,  to  the  fact  that  as  it  enters  it 
straightens  the  uterus  and  removes  for  the  moment  the  obstruction 
— namely,  the  flexion  of  the  uterus.  So  again,  in  cases  of  monor- 
rhagia due  to  pouching  of  the  iiterus  and  retention,  the  use  of 
bougies  removes  the  '  obstruction,'  which  is  not  the  less  real 
because  the  sound  apparently  encounters  no  impediment. 

It  does  not  appear,  in  short,  to  rae  that  it  is  necessary  to 
revert  to  Eeil's  theory  of  polarity  in  order  to  explain  the  beneficial 
influence  of  dilating  the  cervical  canal  for  the  cure  of  dysmenor- 
rhoea  and  menorrhagia.  These  beneficial  eflfects  are  probably 
mainly  connected  with  the  production  of  a  free  and  ready  outlet 
for  the  discharges  from  the  uterine  interior— free  drainage  in  fact. 
Further,  artificial  mechanical  expansion  of  the  cervix  would  be 
likely  by  reflex  action  to  excite  contraction  of  the  fundus.  It  is  to 
be  remarked  that  the  necessity  for  the  use  of  dilatation  implies  the 
presence  of  some  abnormal  condition  of  the  os  uteri.  The  question 
is,  what  is  that  abnormal  condition  ?  The  condition  is  probably 
not  always  the  same.  In  some  cases  there  is  general  softness, 
flaccidity,  and  pouching  of  the  uterus ;  here  straightening,  free 
outlet  for  escape  of  fluid,  and  the  excitation  of  uterine  contraction 
in  the  fundus,  by  reflex  action  or  altered  polarity  (Keil  and 
Champneys)  are  beneficial.  In  some  cases,  again,  there  is  a  con- 
traction and  condensation  of  the  tissues  around  the  internal  os 
uteri  due  to  flexion,  perhaps  of  some  standing,  and  the  dilatation 
and  straightening  of  the  canal  relieves  this,  accomplishing  the 
object  by  actual  stretching  of  the  condensed  tissues.  There  are 
two  types,  between  which  there  are  many  varieties. 

In  regard  to  the  sufficiency  of  the  canal  to  allow  of  the  passage 
of  fluid,  it  must  not  be  forgotten  that  the  quantity  of  the  fluid 
varies  in  different  cases  ;  a  canal  which  may  be  a  very  sufficient 
outlet  in  one  individual  or  under  one  set  of  circumstances  may  be 
inadequate  in  another  individual  and  under  different  circumstances. 
There  are  other  things  to  be  considered  also,  in  respect  to  each  of 
which  considerable  variations  are  observed;  the  state  of  vascularity 
of  the  uterus  itself;  the  state  of  vascularity  or  fulness  of  ths  sur- 
rounding organs. 

The  uterus  is  liable  to  certain  morbid  alterations  in  texture 
which  may  still  more  materially  affect  the  patency  of  the  canal  of 
exit.  Thus,  within  the  tissue  of  the  uterus  frequently  grow 
fibrous  tumours,  which  may,  and  do  occasionally,  encroach  on 
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the  canal,  and  tlius  constrict  it.  Fig.  154  represents  a  case  of 
this  kind.  The  same  result  may  be  produced  by  polypi  growing 
within  the  uterine  cavity  itself;  and  occasionally  we  find  the 
whole  cervix  uteri  congenitally  narrow,  from  an  apparently  defec- 
tive development  of  this  part  of  the  generative  organs.  A  very 
important  class  of  cases  are  those  in  which  the  lower  segment  of 
the  uterus— the  cervix— has  become  hypertrophied,  indurated,  and 
otherwise  diseased  :  here  the  canal  may  be  contorted  and  twisted 
in  such  a  way  that  the  extra  amount  of  congestion  which  occurs 

Fig.  154. 


at  menstruation  so  swells  out  the  cervical  tissues  as  to  seriously 
affect  the  patency  of  the  canal. 

These  considerations  are  sufficient  to  show  that  we  have  not 
far  to  go  in  order  to  find  a  number  of  conditions  capable  of  pro- 
ducing constriction  of  that  canal  by  which  the  menstrual  fluid  is 
evacuated  from  the  uterus.  Conditions  of  the  kind  alluded  to  are 
known  to  be  associated  with  severe  dysmenorrhoea  ;  and  the  pain 
in  such  cases  is  completely  accounted  for  by  the  retention,  temporary 
or  partial,  which  we  may  suppose  to  be  present  under  these  circum- 
stances. 
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Other  arguments  for  the  truth  of  the  exj)lanations  now 
offered  may  be  drawn  from  the  facts,  that,  in  the  first  place, 
dysmenorrhoea  of  the  kind  now  under  consideration  is  very 
frequently  associated  with  sterility  (see  statistics  on  this  subject 
at  p.  186)  ;  that,  in  the  second  place,  it  is  not  observed  in 
women  who  have  had  children,  unless  in  connection  with  some 
recognisable  and  very  obvious  alteration  in  the  cervix  uteri  of 
such  a  nature  as  to  interfere  with  the  patency  of  the  canal,  which 
is  sometimes  the  result  of  the  parturient  process  ;  and,  in  the 
third  place,  from  the  results  obtained  by  mechanical  treatment 
for  improving  in  various  ways  the  patency  of  the  utero-cer^acal 
canal. 

A  careful  study  of  the  symptoms  and  phenomena  observed  in 
cases  where  actual  obliteration  of  the  os  uteri,  permanent  or 
temporary,  has  been  known  to  be  present,  the  menstrual  product 
having  been  retained  within  the  uterus  and  unable  to  escape, 
throws  a  considerable  degree  of  light  on  the  question  now  under 
discussion.  In  the  work  of  Bernutz  and  Groupil  '  we  find 
collected  a  very  large  number  of  accurately  observed  cases  in 
which  the  kind  of  menstrual  retention  now  alluded  to  was  un- 
questionably and  demonstrably  present ;  and  means  are  thereby 
afforded  for  studying  the  subject  analogically,  so  to  speak. 
The  difference  between  the  two  classes  of  cases — those  in  which 
there  is  complete  menstrual  retention,  as  in  the  instances  just 
referred  to — and  those  in  which  there  is  what  may  be  termed 
incomplete  or  partial  menstnial  retention — is  only  one  of  degree. 

The  cases  which  have  passed  under  my  own  observation  have 
offered  the  strongest  possible  confirmation  of  the  truth  of  the 
position  now  maintained,  that  in  ordinary  cases  of  dysmenorrhoea, 
in  which  there  are,  first,  pain,  and,  after  a  variable  time,  appear- 
ance of  a  discharge,  what  we  have  before  us  is  really  partial  hut 
temporary  menstrual  retention. 

Naturally,  the  cavity  of  the  uterus  is  very  small,  and  incapable, 
unless  dilated,  of  containing  more  than  a  very  small  quantity  of 
fluid.  It  is  the  result  of  experience  that  different  individuals 
bear  dilatation  of  the  uterine  cavity  very  variously ;  and  hence  it 
follows  that  retention  of  menstrual  fluid  within  the  uterus  may 
produce  different  degrees  of  pain  and  very  various  degrees  of 
suffering  in  different  individuals. 

'  Clin.  Mkl.  sur  les  Mai  des  Fcmmcs,  torn.  i.  (Paris,  1860).  See  also  tlio 
English  edition  of  this  work  bj^  Dr.  Meadows,  issued  by  the  New  Sydenham 
Society. 
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■  The  severity  and  intensity  of  the  pain  in  cases  of  dysmenor- 
rhcea  is  open,  as  already  stated,  to  much  variation.  It  is  some- 
times so  severe,  that  the  patient  rolls  on  the  ground  in  agony ;  it 
is  not  seldom  so  severe  that  for  a  day  or  two  the  patient  is 
obliged  to  seclude  herself  from  society,  and  is  confined  to  her  bed- 
room. In  some  rare  cases  the  reason  itself  is  disturbed  by  the 
excruciating  and  intense  pain  which  is  felt. 

Inter-menstrual  dysmenorrhoea. — A  variety  of  dysmenorrhoea 
has  been  described  under  the  term  'inter-menstrual  dysmen- 
orrhoea.' Cases  now  and  then  occur  in  which  about  midway 
between  the  ordinary  menstrual  periods  there  are  observed  attacks 
of  pain  like  those  at  the  ordinary  period.  And  in  these  cases 
there  is  a  considerable  regularity  in  the  onset  of  such  attacks. 
Dr.  Priestley  read  a  paper  on  this  subject  at  the  Royal  Medical  and 
Chirurgical  Society  some  few  years  ago.  I  have  seen  a  few  cases 
of  this  kind  having  the  characters  described  by  Dr.  Priestley.  In 
the  cases  observed  by  myself  the  attacks  appeared  to  be  associated 
with  expulsion  of  a  leucorrhceal  fluid  from  the  uterus,  the  fluid 
being  retained  in  consequence  of  a  chronic  flexion.  Dr.  FasT^ender  ^ 
gives  a  case  of  severe  dysmenorrhoea,  in  which  the  patient,  single, 
aged  24,  had  suffered  for  two  years  from  this  inter-menstrual  pain. 
The  uterus  was  sharply  anteflexed,  and  '  endometritis '  was  present. 
The  patient  was  entirely  cured  by  use  of  an  intra-uterine  pessary. 

Nausea  and  vomiting  are  symptoms  which  very  frequently 
accompany  the  pain  of  dysmenorrhoea.  This  is  a  point  which  has 
as  yet  not  attracted  the  attention  it  merits.  Here  it  may  suffice 
to  say,  that  nausea  and  vomiting  are  by  no  means  uncommonly 
observed,  and  sometimes  with  excessive  severity  in  cases  of  dys- 
menorrhoea due  to  chronic  flexions  of  the  uterus. 

The  causes  of  obstructive  dysmenorrhoea  are — 

Flexion  of  the  uterus  (most  usually  at  the  situation  of  the 
internal  os  uteri)  occasioning  a  virtual  stricture  of  the  canal  at 
its  narrowest  part.  Ante-  and  retro-flexion  equally  are  capable  of 
giving  rise  to  mechanical  difficulty. 

Congenital  narrowness  of  the  cervical  canal,  in  association  with 
presejice  of  an  infantile  icterus. 

Congenital  narrowness  of  the  os  internum — the  junction  of 
the  cervical  canal  with  the  cavity  of  the  body  of  the  uterus. 

Congenital  narrowness  of  the  os  externum  uteri ;  not  so  com- 
monly a  cause  of  dysmenorrhoea  as  of  sterility.    Undue  congestion 

'  Zcitsch.f.  Ovh.  und  Fraucnh.  vol.  i.  No.  1. 
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and  hypertrophy  of  the  lining  membrane  of  the  cervix  uteri 
the  canal  being  of  the  ordinary  dimensions. 

Increased  flow  of  blood  from  the  interior  of  the  uterus,  the 
canal  of  exit  being  insufficient  for  the  ready  escape  of  the  blood. 

Fibroid  tumours  growing  in  the  thickness  of  the  uterine  wall, 
and  so  placed  as  to  compress  or  distort  the  cervical  canal.  These 
tumours  most  commonly  produce  dysmenorrhoea  when  situated  in 
the  anterior  wall,  and  generally  occasion  also  some  degree  of 
flexion  of  the  uterus,  whereby  the  difficulty  is  aggravated.  The 

most  severe  forms  of  dysmenorrhcea  are 
witnessed  among  this  class  of  cases. 

Chronic  congestion  of  the  uterus  itself, 
associated  with  slight  degrees  of  flexion, 
or  with  other  of  the  conditions  above  enu- 
merated. 

Small  intra-uterine  polypi  hanging 
down  within  the  cervical  canal  and  act- 
ing as  a  plug,  thus  preventing  the  ready 
escape  of  the  menstrual  fluid. 

An  elongated  condition  of  the  vaginal 
part  of  the  cervix,  often  associated  with 
flexion  of  the  canal  at  about  its  middle, 
or  opposite  the  point  of  reflexion  of  the 
vagina  on  the  cervix  (see  fig.  155). 

Contortion  of  the  cervical  canal  de- 
pendent on  an  irregularly  hypertrophied  condition  of  the  cervix. 
This  is  a  condition  not  very  uncommon,  as  the  result  of  chronic 
inflammatory  action  in  the  part  in  question. 

Membranous  dysmenorrhoea. — Under  this  term  are  included 
a  class  of  cases  possessing  peculiar  interest,  in  which,  at  each 
menstrual  period,  or  very  frequently  so  at  all  events,  a  membrane 
is  discharged.  Scanzoni  held  that  exfoliation  of  the  mucous 
membrane  occurs  more  frequently  than  is  ordinarily  supposed. 
He  found  portions  of  the  mucous  membrane  in  14  out  of  21  cases 
of  dysmenorrhoea,  when  careful  search  was  made  for  them.  This 
is  what  we  should  indeed  expect,  if  the  partial  exfoliation  or  de- 
struction of  this  membrane  occurs  at  each  period  under  ordinary 
circumstances.  It  is,  however,  rare  to  meet  with  cases  of  exfolia- 
tion of  the  membrane  in  an  entire  piece,  or  to  meet  with  pieces 
of  any  considerable  thickness,  and  to  cases  of  the  latter  class  only 
does  the  term  'membranous  dysmenorrhoea '  apply.  There  appears 
to  be  no  doubt  whatever  that  the  membrane  discharged  in  these 
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ca,es  is  really  the  uterine  mucous  membrane,  but  whether  it  is  an 
accidental  thickening  due  to  excessive  growth,  or  to  pregnancy,  is 

not  certain.  „  . 

The  expulsion  of  the  membrane  is  attended  usually  with  pam, 
iust  as  happens  in  cases  of  abortion,  and  this  pain  is  of  precisely 
the  same  character  as  in  cases  of  abortion,  and  indeed  as  m  the 
cases  of  menstrual  retention  just  described. 

In  one  case  it  was  stated  that  the  membrane  was  discharged 
usually  not  later  than  twenty-four  hours  from  the  time  of  the 


Fig.  156.' 


commencement  of  the  discharge.  At  this  time  there  was  a  stop- 
page of  the  discharge  for  an  hour  or  two,  the  bag  of  the  membrane 
then  coming  away,  its  expulsion  being  attended  with  severe  pain, 
and  the  discharge  then  continuing  uninterruptedly  for  three  or 
more  days. 

In  another  case,  that  of  a  lady,  set.  34,  who  had  been  married 
for  thirteen  years,  never  pregnant,  for  the  last  eight  years  cer- 
tainly, probably  for  a  longer  time,  a  membranous  bag,  complete 
or  in  shreds,  had  been  expelled  at  almost  every  menstrual  period. 
The  body  in  question  made  its  appearance  always  within  the  first 
few  hours  after  the  discharge  had  begun  to  flow. 

'  This  drawing,  made  for  me  by  Mr.  Tuson,  represents  the  uterine  lining 
expelled  nine  weeks  after  a  catamenial  period.  There  was  no  trace  of  an  ovum 
nor  evidence  of  attachment  of  one.  The  tlocculent  shaggy  external  aspect  and  the 
smooth  velvety  internal  surface  are  well  shown.  The  patient  had  had  one  child, 
and  thought  she  was  pregnant. 
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In  both  of  these  cases  the  interval  between  the  catamenial 
periods  was  long— five  weeks- and  in  both  the  membrane  actually 
expelled  belonged  to,  or  was  the  product  of,  the  former  menstrual 
period.  If,  normally,  the  menstrual  decidua  is  thrown  off  from 
th^  uterus  after  the  discharge  has  ceased,  or  at  all  events  dm-ing 
the  latter  period  of  the  discharge,  it  would  appear  that  in  these 
cases  this  exfoliation  was  postponed,  the  membrane  continuing  to 
grow  during  the  inter-menstrual  period. 

Dr.  John  Williams  '  considers  the  dysmenorrhoeal  membrane 
is  the  decidua  ordinarily  shed,  and  that  it  is  expelled  in  these 
cases  as  a  whole  or  in  masses  in  consequence  of  an  excess  of  fibrous 
tissue  in  the  wall  of  the  uterus,  the  excess  being  due  to  imperfect 
evolution  at  puberty,  imperfect  involution  after  parturition  or 
abortion,  or  is  the  product  of  acute  inflammation.  The  inflamma- 
tion is  the  result  of  the  expulsion  of  the  masses.  To  effect  a  cure 
he  believes  that  the  structure  of  the  whole  of  the  body  of  the 
uterus  must  be  altered. 

The  late  Dr.  Beigel,^  in  a  paper  on  the  subject,  considered 
that  it  arises  from  a  pathological  change  in  the  mucous  membrane, 
which,  in  consequence  of  excessive  cell  proliferation,  is  separated 
from  the  surface  and  falls  off  in  flakes.  Microscopically  he  found 
the  normal  elements  increased  in  some  cases,  in  others  single 
elements — glands,  epithelium — lost  or  degenerated ;  in  some  he 
found  embryonal  cellular  tissue ;  in  all  cases  he  found  round  free 
cells  formed  which  cause  the  separation.  He  believed  that  the 
membrane  is  not  the  result  of  conception. 

Dr.  Gautier  (Greneva)^  believes  it  to  be  a  desquamation  affect- 
ing not  only  the  epithelial  layer,  but  a  portion  also  of  the  sub- 
epithelial structure  analogous  to  that  observed  in  certain  affections 
of  tegumentary  or  mucous  sm'faces.  He  likens  it  to  icthyosis,  and 
suggests  the  term  for  it  of  '  uterine  icthyosis.' 

Sterility  appears  to  be  very  generally  associated  with  membranous 
dysmenorrhcea.  It  appears  also  that  while  in  single  women  the 
cast  of  the  uterine  cavity  comes  away  in  detached  fragments,  the 
perfect  casts  of  the  uterine  cavity  are  only  observed  in  married 
women.  Hence  it  has  been  asserted  by  some — Haussman,  for 
instance — -that  these  casts  are  really  abortions.  No  doubt  early 
abortions  may  be  mistaken  for  membranous  menstruation,  and  in 
fact  the  dysmenorrhoeal  membrane  closely  resembles  the  thickened 
decidua  of  the  first  month  of  pregnancy.    From  what  is  known, 

'  Obst.  Trans,  fox  1877.  ■  Archirf.  GyiucJc.    Band  ix.  Heft  1  (1870). 

*  Jissai  de  la  Pathogciicc  de  la  BysDicnorrhcc  memhranvitse  (Geneva,  1878). 
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however,  it  appears  that  the  casts  of  the  uterine  cavity  may 
appear  when  there  has  been  no  possibility  of  their  being  due  to 
conception.  But  it  may  well  be  that  in  the  same  case  there  may 
occur  expulsions  of  a  membrane  due  to  conception  alternately 
with  a  membrane  not  originating  in  this  way. 

It  is  certain  that  in  some  of  the  cases  the  uterus  is  in  a  state 
of  chronic  flexion.  And  it  may  turn  out  to  be  the  case  that  the 
morbid  condition  in  question  is  really  due  to  chronic  congestion' 
of  the  lining  of  the  uterus,  kept  up  and  perpetuated  by  the 
flexion  and  the  obstruction  at  the  internal  os  which  is  thereby 
produced. 

Disordered .  ovulation. — The  process  of  ovulation,  consisting 
in  the  maturation  and  dehiscence  of  the  ova,  the  swelling  and 
rupture  of  the  Graafian  follicles,  is  liable  to  be  disordered ;  the 
rupture  may  be  impeded  by  presence  of  undue  thickening  of  its 
external  tissue,  due  to  inflammation  of  the  ovary  generally  (see 
chapters  on  '  Diseases  of  the  Ovary '),  or  of  the  particular  follicle 
itself;  or  the  distension  of  the  follicle  prior  to  rupture  may  be 
greater  than  usual ;  or  the  ovary  may  be  unusually  sensitive,  and 
the  physical  phenomena  being  normal,  the  extreme  sensibility  of 
the  patient  renders  the  natural  process  unusually  painful. 

'  It  is  probable,'  says  Dr.  Farre,'  '  that  when  the  follicle  or  the 
entire  ovary  becomes  tense  from  the  effusions  which  have  been 
shown  to  have  taken  place  ordinarily  within  it,  and  this  tension  is 
not  relieved  because  rupture  does  not  occur  at  the  proper  time,  so 
that  ovulation  is  disajypointed,  or  is  aberrant,  the  symptoms 
which  might  be  expected  to  accompany  such  an  interrupted 
process  would  be  those  which  are  usually  set  down  as  indicating 
inflammation  in  a  part.' 

As  a  matter  of  experience  I  must  confess  that  I  have  met  with 
very  few  cases  in  which  pain  during  menstruation  could  be  traced 
directly  to  the  ovaries.  The  locality  of  the  pain  is  not  a  proof  of 
the  ovary  being  its  seat,  for  in  many  cases  of  anteflexion  of  the 
uterus  a  pretty  constant  pain  in  the  region  of  the  ovaries  is 
frequently  observed,  and  that  it  disappears  on  altering  the  position 
of  .the  uterus  would  appear  to  show  that  it  is  not,  in  such  cases, 
located  really  in  the  ovary.  It  is  not  denied  that  ovaritis  and  pain 
due  to  ovaritis  are  observed ;  but  the  condition  does  not  appear  to 
be  common. 

In  cases  of  diffplacement  of  the  ovary  when  the  organ  is  low 
down  in  the  Douglas  pouch,  a  condition  sometimes  associated  with 
'  Ci/o.  Anat.  and  Phyx. :  article  '  Uterus,'  p.  576. 
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retroflexion  of  the  uterus,  the  ovary  is  extraordinarily  sensitive  and 
painful  to  the  touch,  and  dysmenorrhoea  observed  in  such  a  case 
would  no  doubt  be  aggravated  by  the  presence  of  such  displace- 
ment, 

General  abdominal  congestion,  derangements  of  digestion, 
etc. — Women  who  are  the  subjects  of  chronic  uterine  disease  of 
various  kinds,  and  who  habitually  experience  more  or  less  pain  in 
the  pelvic  organs,  naturally  suffer  more  at  the  menstrual  periods. 
Those  who  have  a  congested,  overloaded  condition  of  the  abdo- 
minal viscera,  suffer  more  at  the  menstrual  periods  than  others. 
A  sedentary  or  a  too  luxurious  mode  of  life  rarely  fails  to  give 
rise  to  the  congestion  in  question.  Derangement  of  the  digestive 
organs  to  a  marked  extent  is  usually  present  under  such  circum- 
stances. 

The  complication  of  dysmenorrhoea  with  nausea  and  vomiting 
has  been  alluded  to.  Hysteria  is  another  complication.  I  have 
seen  a  few  cases  in  which  exceedingly  intense  headache  has  been 
observed  in  conjunction  with  dysmenorrhoea — headache  so  severe 
that  the  patient  was  lost  to  consciousness  of  everything  else 
(see  a  later  chapter).  A  neuralgic  habit  of  body  constitutes  a 
predisposition.  It  is  generally,  and  as  I  believe  correctly,  supposed 
that  the  existence  of  the  rheumatic  diathesis  predisposes  to 
menstrual  suffering.  The  jmtient  afflicted  with  this  '  rheumatic ' 
form  of  dysmenorrhoea  is  liable  to  migratory  pains  in  differeut 
parts  of  the  body,  more  especially  in  the  joints  ;  there  is  a  loaded 
condition  of  the  urine  from  excess  of  urea,  lithic  acid,  and  lithate 
of  ammonia.  Flatulence  and  hgemorrhoidal  congestion  are  also 
usually  present  in  such  cases. 

Thus,  to  sum  up  these  remarks  on  the  pathology  of  dysmenor- 
rhoea : — 

The  pain  may  be  due  to  retention  of  menstrual  fluid,  which 
may  be  either  partial  or  complete.  That  is  to  say,  there  may  be 
a  slight  discharge,  but,  the  aperture  of  escape  being  insufficient, 
there  is  a  partial  retention ;  or,  the  patient  being,  for  a  variable 
time,  without  discharge  of  any  kind,  the  case  is  one  of  complete 
retention. 

The  pain  may  be  due  to  congestion  of  the  uterus,  to  congestion 
of  the  ovaries,  to  inflammation  of  the  Graafian  follicles  coincident 
with  ovulation,  or  simply  to  neuralgia. 

These  two  classes  of  cases  glide  insensibly  one  into  the  other. 
Obstruction,  when  present,  gives  rise  to  congestion,  to  inflam- 
mation, to  suffering  of  neuralgic  character  ;  and,  vice  versa,  the 
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congestion  or  inflammation  of  the  uterus  leads  to  obstruction  in 
the  manner  ah-eacly  pointed  out ;  but  the  cause  of  the  sufferings 
of  the  patient  appears  in  the  majority  of  cases  to  be  associated 
with  partial  or  complete  retention  of  menstrual  fluid. 

DIAGNOSIS. 

The  diagnosis  of  pains  referable  to  the  generative  organs,  in- 
cluding those  of  a  dysmenorrhoeal  character,  will  be  considered  in 
the  Appendix. 

TREATMENT  OF  DYSMENORRHCEA. 

In  treating  cases  of  dysmenorrhcea,  the  object  in  view  is  not 
simply  to  relieve  the  pain  actually  present,  but  to  prevent  its  oc- 
currence. The  study  of  the  pathology  of  the  affection  shows  that 
dysmenorrhcea  is  a  symptom  only,  which  in  the  main  is  observed 
concurrently  with  presence  of  an  impediment  to  the  escape  of  the 
menstrual  secretion  from  the  uterus.  How  to  remove  that  im- 
pediment is  therefore  the  primary  object  in  the  treatment  of  such 
cases.  Our  object  is  to  render  the  evacuation  of  the  menstrual 
products  (blood  and  broken-down  mucous  membrane)  easy ;  and 
I  experience  has  most  abundantly  shown  that  when  this  evacuation 
is  easy  it  is  also  generally  quite  painless. 

The  study  of  the  pathology  of  flexions  of  the  uterus  makes  us 
acquainted  with  the  fact  that  these  affections  are  principally  and 
most  frequently,  though  not  exclusively,  the  cause  of  the  impedi- 
ment to  the  escape  of  the  menstrual  products  from  the  uterus. 
To  cure  the  flexion  is  generally  to  remove  this  impediment.  Hence 
the  treatment  of  dysmenorrhcea  means  in  the  majority  of  cases 
the  treatment  of  flexions. 

Dysmenorrhcea  when  slight  in  degree  may  require  little  treat- 
■  ment,  but  when  severe  and  of  long  standing  it  is  hopeless  to  ex- 
'  pect  good  results  from  the  ordinary  palliative  or  so-called  general 
'  treatment.  Years  are  occasionally  wasted  in  the  vain  expectation 
!  of  seeing  an  amendment,  and  the  prospects  of  a  life  thus  blighted  in 
consequence  of  a  rational  and  decided  line  as  regards  treatment 
not  having  been  taken  at  an  earlier  period. 

The  mechanical   treatment  of  dysmenorrhcea,  practised  in 
various  methods,  has  been  largely  carried  out  of  late  years.  At 
;  first  the  narrow  uterine  canal  was  incised  and  the  canal  thus  in- 
[  creased  in  size.   Then  it  was  dilated.   Satisfactory  results  followed 
I  from  both  these  methods  of  treatment.    The  idea  on  which  both 
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of  these  methods  of  treatment  was  based  was  that  the  stricture  or 
narrowing  was  analogous  to  that  observed  in  other  canals,  e.g.  tlie 
urethra ;  and  it  so  happened  that  incision  and  dilatation,  although 
based  on  an  imperfect  notion  of  the  real  circumstances  of  the  case, 
proved  beneficial  in  many  instances.  The  defect  in  the  procedure 
was  that  the  supposed  stricture  was  not  a  real  stricture,  but  an  im- 
pediment created  by  flexion  of  the  canal.  Incidentally  the  treat- 
ment accomplished,  for  a  time  at  least,  the  work  really  wanting  to  be 
done,  viz,  the  straightening  of  the  canal.  Tiiese  observations 
apply  to  the  majority  of  cases  treated,  though  no  doubt  in  some 
exceptional  cases  the  uterine  canal  was  really  narrowed  as  well  as 
bent,  and  they  do  not  of  course  apply  to  cases  (rare,  however)  of 
stricture  of  the  os  externum  uteri.  There  has  been  much  con- 
flicting testimony  as  to  the  value  and  efficacy  of  the  incision 
treatment  for  dysmenorrhoea,  but  the  foregoing  remarks  will  per- 
haps explain  why  incision  or  dilatation  of  the  cervix  uteri  might 
do  good  and  prove  serviceable,  and  why  also  they  might  fail  to 
prove  permanently  of  use. 

Another  method  of  treatment — the  use  of  uterine  stems— has 
been  also  employed  in  the  treatment  of  dysmenorrhoea,  the  action 
of  the  stem  being  to  preserve  a  patency  of  the  uterine  canal,  while 
it  also  maintains  the  uterus  straight  and  prevents  flexion. 

So  far  as  the  relief  of  dysmenorrhcea  is  concerned  it  may  be 
said  of  these  various  procedures  : — 

The  incision  method  procures  rapidly  and  at  once  the  neces- 
sary patency  of  the  canal.  But,  unless  followed  up  by  other  treat- 
ment, the  incised  surfaces  generally  unite  not  long  afterwards,  and 
the  cicatricial  tissue  resulting  may  give  rise  to  still  further  trouble. 
Moreover,  the  flexion  (generally  existing)  recurs  in  spite  of  the  inci- 
sion, or  may  do  so  unless  it  receive  attention.  And  it  has  to  be 
mentioned  that  in  some  cases  the  incision  treatment  leaves  behind  it 
a  most  intractable  form  of  neuralgia  of  the  cervix.  As  regards  the 
cure  of  the  dj^smenorrhcea  the  result  is  generally  good  for  a  time, 
but  the  duration  of  the  cure  very  uncertain.  The  incision  treat- 
ment is  nevertheless  applicable  in  certain  cases,  particularly  when 
a  hard  gristle-like  condition  of  the  internal  os  is  present. 

The  dilatation  treatment  is  more  rational  in  design,  but  ex- 
perience shows  that  to  be  efficacious  it  must  be  repeated  frequently. 
The  dilatation  implies  also  straightening  of  the  canal,  and  the  re- 
petition of  combined  straightening  and  dilatation  offers  the  very 
best  means  of  permanently  altering  the  shape  and  direction  of 
the  canal. 
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The  use  of  stems  for  the  relief  of  dysmenorrhoea  is  no  doubt  a 
rational  and  scientific  procedure,  the  uterine  canal  being  kept 
thereby  straight  and  open  ;  and  the  canal  is  more  likely  to  grow 
permanently  into  a  better  shape  than  before.  The  drawbacks  to 
this  method  of  treatment  are  great,  but  in  certain  difficult  cases 
this  method  of  treatment  will  find  its  proper  place. 

It  is  possible,  however,  in  the  early  stages  of  the  affection,  to 
treat  dysmenorrhoea  mechanically  without  the  use  of  instruments 
or  internal  mechanical  appliances  of  any  kind.  When  it  becomes 
thoroughly  understood  how  dysmenorrhoea  generally  originates,  a 
comparatively  simple  treatment  will  be  found,  as  I  have  found  it  to 
be  in  many  cases,  easily  applicable,  and  very  efficacious. 

Postural  treatment  of  dysmenorrhoea. — The  postural  treat- 
ment of  dysmenoiThoea  is  founded  on  an  appreciation  of  the  con- 
nection between  uterine  flexion  and  the  symptom  in  question. 
Means  must  be  taken  to  prevent  the  descent  of  the  fundus  uteri. 
In  cases  of  anteflexion  the  dorsal  position  is  a  proper  one.  In 
eases  of  retroflexion  the  prone  position  is  best.  In  either  case, 
however,  the  knee-and-elbow  position,  maintained  for  four  or  five 
minutes  together,  several  times  a  day,  is  very  serviceable.  The 
fundus  is  thus  raised  up,  the  flexion  relieved,  and  the  dysmenor- 
rhoea also.  It  has  been  long  known  that  rest  is  most  efficacious 
in  relieving  dysmenorrhoea.  Some  patients  habitually  go  to  bed 
during  the  menstrual  process,  finding  so  much  relief  from  the 
position.  There  is  nothing  therefore  new  in  the  recommendation 
to  rest  at  this  time,  but  experience  has  shown  that  the  positional 
treatment  above  described  carries  the  effect  still  further.  The 
treatment  is  particularly  valuable  in  the  case  of  young  single 
women  who  are  suffering  from  dysmenorrhoea  not  of  such  severe 
character  as  to  render  internal  treatment  imperatively  necessary. 
And  indeed  I  have  in  several  cases  employed  positional  treatment 
with  great  success  where  no  examination  at  all  had  been  made  but 
where  the  symptoms  and  general  history  conclusively,  to  my  mind 
howed  that  the  patients  were  suffering  from  commencing  uterine 
flexion. 

Positional  treatment  is  also  very  valuable  as  an  adjunct  in 
cases  where  internal  mechanical  apparatus  are  in  use. 

Palliative  measures. — Rest,  the  horizontal  position,  postural 
treatment,  as  above  described,  are  all  of  first-rate  importance 
The  warm  hip-bath,  temperature  100°  or  even  higher,  is  to  be 
recommended.    Copious  vaginal  injections  of  hot  water  are  some- 
times found  very  serviceable.    Ether,  compound  sjiirit  of  sulDhurio 
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ether,  camphor,  and  henbane  are  ordinary  and  very  useful  remedies. 
Gin  and  water  is  a  common  domestic  remedy.  Poultices  with 
laudanum  sprinkled  over  them,  hypodermic  injections  of  morphia, 
turpentine  stupes,  are  other  remedies  occasionally  employed. 
Suppositories  containing  opium  or  morphia  are  very  effective,  but 
the  use  of  opium  is  not  advisable  uuless  under  strict  medical  orders. 
Chloral  and  bromide  of  potassium  are  good  remedies.  Guaiacum 
(Dewees),  black  hellebore  (Meigs),  have  been  strongly  recom- 
mended. Colehicum,  cannabis  indica,  and  in  fact  every  sedative 
and  anti-spasmodic  in  the  pharmacopoeia,  have  been  employed  for 
the  relief  of  the  pain  with  more  or  less  success. 

During  the  menstrual  period  great  care  is  required  that  the 
bowels  be  kept  regular,  that  the  digestive  organs-  be  in  an  easily 
working  condition,  and  that  food  be  adequate  but  not  in  too  great 
quantity.  It  should  be  known  that  it  is  dangerous  to  use  cold 
baths  during  menstruation. 

Internal  mechanical  treatment, — A  careful  study  of  the  par- 
ticular case  will  generally  indicate  the  line  of  treatment  to  be 
pursued.  So  far  as  the  treatment  of  the  flexion  is  concerned,  that 
has  been  already  discussed  in  previous  chapters.  The  size,  shape, 
thickness,  and  textural  condition  of  the  uterus  must  be  duly  appre- 
ciated in  order  that  the  proper  plan  of  treatment  may  be  selected. 

Assuming  that  internal  mechanical  treatment  is  necessary,  the 
following  may  be  given  as  a  sketch  of  the  plan  to  be  adopted. 

In  more  recent  cases  it  is  a  good  plan  to  employ  a  vaginal  pes- 
sary— the  cradle  for  anteflexion,  the  Hodge  pessary  for"  retroflexion 
— continuously  ;  and  occasionally  to  employ  the  sound,  with  the 
double  object  of  straightening  the  canal  and  more  completely  re- 
placing the  uterus.  | 

In  more  chronic  cases  the  pessary  alone  is  of  little  service  un- 
less the  uterus  be  very  soft.  In  long-standing  cases  the  hardness 
of  the  uterus  renders  necessary  frequent  use  of  the  sound  to  aid 
in  the  unbending.  If  the  uterus  be  soft  the  sound  is  less  fre- 
quently required.  The  steel  dilator  (described  at  p.  198)  is  ex- 
ceedingly useful  in  the  chronic  cases.  It  may  be  employed  twice 
a  week.  In  most  cases  I  have  found  that  by  the  combined  use  of 
the  vaginal  pessary,  the  sound,  or  the  steel  dilator,  the  chronic 
dysmenorrhoea  can  be  relieved.  But  the  treatment  requires  to  l^e 
continued  for  some  weeks  and  to  be  resumed  at  intervals  of  a  fow 
months  in  very  long-standing  cases.  Thus,  the  vaginal  pessary 
can  be  worn  continuously,  but  the  dilatation  and  sound  treatment 
should  be  applied  at  intervals. 
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In  a  chronic  case,  where  the  internal  os  uteri  is  the  seat  of  in- 
duration from  the  long-continued  flexion  compression,  the  question 
of  incision  arises.  In  some  such  cases  slight  incisions  at  this  spot 
facilitate  the  treatment. 

The  stem  treatment  is  applicable  to  the  chronic  cases.  It  is 
quite  unnecessary  for  the  more  recent  cases  which  can  be  readily 
cured  by  vaginal  pessaries  and  the  occasional  use  of  the  sound. 
But  in  the  chronic  cases,  as  explained  in  the  chapter  on  '  Flexions ' 
(seep.  199),  the  stem  treatment  is  most  applicahle,  though  for 
my  own  part  I  confess  that  I  have  as  a  rule  a  preference  for  other 
methods  of  treatment. 

In  the  treatment  of  cases  of  dysmenorrhoea  the  treatment  of 
the  uterus  as  a  whole  must  be  kept  in  view.  It  is  of  little  use  to 
open  the  canal,  to  straighten  it,  and  to  reduce  the  flexion,  unless 
means  be  taken  to  strengthen  the  uterus  itself :  this  is  only  to  be 
done  by  careful  nutritional  treatment.  In  chronic  cases,  the  cure 
is  not  obtained  speedily  even  imder  careful  treatment ;  for  when 
the  uterus  has  become  hard  the  moulding  of  the  organ  into  a 
better  shape  is  a  long  process,  and  when  the  uterus  is  very  soft 
the  time  occupied  in  making  up  the  nutritional  deficiencies  is 
seldom  less  than  a  year  or  eighteen  months. 

The  cases  of  so-called  conical  cervix,  where  the  cervical  part  of 
the  uterus  is  unduly  elongated  and  of  a  tapering  shape,  require  a 
special  mention.  The  uterus  is  anteflexed  in  these  cases,  and 
generally  acutely  so.  The  dysmenorrhoea  may  be  severe,  the  con- 
dition is  difficult  to  cure.  The  practice  of  amputating  a  part  of 
the  cervix  was  recommended  by  Dr.  Marion  Sims.  Another  plan, 
which  has  been  also  adopted  by  Dr.  Sims  and  by  Dr.  Emmet,  is  to 
incise  the  posterior  cervical  wall  by  scissors.  In  fig.  88,  at  p.  29(5, 
Emmet's  method  of  incising  the  uterus  in  such  cases  is  repre- 
sented. Neither  of  these  plans  of  treatment  are  really  satisfactory, 
for  the  uterus  is  left  permanently  mutilated  in  either  case,  while 
the  cure  even  of  the  dysmenorrhoea  is  by  no  means  a  certainty. 
These  cases  require  a  long  treatment  by  judicious  association  of 
straightening,  dilatation  of  the  uterus,  and  wearing  of  a  cradle 
pessary.  A  stem  pessary  may  be  used  with  advantage  in  such 
cases,  at  all  events  during  a  portion  of  the  time  occupied  in  the 
treatment.  The  uterine  canal  is  really  too  long  in  these  cases, 
but  it  becomes  shortened  by  the  process  of  straightening,  and  if 
the  result  is  found  to  be  obtainable  in  this  way  it  is  better  than 
amputating  the  cervix. 

Cases  of  dysmenorrhoea  due  to  congenital  oi a rmivness  of  the 
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whole  Qervical  canal,  with  an  infantile  uterus,  or  in  cases  where 
the  uterus  is  otherwise  well  developed,  are  best  treated  by  dilata- 
tion. For  dilatation  the  tangle  tents  are  very  suitable.  If  the  os 
externum  be  the  only  narrow  part,  incision  is  the  proper  remedy, 
the  incised  parts  being  kept  asunder  for  some  days  by  a  plug  of 
lint  to  prevent  adhesion. 

The  treatment  of  membranous  dysmenorrhoea  has  hitherto 
been  generally  very  unsatisfactory.  A  careful  and  persevering 
attempt  to  secure  continuous  patency  of  the  uterine  canal  by  use 
of  dilators,  or  tents,  or  the  stem  pessary,  seems  to  me  to  offer  the 
best  chance  of  doing  permanent  good  in  such  cases,  but  it  may 
be  that  some  internal  remedy  may  be  found  efficacious :  as  yet 
nothing  has  appeared  of  much  service. 
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CHAPTER  XXXV  . 

LEUCORRIKEA  AND  NON-SANGUINEOUS  DISCHARGES  FROM  THE 

GENERATIVE  ORGANS. 

Normal  Secretions  of  the  Generative  Passages. 

Pathology. — Watery  Dischaeges — Mucous  and  Puriform  Discharges — 
Sanious  and  Offensive  Discharges — Their  various  Physical  Characters  and 
Causes.    Syphilitic  and  Gonorrhceal  Discharges. 

Etiology.— Constitutional,  Local,  and  Specific  Causes. 

Treatment. — General  Treatment — Removal  of  the  Cause — Resort  to  Watering 
Places — Baths — Injections — Internal  Remedies. 

The  normal  secretions  of  the  generative  passages, — In  a  state 
of  health  there  is  poured  out  from  the  mucous  membrane  of  the 
vagina,  from  the  sebaceous  and  mucij)arous  glands  at  the  orifice 
of  the  vagina,  from  the  vulvo-vaginal  glands  situated  one  at  each 
side  just  within  the  orifice  of  the  vagina,  from  the  cervix  uteri, 
from  the  whole  of  the  mucous  tract  extending  from  the  ostium 
vaginas  to  the  termination  of  the  Fallopian  tubes,  a  secretion 
sufficient  to  lubricate  the  opposed  surfaces  of  the  mucous  mem- 
brane. This  secretion  is  liable  to  be  physiologically  increased 
in  quantity,  as  during  congress,  and  under  other  circumstances, 
and  it  is  liable  at  any  moment  also  to  be  increased  in  quantity 
pathologically,  giving  rise  in  the  latter  case  to  fluid  or  other  dis- 
charges. 

At  the  orifice  of  the  vagina,  we  have  sebaceous  follicles  scat- 
tered over  the  nymphae,  clitoris,  and  inner  surface  of  the  labia, 
the  secretion  of  which  contains  butyric  acid,  and  has  a  strong  and 
somewhat  ammoniacal  odour  (A.  Farre).  Around  and  at  the 
sides  of  the  vaginal  aperture  there  are  many  muci'parous  fol- 
licles which  secrete  viscid  mucus.  Further,  we  have  the  vulvo- 
vaginal glands,  which  secrete  a  viscid  fluid  with  a  neutral 
reaction  (Beigel),'  resembling  somewhat  the  prostatic  fluid,  and 
having  a  peculiar  odour.    The  secretions  of  these  glands  at  the 

'  '  llcsoarchcs  on  the  Secretions  in  Fluor  Albus.'  15y  Dr.  P.eigel.  Deutsche 
Klin.  1855,  p.  205. 
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vaginal  orifice  are  liable  to  considerable  increase  during  venereal 
excitement. 

The  vaginal  mucous  membrane  secretes  a  fluid,  at  first 
transparent,  acid,  and  mixed  with  large  quantities  of  epithelial 
debris.  This  secretion  usually  appears  at  the  outlet  as  a  whitish 
or  milky-looking  secretion.  Sir  C.  M.  Clarke  considered  this 
appearance  due  to  the  entanglement  of  air,  just  as  the  saliva 
forms  a  whitish  accumulation  at  the  corners  of  the  mouth  in 
individuals  speaking  rapidly.  The  more  decidedly  curdled  aspect 
of  this  secretion  occasionally  observed  appears  to  depend  on  the 
albumen  being  precipitated  by  the  acid  of  the  secretion.  In  the 
vaginal  mucus  Donne  found,  on  examination  by  the  microscope, 
a  number  of  trichomonata,  which  are  oval,  shaped  like  a  pear  or 
biscuit,  and  are  from  six  lines  to  an  inch  and  four  lines  long. 
Respecting  these  animacules,  however,  Scanzoni  makes  the  remark 
that  their  presence  is  connected  with  a  certain  alteration  of  the 
product  of  the  vaginal  secretion,  and  that  they  do  not  develop 
much  except  in  a  mucus  incontestably  of  pathological  nature. 
Beigel  also  failed  in  finding  them. 

The  mucous  secretion  of  the  uterine  cervical  cavity  is  of  a 
very  different  character  altogether.  The  glands  of  the  uterine 
cervix,  first  accurately  and  thoroughly  described  by  Dr.  Tylev 
Smith,'  are  exceedingly  numerous,  and  the  apparatus  there 
situated  is,  when  in  a  state  of  activity,  capable  of  producing  an 
enormous  amount  of  secretion.  Hence  the  extreme  importance  of 
this  part  of  the  generative  passages  in  all  considerations  having 
reference  to  the  etiology  and  nature  of  leucorrhoea. 

The  secretion  of  the  glands  of  the  cervix  uteri  is  not  acid,  but 
alkaline.  It  is,  when  seen  issuing  from  the  crypts  of  the  mucous 
membrane,  transparent,  somewhat  resembling  the  mucous  secre- 
tions of  the  nasal  passages,  or  white  of  egg,  in  appearance,  but 
very  tenacious  and  viscid ;  it  contains  many  mucous  corpuscles, 
and  epithelium  of  the  columnar  variety  is  mixed  up  with  it.  The 
characters,  as  here  described,  are  lost  in  the  discharge  as  usually 
witnessed,  after  it  has  passed  down  the  vaginal  canal  and  become 
mixed  with  the  secretions  of  the  latter  surface.  The  effect  of  the 
admixture  of  the  secretions  from  the  cervix  and  the  vagina  is  that 
a  white  soapy  or  creamy  fluid  results.  It  now  and  then  happens, 
however,  that  the  cervical  secretion  escapes  from  the  vagina  in  the 
form  of  masses  of  coagulated  albumen.  Ordinarily,  and  when  thf 
parts  are  in  a  condition  of  health,  the  secretion  from  the  cervix 

'  On  the  Pathology  and  Treatment  of  Lcncorrhaui.   London  :  Churchill. 
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is  not  probably  considerable  in  quantity.  The  mucus  lubricating 
the  vaginal  passages  during  labour  proceeds  chiefly  from  the  cervix 
uteri. 

The  natural  secretions  of  the  lining  membrane  of  the  body 
of  the  uterus  during  the  inter-menstrual  periods,  are,  in  a  state 
of  health,  and  when  the  uterine  functions  are  carried  on  properly, 
probably  very  small  in  amount,  and  the  fluid  poured  out  is  a 
colourless  mucus.  But  when  the  cavity  of  the  uterus  is  increased 
in  size,  the  area  of  secreting  surface  is  necessarily  much  extended, 
and  important  results  follow,  as  will  be  hereafter  explained  when 
we  come  to  consider  the  causes  of  leucorrhoea. 

Fig.  157.' 


Lastly,  respecting  these  secretions  in  a  state  of  health,  it  must 
be  stated  that  usually  they  are  only  sufficient  in  quantity  to 
lubricate  the  parts  ;  but  there  are  not  a  few  instances  in  which 
the  secretions  are  much  more  profuse,  and  yet  without  entitling 
the  case  to  be  considered  altogether  pathological.  In  some  cases 
the  mcrease  m  quantity  is  purely  physiological. 


PATHOLOGY. 

The  more  prominent  physical  characteristics  of  the  various 
discharges  to  which  we  have  now  to  direct  attention  have  been 
made  the  basis  of  a  rough  sort  of  classification.  Thus,  there  are 
watery  discharges,  mucous  discharges,  muco-puriform,  and  vnra- 
lent  discharges.    Then,  we  have  discharges  which  ;ccasionriy 

'  Fig.  157  shows  interior  of  cervix  magnified.    (Tyler  Smith.) 
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assume  a  sanioits  character,  in  which  there  is  an  evident  admix- 
ture of  blood  elements.    Offensive  discharges  also  form  a  class, 
the  differential  diagnosis  of  which  may  be  usefully  pointed  out. 
It  will  be  convenient  to  discuss  these  seriatim. 


WATERY  DISCHARGES. 

Pregnant  women  are  sometimes  the  subjects  of  a  discharge 
of  a  watery  nature,  the  origin  of  which  is  open  to  some  doubt. 
The  fluid  may  escape  gradually,  and  the  flow  may  be  persistent 
for  a  longer  or  shorter  time  ;  or  the  quantity  may  be  greater,  but 
the  duration  of  the  same  less.  In  some  cases  the  discharge  comes 
certainly  from  the  amnion. 

There  is  another  class  of  cases  in  which  a  watery  discharge 
occurs  from  time  to  time,  i.e.  in  cases  where  the  uterus  is  occupied 
by  the  hydatidiform  or  vesicular  mole — '  hydatid  pregnancy,'  as 
it  was  formerly  called.  Patients  believed  to  be  pregnant  increase 
too  rapidly  in  size,  foetal  movements  are  not  felt,  the  mammary 
symptoms  are  in  abeyance,  the  whole  aspect  of  the  case  being  ir- 
regular, so  to  speak,  and  yet  there  are  strong  reasons  for  believing 
the  woman  originally  to  have  been  pregnant.  After  a  time,  slight 
losses  of  blood  may  occur,  and  slight  but  repeated  discharges  of 
watery  fluid,  which  are  generally  accompanied  by  labour-like 
pains  ;  or  discharge  of  watery  fluid  alone  is  observed.  The  cause 
of  the  discharge  is  rupture  of  the  cyst-like  vesicles  composing  the 
chief  part  of  the  degenerated  contents  of  the  uterus  ;  partly 
perhaps  also  to  expulsion  from  time  to  time  of  amnionic  fluid. 
Eespecting  the  appearances  presented  by  the  hydatidiform  bodies 
themselves,  which  may  be  expelled  together  with  the  watery  fluid, 
see  p.  471. 

Another  cause  of  watery  serous  discharges  from  the  vagina  is 
found  in  the  presence  of  that  peculiar  growth  first  described  by 
Dr.  Clarke  under  the  name  cauliflower  excrescence,  but  which  is 
now  known  as  epithelial  cancer  or  epithelioma.  The  fluid  dis- 
charged in  such  cases  is  described  in  the  work  of  Sir  C.  M.  Clarke 
as  '  little  more  than  a  clear  watery  fluid ;  blood,  however,  is 
sometimes  mixed  with  it,  or  perhaps  comes  away  alone  in  large 
quantities.'  '  The  quantity  of  fluid  discharged  is  sometimes  enor- 
mous. Dr.  Ramsbotham  records  a  case  in  which  twenty  doi^en 
napkins  were  used  in  a  week.    Safford  Lee  describes  the  discharge 

'  Vol.  i.  p.  34. 
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as  brownish,  like  coloured  saliva,  and  this  description  is  very 
accurate. 

The  presence  of  polypi  within  the  uterus  is  occasionally  the 
cause  of  a  very  profuse  watery  discharge.  This  fact  has  not  been 
sufficiently  dwelt  upon.  I  have  observed  this  symptom  to  be. 
present  in  a  marked  degree  in  several  instances,'  Here  discharges 
of  a  watery  nature  are  observed  alternately  with  sanguineous  dis- 
charges, and  profuse  menstruation,  together  with  other  signs  of 
polypus,  are  present.  The  more  usual  form  of  discharge  attendant 
on  uterine  polypi  is  not,  however,  that  now  under  consideration. 
Such  watery  discharges  are  occasionally  the  sole  symptom  present 
in  cases  of  polypus  of  the  uterus. 

An  abundant  serous,  or  sometimes  offensive,  discharge  may  be 
found  to  be  due  to  the  presence  of  a  fungous  cancerous  growth 
within  the  uterine  eavity.  This  is  a  form  of  disease  of  great 
rarity.^ 

Tubercle  of  the  uterus. — In  this  raare  disease  a  continuous  pro- 
fuse watery  discharge,  of  a  dirty  yellow  or  pale  brown  colour,  ex- 
tending over  a  considerable  period,  may  be  noticed. 

Sometimes  an  ovarian  cyst  becomes  adherent  to  one  of  the 
P^llopian  tubes,  or,  at  all  events,  in  some  way  becomes  connected 
with  it ;  the  contents  of  the  ovarian  cyst  pass  into  the  Fallopian 
tube,  thence  into  the  uterus,  and  flow  away  gradually  from  the 
vagiiia.  The  signs  present  in  such  a  case  would  be:  previous 
existence  of  a  tumour  situated  in  the  hypogastrium,  or  more  or 
less  t-o  one  side,  subsidence  of  the  same,  an  occmTence  of  simul- 
taneous watery  or  serous  discharge  from  the  vagintu  This  mode 
of  termination  of  an  ovarian  cyst  is  rare ;  Dr.  West  only  noticed 
it  in  oae  out  of  sixty-eight  cases.  I  have  observed  the  fact  in  two 
instances. 

Wa  tery  discharge  folloiving  pai^turitioQi. — In  Dr.  Ash  well's 
work  ^  will  be  found  related  particulars  of  five  cases  in  which  a 
profuse  watery  discharge,  coming  away  in  gushes,  was  noticed 
some  days  after  labour.  In  only  one  of  the  cases  was  opportunity 
afforded  of  ascertaining  post  mortem  the  condition  of  the  uterus : 
in  that  case,  '  three  elevated  masses,  having  a  fungoid  and 
melanotic  appearance,'  were  found  growing  inwards  from  the 
uterine  wall.    Such  cases  are  rare. 

Sir  C.  M.  Clarke  refers  to  another  cause  of  watery  discharges 

'  See  cases  by  Dr.  Elkington,  illnslrafcive  of  this  fact,  in  Obst.  Tram.  vol.  i. 
Sec  Sir  J.  Y.  Simpson,  Med.  Times  and  Gaz.,  Jan.  15,  1855). 
On  Diseases  of  Wnnicii,  p.  5  07. 
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from  the  vagina,  the  '  oozing  excrescence  of  the  labia,'  probal)]y 
identical  with  what  would  be  now  termed  chronic  eczemabous  affec- 
tion of  the  skin  covering  the  parts  in  question,  associated  with  a 
chronic  inflammatory  condition  of  the  tissues  beneath. 

Lastly,  it  is  just  within  the  limits  of  possibility  that  the  watery 
discharge  present  may  be  really  an  involuntary  escape  of  the  urine 
from  the  bladder,  either  caused  by  paralysis  of  the  muscles  sur- 
rounding the  urethra,  or  due  to  vesico-vaginal  fistula. 

MUCOUS  AND  PURIFORM  DISCHARGES. 

The  cases  in  which  discharges  having  this  character  are  observed 
form  that  large  class  of  cases  to  which  the  term  '  leucorrhoea'  is 
more  usually  applied.  In  this  group  of  cases  the  discharges  are 
more  or  less  completely  continuous  and  are  more  or  less  opaque. 
The  colour  varies  exceedingly ;  it  may  be  whitish,  decidedly 
yellow,  yellowish-green,  or  of  any  intermediate  shade.  The  con- 
sistence of  the  discharge  also  varies ;  it  may  be  viscid,  gelatinous, 
of  the  consistence  of  cream,  or  quite  fluid. 

Most  cases  of  '  leucorrhoea  '  are  of  a  composite  nature  ;  that  is 
to  say,  the  discharge  observed  at  the  vaginal  orifice  proceeds  from 
more  than  one  source,  and  results  from  the  mixing  of  secretions 
from  the  cervical  mucous  membrane,  from  the  mucous  membrane 
lining  the  vagina,  and,  in  certain  cases,  also  from  the  interior  of 
the  body  of  the  uterus  itself. 

In  most  cases  there  is  a  preponderance  of  secretion  from  one 
or  other  of  the  sources  indicated.  The  difference  in  the  source  of 
the  discharge  has  been  made  the  basis  of  a  division  of  cases  of 
leucorrhoea  into  '  uterine '  and  '  vaginal ' ;  the  former  including 
cases  in  which  the  discharge  proceeds  chiefly  from  the  uterus  (the 
cavity  of  the  cervix),  and  the  latter  including  those  cases  in  which 
the  discharge  has  a  vaginal  origin. 

If  the  discharge  consist  of  a  curdy-looking  fluid,  of  an  acid  re- 
action, and  containing  in  suspension  tessellated  epithelium  debris 
in  quantity,  it  more  generally  happens  that  it  proceeds  from  the 
mucous  membrane  of  the  vagina. 

If  the  discharge  consist  of  a  soapy-looking  matter,  or  of  vitre- 
ous lumps  of  coagulated  mucus,  or  of  viscid  tenacious  mucus,  the 
origin  of  the  same  is  the  cervix  uteri.  It  is  only  in  cases  wliere 
the  cervical  glands  are  in  a  very  active  condition  that  products  of 
this  kind  are  seen  externally  in  any  considerable  quantity. 

If  the  discharge  be  of  a  creamy  character,  tolerably  j^rofuse 
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and  constant,  it  proceeds  from  the  cervix  uteri,  or,  as  I  have  found 
in  a  considerable  number  of  instances,  from  the  cavity  of  the 
body  of  the  uterus.  But  the  secretion  of  the  cervix  alone  is, 
or  may  be,  rendered  puriform  by  admixture  with  the  vaginal 
secretions. 

It  is  thus  evident  that,  fi'om  the  physical  characters  of  the  dis- 
charge alone,  we  cannot  obtain  in  all  cases  positive  information  as 
to  the  precise  spot  from  which  it  is  poured  out.  Where  circum- 
stances render  it  necessary  that  more  exact  information  be  obtained 
an  examination  must  be  resorted  to. 

PURULENT  DISCHARGES. 

CI.  When  the  purulent  discharge  is  continuous  the  origin  of 
the  discharge  is  probably  the  vaginal  mucous  membrane,  the 
uterine  cervical  glands,  the  surface  of  a  cancerous  or  other  ulcer, 
I  suppuration  of  retained  membranes  or  placenta  after  abortion,  etc. 
An  important  class  of  cases,  in  which  there  is  continuous  discharge, 
are  those  in  which  the  purulent  discharge  is  the  result  of  gonor- 
rhoeal  infection. 

h.  Non-continuous  'purulent  discharge. — In  the  other  class 
of  cases — those  in  which  there  is  a  purulent  discharge  only  lasting 
for  a  time,  ceasing,  and  then  recurring — the  source  of  the  dis- 
charge is  either  the  uterine  cavity  itself,  or  an  abscess  situated 
near  the  vagina,  and  opening  into  that  canal.  Purulent  discharges, 
whether  continuous  or  non-continuous,  far  more  often  than  has 
been  supposed,  proceed  from  the  cavity  of  the  body  of  the  uterus ; 
and  we  have  positive  evidence  of  this  origin  in  cases  where,  either 
from  contraction  of  the  uterine  canal  at  the  junction  of  the  body 
and  cervix  (produced  by  senile  atrophy,  flexion  of  the  uterus,  etc.), 
an  accumulation  takes  place  within  the  body  of  the  uterus,  and  in 
which  the  symptom  we  are  now  considering — occasional  and  abrupt 
discharge  of  purulent  fluid  from  the  generative  passages — is  ob- 
served. Sir  C.  M.  Clarke  and  Dr.  Ashwell  both  allude  to  a  form 
of  purulent  discharge  produced,  as  they  describe,  by  formation  and 
retention  of  pus  in  the  uterine  cavity,  the  pus  so  formed  escaping 
from  time  to  time  in  the  manner  just  described.  In  a  case  of  Dr. 
Ashwell's  the  purulent  fluid  exj)elled  amounted  to  nearly  half  a 
I)int  on  two  or  three  occasions.  I  have  observed  many  precisely 
similar  cases,  though  the  quantity  so  expelled  has  not  been  so 
great  as  this.  Profuse  discharge  of  pus  from  suppuration  of  a 
polypus  of  the  uterus  has  been  noticed  (Safibrd  Lee).  Dr, 
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Matthews  Duncan  '  lias  called  attention  to  such  an  occurrence 
particularly  in  the  case  of  old  women  who  have  ceased  to  men- 
struate. In  a  woman  who  is  still  menstruating  the  symptoms  are 
dysmenorrhoea,  a  peculiar  feeling  of  tightness  round  the  loins 
sickness  or  vomiting,  etc. ;  these  symptoms  finding  sudden  relief 
in  the  discharge  of  a  certain  quantity  of  purulent  fluid.  If  men- 
struation have  ceased,  the  symptoms  slightly  vary.  P'lexions  of 
the  uterus  in  women  who  have  borne  children  are  very  frequently 
indeed,  according  to  my  experience,  attended  with  accumulation 
and  periodic  expulsion  of  a  purulent  fluid  from  the  uterine  cavity. 
I  lay  the  more  stress  upon  this  fact,  as  it  is  one  which  has  not  yet 
seized  hold  on  professional  appreciation,  and  probably  Dr.  Ashwell's 
cases  were  of  this  kind. 

One  of  the  most  important  causes  of  this  occasional  purulent 
discharge  is  jpelvic  abscess.  The  abscess  may  follow  after,  or  be 
the  result  of,  parturition ;  in  which  case  the  other  signs  i^resent 
would  lead  to  a  suspicion  as  to  the  origin  of  the  purulent  discharge 
in  question.  Another  highly  interesting  class  of  cases  is  that  in 
which  an  abscess,  the  result  of  suppuration  of  the  contents  of  the 
cyst  of  a  peri-uterine  hsematocele,  discharges  its  contents  into  the 
vagina.  In  both  classes  of  cases,  however,  the  discharge  appears 
suddenly,  and  they  markedly  differ  in  this  respect  from  ordinary 
cases  of  purulent  leucorrhoea. 


SANIOUS  DISCHARGES. 

These  evidently  contain  a  certain  admixture  of  blood-elements. 
In  women  the  subjects  of  profuse  menstruation,  as  the  discharge 
of  blood  is  becoming  less,  there  is  generally  to  be  observed  a  period 
when  there  is  a  sanious  discharge.  Where  an  hypertrophied  (so 
called  ulcerated)  condition  of  the  villi  lining  the  cervix  is  present, 
slight  bleeding  readily  occurs.  Sanious  discharges  are  not  unfre- 
quently  found  to  be  due  to  the  presence  of  morbid  growths  within, 
or  organic  disease  of,  the  uterus  ;  fungoid  condition  of  the  uterine 
mucous  lining,  malignant  ulceration  of  the  os  uteri,  etc. ;  and  we 
find,  combined,  leucorrlicea  and  very  slight  but  continuous  hajmor- 
rhage.  In  polypus  of  the  uterus,  such  sanious  discharge,  alternat- 
ing with  hcEmorrhages  or  with  colourless  leucorrhoeal  discharge,  is 
observed.  Whatever,  in  fact,  is  capable  of  giving  rise  to  haemor- 
rhage may  occasion  discharge  of  a  sanious  character.  In  cases  of 
p  elvic  hiematocele,  where  an  opening  has  formed  between  the  cyst 
'  Edinburgh  Medical  Journal,  March  1860. 
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I  and  the  vagina,  and  the  contents  are  in  process  of  evacuation, 
I  there  will  be  a  sanious  discharge.   The  presence  of  a  more  or  less 
continuous  sanious  discharge  is  a  condition  of  things  requiring  a 
careful  digital  examination. 

OFFENSIVE  DISCHARGES. 

This  quality  of  the  discharge  is  important  in  reference  to  the 
determination  of  the  disease  present  in  certain  cases.  Discharges 
of  an  offensive  character  have  been  usually  considered  as  abso- 
lutely indicative  of  the  existence  of  cancer.  It  is  true  that,  in 
almost  all  cases  of  cancer  of  the  uterus  there  is  to  be  remarked  a 
particularly  offensive  odour  of  the  discharge  jjroceeding  from  the 
vagina ;  but  it  is  also  true  that  it  may  be  absent.  The  smell  of 
cancerous  discharge  has  a  peculiar  foetor :  so  peculiar  that  it  can 
hardly  be  mistaken  for  anything  else,  according  to  some  authori- 
ties. It  is  certain,  however,  that  the  peculiarity  is  not  equally 
appreciable  by  different  observers;  the  absence  of  a  peculiarly 
foetid  odour,  or  indeed  the  absence  of  foetor  of  any  kind,  does  not 
shut  out  the  possibility  of  the  presence  of  cancer.  Sarcoma  of 
the  uterus  gives  rise  to  a  very  peculiarly  offensive  discharge. 
This  fact  cannot  be  too  much  insisted  on,  for  there  are  records  of 
cases  in  which  disastrous  results  have  followed  the  belief  on  the 
part  of  the  practitioner  that  cancer  of  the  uterus  was  necessarily 
associated  with  presence  of  a  foetid  discharge.  The  later  the  stage 
of  the  cancerous  discharge  the  more  constant  is  the  foetor,  the 
ulcerative  process  appearing  to  be  generally  associated  with  it.  It 
must  not  be  forgotten  that  there  may  be  foetor  in  any  of  the 
diseases  of  the  uterine  organs  in  which  haemorrhage  is  present,  if 
cleanliness  be  not  observed ;  clots  of  blood  retained  and  decom- 
posing are  especially  liable  to  give  rise  to  it.  And  it  sometimes 
occurs  in  cases  where  pessaries  are  employed. 

Another  cause  of  offensive  discharge  from  the  vagina  is  the 
presence  of  a  dead  ovicm  or  portions  of  the  foetal  membranes,  etc., 
in  the  uterus.  It  is  more  generally  connected  with  retention  of 
the  whole  or  portions  of  the  placenta.  The  previous  existence  of 
pregnancy  and  the  occurrence  of  delivery  would  point  out  the 
nature  of  the  case.  In  some  few  cases  which  have  fallen  under 
my  own  observation,  the  presence  of  a  foetid  discharge  was  con- 
nected with  retroversion  of  the  gravid  uterus  occasioning  such 
retention,  and  I  have  observed  the  same  circumstance  in  conjunc- 
tion with  retention  of  portions  of  the  ovum  with  anteflexion. 

L  L 
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Offensive  discharges  in  women  during  the  puerperal  state  are  so 
obviously  connected  therewith,  that  the  relation  of  the  two  things 
as  cause  and  effect  could  hardly  escape  recognition. 

Apart  from  the  existence  of  pregnancy,  j^^exions  of  the  uterus 
causing  retention  of  fluid  within  it  may  give  rise  to  offensive 
discharge.  It  sometimes  happens  that  the  discharges  from  the 
vagina  are  offensive  without  any  obvious  cause.  Thus  cases  are 
observed  in  which  the  discharge  at  the  menstrual  period  is  offen- 
sive, and  preceded  or  followed  by  leucorrhoea  having  the  same 
character.  In  such  cases  flexion  of  the  uterus  will  generally  prove 
to  be  the  cause.  I  have  seen  cases  of  this  kind  in  quite  young 
women. 

It  is  possible  that  the  hymen  may,  by  preventing  free  escape 
of  fluid  from  the  vagina,  be  the  cause  of  an  offensive  discharge. 

Want  of  cleanliness  is  occasionally  connected  with  the  presence 
of  an  unpleasant  odour  of  the  discharges  from  the  generative 
organs.  When  the  sebaceous  follicles  situated  at  the  entrance  of 
the  vagina  secrete  copiously,  this  phenomenon  may  be  observed. 

Among  the  physical  qualities  of  discharges  from  the  vagina, 
their  effects  on  the  surface  of  the  body  with  luhich  they  come  into 
contact  have  to  be  considered.  Some  discharges  from  the  vagina 
are  quite  devoid  of  irritating  properties ;  but  the  reverse  is  often 
observed.  Irritating  effects,  such  as  redness,  excoriation,  attended 
with  smarting  pain  of  the  skin  of  the  inner  side  of  the  thighs  and 
the  external  genitals,  are  common  in  connection  with  excessive 
vaginal  secretion,  however  produced ;  the  constant  contact  with 
the  vaginal  secretion,  often  in  a  state  of  hyper-acidity,  produces 
this  result.  Another  class  of  cases  in  which  excoriations  of  the 
same  parts  are  frequently  seen,  are  those  attended  with  a  caustic 
irritating  discharge  from  the  ulcerating  surface  of  a  cancerous 
disease  of  the  cervix  uteri.  Again,  syphilitic  sores  may  spread 
and  produce  others  in  the  immediate  neighbourhood  ;  and  we 
take  advantage  of  the  knowledge  of  this  fact  for  purposes  of  dia- 
gnosis, when  we  inoculate  the  skin  of  the  thigh  with  discharge  from 
a  sore  on  the  labia,  or  on  the  vaginal  wall,  which  we  suspect  to 
of  venereal  character. 


GONORRHCEAL  AND  SYPHILITIC  DISCHARGES. 

The  interest  attaching  to  the  subject  renders  it  necessary  to 
devote  a  short  time  to  the  consideration  of  syphilitic  and  goii<»'- 
rhceal  leucorrhcca,  and  to  mention  some  facts  useful  in  the 
elucidation  of  cases  suspected  to  be  of  this  nature. 
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The  subject  is  a  difficult  one,  the  pathology  of  these  affections 
being  still  in  a  very  unsettled  condition,  and  observers  being  by 
no  means  agreed  as  to  what  is  to  be  called  gonorrhoea,  and  what 
syphilis.  Thus  Dr.  Whitehead  considered  the  uterus,  in  cases  of 
gonorrhoea,  more  affected  than  the  vagina  ;  by  others  the  vagina 
is  considered  to  be  the  proper  seat  of  the  affection.  Dr.  Tyler 
Smith  believed  that  many  of  the  cases  set  down  by  Dr.  Whitehead 
as  cases  of  gonorrheal  leucorrhoea  were  cases  in  which  the 
leucorrhoea  was  of  syphilitic  origin. 

There  appears  unquestionably  to  be  a  syphilitic  leucorrhoea  ; 
but  the  difficulty  is  to  distinguish  it  from  the  more  simple  form. 
It  may  be  considered  as  probable  that  it  is  present  when  the 
leucorrhoea  has  been  present  for  some  time,  associated  with 
frequent  previous  abortions  or  birth  of  dead  children ;  when 
secondary  syphilitic  affections  of  the  throat,  skin,  bones,  etc.,  are 
present ;  but  above  all  when  it  appears  to  be  influenced  by  the 
administration  of  anti-syphilitic  remedies.  Further,  the  state  of 
the  glands  in  the  groin  is  important.  These  become  enlarged  and 
indurated  when  syphilitic  leucorrhoea  is  present,  but  do  not  sup- 
purate ;  when  there  is  suppuration,  it  must  be  considered  as  in- 
dicating the  improbability  that  the  individual  is  the  subject  of 
syphilis,  or  that  she  is  likely  to  present  secondary  symptoms.  It 
must  not  be  forgotten  that  the  glands  in  the  groin  may  suppurate 
in  scrofulous  individuals  who,  it  may  be,  are  also  affected  with 
genuine  syphilis.  On  external  or  internal  examination,  condylo- 
mata, ulcerations,  or  other  characteristic  evidences  of  syphilis, 
may  be  observed.  The  discharge  from  the  vagina  is  said  to  be 
often  very  great  in  quantity  in  these  cases,  to  be  yellowish  in 
colour,  and  to  contain  much  mucus.  On  these  latter  characters 
little  absolute  reliance  can  be  placed  for  purposes  of  diagnosis. 

In  reference  to  the  diagnosis  of  supposed  gonorrhoea,  it  has 
always  been  found  very  difficult  to  substantiate  the  presence  of 
the  virus  in  the  female  subject,  for  the  reason  that  the  discharge 
arising  from  gonorrhoea  and  that  of  ordinary  leucorrhoea  are  very 
much  alike.  Gonorrhoea  in  the  female  is,  in  its  worst  form,  an 
intense  vaginitis,  the  discharge  being  made  uy^  of  epithelial  plasma 
and  purulent  matter;  more  frequently  it  is  a  vulvitis,  the  in- 
flammatory action  being  limited  to  the  mucous  surfaces  at  the 
vulva.  The  meatus  urinarius  very  frequently  particij)ates  in  the 
discharge  and  irritation  in  cases  of  gonorrhoea.  The  collateral 
facts  relating  to  the  coming  on  of  the  attack  are  characteristic  : 
the  attack  begins  somewhat  suddenly;  there  are  heat,  pain,  and 
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burning  along  the  course  of  the  urethra,  all  intensified  and  in- 
creased during  micturition ;  there  is  usually  also  a  discharge  from 
the  urethra.  Sometimes  blood  follows  the  evacuation  of  the 
bladder.  When  the  gonorrhoeal  discharge  has  become  chronic, 
the  urinary  irritation  may  have  become  so  much  lessened  in  degree 
as  not  to  attract  attention  unless  inquired  after.  If  the  presence 
of  a  discharge  from  the  urethra  can  be  made  out,  it  will  very 
materially  assist  the  diagnosis.  Sir  C.  M.  Clarke  thought  the 
diagnosis  of  gonorrhoea  impossible  ;  and  it  must  be  confessed  that 
this  is  very  often  found  to  be  the  case.  A  method  of  observation 
by  which  the  diagnosis  is  often  much  assisted,  consists  in  ascer- 
taining the  effect  of  sexual  intercourse  in  suspected  cases :  only  it 
is  liable  to  this  source  of  fallacy,  that  a  discharge  in  one  sex  pro- 
ducing a  discharge  in  the  other  does  not  prove  that  the  infecting 
individual  is  the  subject  of  gonorrhoea ;  for  it  is  a  well-authenti- 
cated fact  that  an  apparently  simple  discharge  in  the  male  may 
give  rise  to  a  discharge  in  the  female,  and  vice  versa.  Cases  in 
which  these  points  rise  up  for  determination  require  the  exercise 
of  great  caution  and  careful  investigation  before  giving  an  opinion. 
A  case  of  simple  balanitis  in  the  male,  contracted  by  intercourse, 
may,  it  is  said,  be  distinguished  from  a  case  of  gonorrhoea  by  the 
fact  that  the  symptoms  of  the  former  affection  come  on  a  few 
hours  only  after  intercourse,  whereas  in  gonorrhoea  there  is  a 
period  of  incubation  of  from  four  to  fourteen  days,  attended  with 
chordee.^ 

It  is  impossible  for  the  practitioner  to  exercise  too  great 
caution  in  pronouncing  an  opinion  for  or  agaiust  the  specific 
nature  of  a  discharge  from  the  female  generative  organs.  In  the 
words  of  the  late  Dr.  Ashwell,  '  it  is  always  his  duty  to  cure  the 
disease,  but  rarely  to  venture  upon  an  exposition  of  its  nature.  If 
he  can  positively  affirm  that  it  is  of  simple  origin,  let  him  do  so,  if 
suspicion  has  been  aroused  ;  if  not,  it  is  better  to  avoid  any  dis- 
tinct allusion  to  the  matter.'  ^ 

ETIOLOGY. 

From  what  has  been  already  stated  in  reference  to  the  varieties 
of  physical  characters  observed  in  the  non-sanguineous  discharges 

'  See  case  by  Mr.  Nuiin,  quoted  by  Dr.  Tyler  Smith  in  his  work  On  Lender- 
rhaia,  p.  129. 

*  Diseases  of  Wovien,  p.  176. 
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from  the  generative  organs,  it  will  be  gathered  that  the  catises  of 
these  discharges  are  many. 

They  resolve  themselves  into  two,  constitutional  and  local 

causes. 

Constitutional  or  General  Causes.— The  first  of  these  is 
climate.  In  warm  countries,  leucorrhcea  is  more  common  than 
elsewhere,  and  coexists  with  a  great  tendency  to  menorrhagia, 
which  indeed,  in  common  with  the  leucorrhcea,  arises  in  great 
measure  from  deficient  tonicity  of  the  uterine  vessels,  frequently 
the  forerunner  of  serious  uterine  disease.  Moist  and  damp  situa- 
tions appear  to  have  a  similar  effect :  thus  the  inhabitants  of 
Holland,  Belgium,  and  the  fenny  districts  of  England  are  said  to 
be  peculiarly  liable  to  leucorrhcea. 

A  state  of  plethora  is  capable  of  giving  rise  to  leucorrhcea. 
Women  who  live  too  well  and  take  but  little  exercise  suffer  in  this 
way.  When  the  opposite  state  of  things  is  present,  and  the 
system  is  reduced  by  losses  of  blood  or  defective  nutrition  by 
'  chronic  starvation,'  in  fact,  to  a  condition  of  anccmia,  leuconiioea 
may  be  one  of  the  results  observed.  M'hether  in  the  case  of  a 
plethoric  or  an  anaemic  patient,  leucorrhcea  may  occur  irrespec- 
tively of  child-bearing.  It  very  frequently  happens,  however, 
that  the  influence  of  child-hearing  is  very  considerable  in  causing 
leucorrhcea,  particularly  in  aneemic  individuals.  The  effect  of 
child-bearing  is  twofold.  Women  in  an  anaemic,  half-starved  con- 
dition, whose  blood  is  thin  and  watery,  frequently  suffer  to  a  very 
troublesome  extent  from  leucorrhcea  during  the  period  of  preg- 
nancy ;  after  pregnancy  has  ended,  the  increased  actions  of  the 
various  glands  connected  with  the  generative  organs  continues, 
the  effect  of  which  may  be  persistence  of  the  leucorrhcea. 

In  individuals  of  phthisical  tendency,  leucorrhcea  is  more  apt 
to  arise  in  connection  with  child-bearing ;  and  in  such  persons, 
indeed,  very  frequently  independently  of  it.  In  some  cases,  over- 
lactation,  by  inducing  a  state  of  extreme  debility,  appears  to  pro- 
duce leucorrhcea,  often  in  an  extreme  degree  of  profuseness. 

The  relations  of  menstrual  disorder  and  leucorrhcea  as  cause 
and  effect  require  a  word  or  two.  Leucorrhcea  is  often  present  in 
individuals  in  whom  menstruation  is  absent;  and  Dr.  Tyler 
Smith  '  considered  the  leucorrhcea  as  vicarious  of  the  menstrual 
secretion  in  such  cases.  It  is  questionable  how  far  this  view  of 
the  case  is  correct.  It  appears  more  rational  to  suppose  that  both 
the  leucoiThoea  and  the  menstrual  deficiency  are  due  to  derange- 

'  On  L(3ncorrlia:a. 
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ment  of  some  one  or  other  of  the  vital  processes.  Thus  the 
individual  is  rendered  weal<  by  over-lactation  or  some  other 
debilitating  agency  ;  the  menstrual  secretion  becomes  less  and 
less  healthy,  and  less  sanguineous  in  character ;  she  becomes 
affected  with  leucorrhoea ;  the  leucorrhoea  is  then  naturally  more 
profuse  at  the  menstrual  period,  when  the  generative  organs  are 
in  a  state  of  engorgement,  than  at  other  times. 

Chronic  diseases  of  the  lungs,  especially  emphysema  and 
valvular  affections  of  the  heart,  are  often  observed  in  associa- 
tion with  chronic  leucorrhoea,  which  is,  under  such  circumstances, 
difficult  to  cure. 

There  are  some  general  observations  which  apply  to  all  these 
cases  in  which  leucorrhoeal  discharge  arises  from  a  constitutional 
or  general  cause — that,  as  a  rule,  symptoms  which  are  usually 
associated  more  particularly  with  actual  pathological  changes  in 
the  uterus,  such  as  pain,  tenderness,  etc.,  are,  at  all  events  at  first, 
absent.  Further,  the  quantity  of  the  discharge  is  not  very  con- 
siderable, unless  there  be  some  local  reason  for  it ;  and  lastly,  the 
discharge  itself,  when  produced  by  purely  constitutional  causes,  is 
less  liable  to  become  offensive  or  sanious  than  in  cases  where  there 
is  some  actual  lesion  of  the  generative  organs  present. 

When  leucorrhoea  is  present,  associated  with  any  general  de- 
fective condition  of  the  bodily  health,  it  may  be  taken  for  granted 
that,  if  the  leucorrhoea  be  not  absolutely  dependent  thereon  (a 
relation  which  is  found  to  subsist  in  many  cases),  it  is  at  all  events 
aggravated  and  rendered  persistent  thereby. 


LOCAL  CAUSES. 

By  far  the  most  common  local  cause  of  leucorrhoea  is  flexion 
of  the  uterus.  Flexion  of  the  uterus  gives  rise  to  leucorrha^n 
either  by  obstructing  the  free  outlet  of  secretions  from  the  uteriiu' 
cavity  or  by  keeping  up  a  continuous  congestion  of  the  whok> 
organ.  The  drainage  of  the  uterine  cavity  is  deficient,  the  shape 
of  the  uterus  is  mechanically  unfavourable  to  easy  escape  of  fluid 
from  its  interior,  and  the  internal  os  is  partly  closed  by  the  com- 
pression there  produced  by  the  uterine  flexion.  Hence  accumu- 
lation of  leucorrhoeal  fluid,  sanious  just  at  the  end  of  menstrua- 
tion, puriform  later  on,  coming  away  in  gushes  at  intervals  in 
many  cases.  The  fluid  so  retained  in  utero  irritates  it,  excil«- 
more  secretion,  and  we  have  now  a  condition  spoken  of  as  '  endo- 
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metritis.'  The  interior  of  the  uterus  is  never  quite  empty,  and  is 
sometimes  much  distended  with  the  retained  secretion. 

In  other  cases  the  chronic  flexion,  by  keeping  up  a  continuous 
congestion  of  the  cervix  uteri,  gives  rise  to  excessive  secretion  from 
the  OS  and  cervix.  Still  more  is  this  liable  to  occur  if  the  os  be 
widely  open  or  everted,  and  the  delicate  everted  surface  of  the 
interior  of  the  cervix  subjected  to  friction  and  pressure  against  the 
floor  of  the  vagina. 

It  may  be  stated  as  a  general  rule  that  chronic  and  obstinate 
cases  of  leucorrhoea  will  be  almost  invariably  found  on  investigation 
to  be  due  to  uterine  flexion.  In  some  few  cases  this  troublesome 
leucorrhoea  is  almost  the  only  symptom  present ;  in  the  majority  of 
cases  other  marked  symptoms  of  uterine  flexion  will  be  found  to  exist. 

Endometritis  is  very  commonly  due,  as  above  explained,  to 
defective  drainage  of  the  uterus.  But  in  some  cases  there  occm"s 
in  connection  therewith  excessive  growth  or,  more  properly  speak- 
ing, excessive  congestion  of  the  uterine  mucous  lining,  so-called 
*  fungosities.'  Under  these  circumstances  the  secretion  from  the 
uterine  interior  is  very  profuse,  and  the  leucorrhoeal  discharge 
proportionately  great  in  quantity. 

Lacerations  of  the  cervix  uteri  are  undoubtedly  a  cause  of 
leucorrhfjea.  The  irritation  and  inflammation  of  the  everted 
surfaces  of  the  interior  of  the  cervix  occasions  both  loss  of  blood 
and  discharge  of  a  leucorrhoeal  character. 

Hypertrophy  of  the  cervix  uteri  or  of  the  body  of  the  uterus, 
fibroid  growths  in  the  uterus,  either  in  the  form  oi  fibroid  tumours, 
fibroid  polypi,  or  mucous  polypi,  these  are  almost  always  accom- 
panied with  leucorrhoea,  sometimes  with  very  abundant  watery 
or  non-sanguineous  discharge.  Inversion  of  the  uterus,  cancer 
of  the  uterufs  in  its  various  forms,  give  rise  to  characteristic 
non-sanguineous  discharges  often  very  profuse  in  quantity.  Pro- 
lapsus of  the  uterus  or  of  the  bladder,  groivths  in  the  vagina, 
are  other  causes.  Excessive  sexual  intercourse,  masturbation,  the 
latter  generally  accompanied  by  a  very  relaxed  condition  of  the 
vaginal  ajjerture,  are  causes  of  leucorrhoea. 

Ascarides  in  the  rectum  are  not  uncommonly  the  cause  of 
leucorrhoea,  not  only  in  children,  but  in  adults.  In  such  cases 
the  ascarides  appear  to  travel  from  the  rectum  to  the  vagina. 
Hmraorrhoids,  vascular  tumour  of  the  meatus  urinarius,  may 
also  produce  leucorrhoea. 

The  specific  causes  of  leucorrhoea  are  gonorrhoea  and  syphilis. 
In  these  cases  the  affection  is  more  generally  limited  to  the 
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vulua,  but  tlie  inflammatory  actions  may  extend  higher  up,  even 
as  far  as  the  uterus  itself,  and  in  a  few  cases  probably  as  far  as  the 
ovaries  {gonorrlioeal  ovaritis).  The  diagnosis  of  the  specific 
causes  of  leucorrhoea  has  been  already  alluded  to  (p.  515). 

TREATMENT  OF  LEUCORRHCEA. 

The  treatment  of  leucorrhoea  (excluding  from  the  consideration 
discharges  of  a  specific  natm-e)  is  of  two  kinds,  general  and  local. 
In  most  cases,  a  combination  of  the  two  is  the  more  suitable,  and 
yields  most  satisfactory  results.  Even  when  there  is  a  tangible 
alteration  of  the  uterus,  giving  rise  to  leucorrhoea,  general  treat- 
ment is  often  of  very  great  service  ;  although,  in  order  to  cure 
the  disease  giving  rise  to  the  discharge,  local  measures  may  be 
indis23ensable. 

To  remove  the  caiise  of  the  leucorrhoea  is  the  first  indication. 
The  treatment  must  have  regard  primarily  to  that.    The  cause 
must  if  possible  be  removed.    There  are  few  cases  of  leucorrhoea 
in  which  the  uterus  is  altogether  sound.    The  organ  is  usually 
congested,  large,  its  tissues  relaxed,  and  the  activity  of  the 
glandular  apparatus   lining  the  cervix   unnaturally  increased ; 
under  such  circumstances  the  primary  object  is  to  remove  the 
condition  of  the  uterus  on  which  the  leucorrhoea  depends  (see 
'Treatment  of  Chronic  Congestion  of  the  Uterus';  also  chai)ter 
on  '  Abnormal  Conditions  of  the  Lining  of  the  Uterus').   The  next 
element  in  the  treatment  is  of  the  utmost  importance  ;  in  all  cases 
it  is  absolutely  essential  to  supervise  the  due  action  of  the  digesti^ c 
organs,  and  of  the  great  cutaneous  surface.    Plans  of  treatment, 
in  other  particulars  the  most  judiciously  contrived,  may  j^rovr 
useless  unless  these  primary  points  be  attended  to.  The  quantity, 
quality,  and  mo^'e  of  taking  food  must  be  carefully  adjusted  to 
the  requirements  of  the  case.    The  skin  must  be  kept  warm,  and 
its  due  action  insured  by  employment  of  fi'iction,  baths,  and  exer- 
cise.   In  patients  who  have  been  long  the  subjects  of  leucorrha?al 
discharge,  the  importance  of  carefidly  regulating  the  'mode  of 
life '  cannot  be  over-estimated ;  and  it  is  the  more  necessary  to 
insist  on  this,  as  not  unfrequently  the  practitioner  on  the  ono 
hand,  and  the  patient  on  the  other,  pay  far  too  little  attention  to 
these  essentials  ;  the  result  of  this  neglect  being  a  temporary,  and 
not  a  radical,  cure  of  the  affection. 

Reso7't  to  watering-places. — Sevei^al  watering-places  have  oh- 
tained  rejiute  from  the  eflicacy  of  the  mineral  waters  there  to  hi' 


LEUCORRHCEA,  ETC. 


621 


obtained  in  removing  leucorrhoea,  especially  that  of  a  chronic 
form.  It  is  unquestionable  that  very  good  effects  are  frequently 
obtained  under  the  use  of  the  waters  in  question ;  the  effect  pro- 
duced results  in  many  such  cases  from  the  change  of  air,  the  per- 
fect rest  and  relief  from  the  ordinary  cares  and  anxieties,  the 
regular  exercise,  simple  diet,  and  the  change  in  the  mode  of  life 
generally,  all  of  which  play,  unquestionably,  a  most  important 
part  in  bringing  about  the  cure,  as  much  as  from  the  specific 
cm-ative  power  of  the  water  itself.  The  improvement  in  the 
general  health  which  follows  an  improvement  in  the  general 
nutritional  activity,  is  usually  rapidly  followed  by  a  cessation  or 
diminution  of  the  leucorrhoea.  In  a  certain  number  of  cases  we 
find  great  difficulty  in  persuading  patients  to  follow  up  systemati- 
cally the  course  of  treatment  enjoined  while  they  are  living  in  their 
own  houses,  surrounded  by  home  associations,  and  in  a  manner 
tied  down  to  home  habits ;  and  for  this  reason  it  is  sometimes 
necessary  to  send  patients  to  watering-places  in  order  that  they 
may  be  induced  to  give  themselves  a  fair  chance  of  recovery.  In 
the  choice  of  a  watering-place,  regard  must  be  had  to  the  special 
condition  and  requirements  of  the  patient.  Kecent  flexions  of  the 
uterus,  the  organ  being  still  in  a  soft  condition,  may  be  much 
improved  indeed,  and  the  leucorrhoea  sometimes  cured,  by  a 
course  of  baths  ;  but  when  due  to  a  chronic  flexion  only  tem- 
porary benefit  will  be  derived,  unless  other  means  of  cure  are  also 
adopted. 

Baths. — These  are  very  powerful  therapeutic  agents  in  the 
treatment  of  cases  of  leucorrhoea  dependent  on  constitutional 
causes.  The  use  of  the  bath  has  the  effect  of  determining  the 
blood  to  the  skin,  and  thus  relieves  the  congestion  of  the  internal 
organs  usually  present  in  these  cases.  The  condition  of  the 
patient  must  be  regarded  in  reference  to  the  choice  of  the  form 
of  bath.  The  most  simple  form  of  bath  is  the  '  sponge-bath,'  the 
patient  being  directed  to  sponge  the  whole  of  the  body  night  and 
morning  with  warm  or  tepid  water  ;  the  skin  being  rubbed  dry  by 
means  of  a  coarse  towel,  and  the  friction  continued  for  some 
minutes.  In  women  who  are  not  strong  the  employment  of  cold 
baths  is  not  to  be  recommended.  Then  comes  the  hip-bath.  The 
hip-bath  may  be  either  of  pure,  salt,  or  medicated  warm  water. 
If  the  hip-bath  be  medicated  with  the  view  of  the  fluid  acting 
upon  the  interior  of  the  vagina,  means  must  be  taken  to  insure 
the  passage  of  the  fluid  into  this  canal.  Various  contrivances  are 
recommended  for  this  purpose  ;  a  short  medium-sized  Ferguson's 
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speculum  is  one  which  may  be  advantageously  employed.  Thr^ 
simple  hip-bath  is,  however,  very  serviceable.  After  the  bath, 
the  skin  should  be  rubbed  as  in  the  case  of  the  sponge-bath. 
With  due  care,  the  hip-bath  or  sponge-bath,  alone  or  together, 
may  be  used  in  all  cases,  however  debilitated  the  patient  may  be. 
It  is  necessary  that  a  '  reaction,'  as  it  is  termed,  take  place  after 
the  bath,  or  it  does  harm,  and  the  patient  suffers  from  headache 
or  other  inconvenience  for  some  hours  after.  There  are  some 
cases  which  are  most  benefited  by  the  warm  bath,  in  which  the 
patient  is  wholly  immersed.  Thus,  in  cases  of  leucorrhoea  which, 
from  the  severity  of  the  symptoms  and  suddenness  of  their  inva- 
sion, may  be  termed  acute,  the  warm  bath  is  of  the  greatest 
utility. 

Injections. — Judiciously  used,  injections  are  of  the  greatest 
value  in  the  treatment  of  leucorrhoea.  In  many  cases  they  have 
a  curative  effect ;  in  all  cases  they  are  of  some  service  ;  and  in 
certain  cases  they  are  almost  indis2:)en sable.  But  it  is  not  less 
true  that  leucorrhoea  may  be  often  cured  without  recourse  to 
injections  at  all. 

The  first  point  to  be  attended  to  in  the  employment  of  injec- 
tions is  the  form  of  instrument  to  be  used.  It  is  in  most  cases 
mere  trifling  to  employ  a  small  syringe.  What  is  necessary  is  an 
apparatus  by  means  of  which  a  considerable  quantity  of  fluid 
may  be  thrown  up  and  obtain  access  to  the  cervix  uteri.  A  lai'ge- 
sized  gum-elastic  vaginal  pipe,  rather  longer  than  the  speculum, 
open  above  by  five  or  six  tolerably  large  perforations,  should  be 
first  introduced  into  the  vagina  so  as  to  reach  the  os  uteri. 
Having  been  introduced,  the  lower  end  of  the  pipe  is  then  to  be 
connected  with  the  pipe  of  the  injection  apparatus.  This  is  made 
in  a  variety  of  forms.  Higginson's  or  Kennedy's  apparatus  is 
convenient  for  the  purpose.  I  have,  however,  found  it  exceedingly 
difficult  to  induce  patients,  especially  those  who  are  weakly  and 
debilitated,  to  use  any  instrument  requiring  the  application  of 
manual  force,  however  slight,  for  a  sufficient  length  of  time  to  do 
good;  moreover,  the  quantity  of  fluid  capable  of  being  used  at 
each  operation  is  too  restricted.  A  somewhat  continuous  irrigation 
of  the  cervix  uteri  is  necessary,  and  this  is  not  to  be  had  by  the 
ordinary  apparatus — unless,  indeed,  by  taking  unusual  pains  or 
trouble  in  the  matter.  In  order  to  supply  the  defect  in  question. 
I  have  had  constructed  a  very  simple  and  effective  instrument,  by 
which  the  patient  can  have  the  benefit  of  irrigation  of  the  vaginal 
part  of  the  uterus  of  some  minutes'  duration,  and  without  tli.' 
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necessity  for  manual  effort,  such  as  pumping,  of  any  kmd.  An 
indiarubber  bag  or  reservoir,  capable  of  holding  nearly  a  gallon 
of  water,  has  attached  to  it  a  long  flexible  pipe,  which  ends  m  the 
vaginal  exit  tube.  The  bag  filled  with  water  is  hung  up  above 
the  patient,  or  placed  on  an  article  of  furniture  a  little  above  the 
patient's  body.  The  water  descends  by  the  action  of  gravita- 
tion alone;  the  rapidity  of  the  flow  is  regulated  by  simply 
turning  a  stopcock,  placed  just  outside  the  vaginal  tube,  and 
the  water  flows  until  the  reservoir  is  empty.  The  douche  appa- 
ratus in  question  has  the  advantage  of  great  portability  and  sim- 
plicity.   The  douche  should,  it  is  hardly  necessary  to  observe,  be 


used  with  caution  in  cases  where  pregnancy  is  suspected  to  be 
present. 

The  next  question  is  as  to  the  nature  of  the  fluid  to  be  injected. 
Very  much  benefit  will  be  derived  from  the  use  of  water,  if  only 
a  sufficient  quantity  be  used  at  each  injection.  And  for  a  variety 
of  reasons,  not  the  least  of  which  is  that  it  is  always  accessible, 
and  no  preparation  or  forethought  is  required,  it  is  advantageous 
to  use  water  alone.  In  the  former  editions  of  this  work  I  have 
recommended  the  use  of  cold  water  in  ordinary  cases,  but  a  more 
extended  experience  has  led  me  to  the  conclusion  that  in  some 
cases  injurious  effects  are  liable  to  result  from  the  use  of  quite 
cold  water,  and,  unless  in  exceptional  cases,  I  believe  warm  water  at 

'  The  '  uterine  douche,'  constructed  as  described  above,  is  to  be  procured  of 
Messrs.  Savory  &  Moore,  New  Bond  Street. 


Fm.  158.' 
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about  85°  or  90°  is  to  be  preferred  (see  also  chapter  on  '  Congestion 
of  the  Uterus '). 

A  variety  of  substances  are  used  mixed  with  water,  and  consti- 
tuting medicated  injections.  Most  of  these  are  considered  bene- 
ficial from  the  astringent  properties  they  possess.  Alum,  sulphati- 
of  zinc,  nitrate  of  silver,  decoction  of  oak  bark,  or  tannin,  ai<i 
those  most  ordinarily  used.  A  combination  of  tannin  and  alum 
(one  or  two  drachms  of  tannin  with  fom-  drachms  of  alum  to 
two  pints  of  water),  recommended  by  more  than  one  eminent 
authority,  I  have  found  very  convenient.  In  all  cases  where 
medicated  injections  are  used,  it  is  desirable  to  employ,  first,  a 
simple  injection  of  water,  and  to  throw  up  the  medicated  liquid 
last.  It  is  frequently  found  necessary,  in  obstinate  cases,  to 
change  the  injection  from  time  to  time.  A  particular  remedy 
loses  its  effect  after  a  few  days'  use. 

Medicated  ^pessaries. — These  are  prepared  with  cacao  butter, 
have  the  shape  of  a  rifle  bullet,  and  contain  various  astringent  or 
caustic  substances  in  suitable  quantities.  When  cold,  they  are 
firm  and  easily  adjusted  in  position  at  the  os  uteri.  The  warmth 
of  the  body  soon  liquefies  the  pessary,  and  leaves  its  active  con- 
stituents free. 

Blisters  to  the  lumbar  or  sacral  region  are  sometimes  employed 
in  obstinate  cases  of  leucorrhcea. 

Injections  of  a  medicated  nature  are  now  and  then  necessary 
to  obviate  the  offensiveness  of  the  discharge  which  may  be  present, 
as  in  cases  of  cancer,  cauliflower  excrescence  of  the  os  uteri,  etc. 
In  such  cases,  antiseptic  agents,  e.g.  diluted  tincture  of  iodine, 
tincture  of  iron,  perchloride  of  iron  suspended  in  glycerine, 
chloralum,  etc.,  and  applied  by  means  of  cotton  wool,  or  lint,  are 
exceedingly  useful. 

In  cases  where  the  discharge  is  acrid,  and  gives  rise  externally 
to  irritation,  it  is  necessary  to  order  frequent  ablutions  with 
tepid  water.  A  lotion  containing  a  little  carbonate  or  biborate 
of  soda  in  solution  is  occasionally  found  serviceable  in  sucli 


cases. 


Mternal  Qxmedies.— The  object  with  which  we  give  internal 
remedies  in  leucorrhcea  is  usually  that  of  remedying  the  constitu- 
tional derangement,  whatever  that  may  be,  which  is  present. 
Purgatives  may  be  necessary  to  produce  regular  action  of  the 
bowels,  especially  at  first— and  of  these  it  is  better  to  give  small 
doses  frequently  than  large  doses  at  longer  intervals.  Where  tlu' 
patient  is  chlorotic,  aloes  may  be  given ;  but  in  other  cases  it 
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;  to  be  avoided.    The  debility  with  which  in  most  cases  leucorrhoea 
;  is  associated,  necessitates  the  employment  of  tonic  remedies,  of 
which  the  best  is  unquestionably  iron :  less  probably  depends  on 
i  the  particular  form  of  the  drug  than  on  the  fitness  of  the  case  for 
1  iron  in  any  shape.    Certain  therapeutic  agents,  such  as  cubebs, 
i  copaiba,  etc.,  have  been  recommended  in  leucorrhcea,  as  having 
special  efifects  in  diminishing  secretions  from  mucous  surfaces. 
i.  The  ergot  of  rye  has  a  better  claim  to  our  notice.    I  have  used  it 
■  in  cases  where  the  uterus  was  in  a  lax,  congested  condition,  with 
,  the  double  effect  of  relieving  the  profuse  menstruation  and 
I  leucorrhoea  sometimes  associated.    As  a  rule  we  cannot  expect 
i  much  specific  effect  from  internal  remedies  in  cases  of  leucorrhoea. 
i  Stimulants  are  very  frequently  necessary  in  the  treatment  of 
I  chronic  cases  of  leucorrhoea  attended  with  debility  and  prostration  ; 
J  they  are  to  be  looked  upon  in  some  instances  quite  as  essential  as 
good  food.    The  stimulant  selected  should  be  one  which  is  found 
(  to  suit  the  patient.    The  administration  of  stimulants  is  to  be 
i  reprehended  when  the  jiatient  is  plethoric,  and  when  the  viscera, 
pelvic  and  abdominal,  are  loaded  with  blood,  and  the  quantity 
should  be  carefully  specified  and  overlooked,  care  being  taken  that 
when  the  patient  is  stronger  the  dose  be  diminished,  The 
leucorrhoea  endemic  in  fenny  districts  is  treated  successfully  by 
I  bark,  wine,  gin,  and  tea  and  coffee. 

I  Schonbein  and  Aran  have  recommended  lavements  containing 
'  aloes  suspended  in  mucilage  or  soap  and  water,  in  the  treatment 
of  chronic  leucorrhoea.  The  lavements  are  to  be  used  every  day, 
*  or  every  other  day,  the  rectum  having  been  first  washed  out  by 
!  water  alone.  The  remedy  in  question  must  be  used  with  caution, 
i  It  may  here  be  remarked  that  aloes  formed  one  of  the  principal 
1  ingredients  in  the  celebrated  pills  of  Stahl— in  high  repute  many 
"  years  ago  for  the  cure  of  leucorrhoea.' 

The  treatment  of  leucorrhoea  dependent  on  local  disorders  of 
various  kinds  necessarily  involves  the  removal  of  the  special  cause. 
In  all  cases  where  the  leucorrhoea  is  dependent  on  deficient  drain- 
age of  the  uterine  cavity,  the  principal  object  in  view  will  be  to 
facilitate  the  escape  of  the  fluid  from  the  uterus  (see  '  Treatment 
of  Flexions').    Cases  of  this  kind  which  have  been  hitherto 
known   under  the  term  'endometritis'  have  been  frequently 
^  treated  by  internal  applications  to  the  interior  of  the  uterine 
'Cavity.     Thus  Dr.  Playfair,  who  has  devoted  much  attention 
to  the  subject,  recommends  the  application  of  various  caustic 
'  See  Dr.  D.  D.  Davis's  work,  vol.  i.  p.  367. 
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or  semi-caustic  substances  to  the  uterine  interior  by  means  of 
a  probe  of  peculiar  construction  round  which  is  wrapped  cotton 
wool  charged  with  the  selected  application.    First  the  interior 


Fig.  159.' 


of  the  uterus  is  wiped  out  by  means  of  cotton  wool  wrapped  roun 
the  probe,  and  the  liquid  used  is  then  introduced  in  the  same  way 
The  application  Dr.  Playfair  prefers  is  either  tincture  of  iodine  or 
equal  parts  of  crystallised  cai-bolic  acid  and  glycerine.^ 

'  Fig.  159  represents  Playfair's  probe,  which  is  of  flexible  metal.  The  probe 
can  be  fixed  to  a  boxwood  handle  sufficiently  long  for  it  to  be  used  through  the 
speculum. 

Meeting  of  British  Medical  Association,  Cork.    Brit.  Med,  Journ.  March 

1880. 


CHAPTER  XXXVI. 

XERVOUS  DISCED ERS    REFERABLE  TO  THE  UTERUS  HYSTERO- 

NEUROSES.  GENERAL  CONSIDERATIONS. 

reculiarities  of  the  Nervous  Relations  of  the  Uterns — Reflex  Excitability  of  the 
Uterus — General  View  of  the  so-called  Hysterical  Diseases — Question  as  to  the 
'  Central '  and  '  Peripheric '  Origin  discussed — Arguments  for  Uterine  Origin — ■ 
The  principal  Hystero-neuroses  Enumerated :  Nausea  and  Vomiting ;  Hysteria 
and  Hystero- epilepsy ;  Reflex  Mental  Disturbances  ;  Cephalalgia. 

The  uterus  is  an  organ  having  peculiar  relations  to  the  nervous 
system.  It  has  comparatively  little  nervous  susceptibility  of  one 
kind,  but  is  largely  endowed  with  nervous  excitability  of  another 
kind.  The  healthy  uterus  is  very  little  sensitive  to  the  touch, 
imd  almost  every  accessible  part  of  it  may  be  touched  without 
giving  rise  to  sensation  luhen  the  organ  is  unaffected  luith  disease. 
But  the  uterus  is  a  most  sensitive  organ  in  regard  to  its  reflex 
excitability.  The  disorders  which  are  produced  in  consequence 
of  this  reflex  excitability  of  the  uterus  constitute  a  very  interest- 
ing class  of  affections,  and  they  have  at  all  times  apparently 
attracted  much  attention.  In  early  times  the  word  '  hvsteria,' 
employed  to  designate  them,  conveyed  also  a  notion  as  to  their 
soiuce,  which  many  modern  writers  appear,  as  I  consider  most 
erroneously,  to  set  on  one  side  altogether. 

In  hysterical  disorders  we  have  present  for  consideration  two 
elements  : — 

1.  The  Condition  of  the  Nervous  Centres. 

a.  Simply  unduly  impressionable. 

A.  Emotionally. 

B.  Impressionable  in  an  undue  degree  to  reflex 

disturbing  influences. 
h.  Actually  diseased. 

2.  Presence  of  tarticular  peripheric  (reflex-exciting) 
irritation. 

a.  In  the  uterus. 
h.  In  the  ovary, 
c.  Elsewhere. 
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The  phenomena  present  in  hysteria,  using  the  term  in  its  most 
general  sense,  affect  more  or  less  the  whole  niachinery  of  the  body, 
the  muscles  of  the  limbs  and  body,  the  involuntary  muscles,  as  of 
the  stomach  and  other  organs,  as  well  as  other  general  disturb- 
ances in  the  sensitiveness  of  various  parts, — all  implying  that  the 
nervous  centres  which  control  this  extensive  machinery  are  impli- 
cated. The  two  theories  of  the  '  central '  and  the  '  peripheric ' 
origin  of  hysteria  or  '  hysterical '  disorders  are  not  in  any  way  in- 
compatible the  one  with  the  other,  as  will  be  apparent  from 
reading  the  above  statement  of  the  possible  conditions  present  in 
cases  where  hysterical  phenomena  are  observed.  It  is  probable 
that  the  condition  of  the  central  organs  is  really  the  more  impor- 
tant of  the  two,  and  that  hysterical  phenomena  only  occur  in 
cases  where  the  central  organs  are  unduly  impressionable.  And 
in  one  sense  of  the  word  they  may  be  said  therefore  to  be  diseased. 
Bat  we  have  to  go  further  than  this,  and,  admitting  the  presence 
of  a  '  diseased '  condition  of  the  nervous  centres,  we  have  to  ex- 
plain the  alternate  presence  and  absence  of  hysterical  phenomena 
in  the  same  case.  In  order  to  explain  that  it  is  necessary  to 
assume  either  (1)  that  the  central  organs  undergo  at  various  times 
changes,  or  (2)  that  they  are  operated  upon  from  without  through 
the  intervention  of  nerves  distributed  to  other  organs  of  the  body. 
In  other  words,  there  is  either  (1)  a  centrally  originated  nervous 
disturbance,  or  (2)  a  peripheric  irritant  action  giving  rise  to  the 
manifestations  in  question. 

My  own  observations  have  led  me  to  the  conclusion  that  in 
hysteria  and  hysterical  disorders  we  have  for  the  most  part  what 
have  been  termed  since  the  days  of  Marshall  Hall  '  reflex '  symp- 
toms, originated  by  a  disturbance  or  irritation  primarily  acting, 
not  in  the  central  nervous  system,  but  at  its  periphery,  the  central 
nervous  system  being  in  many  cases  unduly  impressionable,  and 
therefore  more  readily  acted  on  by  reflex  disturbing  agencies.  In 
certain  cases  the  disturbance  may  be  originated  emotionally. 

It  has  been  long  the  opinion  of  those  who  have  made  diseases 
of  the  generative  organs  their  especial  study— dating,  in  fact,  from 
the  Hippocratic  era— that  irritation  of  these  organs  plays  a  very 
important  part  in  the  production  of  '  hysteria.' 

Up  to  the  present  time  the  state  of  knowledge  in  reference  to 
the  diseases  of  the  generative  organs  in  women  has  not  been  suf- 
ficiently advanced  to  enable  gymecologists  to  define  precisely  the 
modus  operandi  and  the  exact  nature  of  the  irritation  involving 
the  female  generative  organs  which  is  capable  of  exciting  hys- 
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terical  phenomena,  and  hence  the  assertion  of  gynsecologists  to  the 
effect  that  these  hysterical  phenomena  do  originate  in  the  sexual 
organs  has  been  discredited.  The  fact  that  attacks  resembling 
those  observed  in  women  are  liable  to  occur  in  the  male  sex  has 
been  made  the  basis  of  an  argument  that  the  female  generative 
I  organs  can  have  nothing  to  do  with  hysteria.  This  is  not,  how- 
■  ever,  a  reasonable  conclusion.  It  is  well  known  that  convulsions, 
i  for  instance,  may  be  produced  in  various  ways ;  the  nervous  central 
!  organs  are  presumably  not  very  different  in  the  two  sexes.  There 
is  nothing  extraordinary  in  the  fact  that  convulsions  or  spasmodic 
movements  should  be  observed  in  both  sexes,  the  convulsive 
movements  being  so  much  alike  as  to  be  hardly  distinguishable. 
But  that  proves  nothing  as  to  the  exciting  cause  of  the  attacks  in 
question,  nor  does  it  in  any  way  render  it  impossible  that  the 
uterus  or  the  ovaries  may  be  the  exciting  cause  of  such  attacks 
when  they  are  present  in  an  individual  of  the  female  sex. 
Looking  at  the  predominance  of  the  emotional  nervous  element  in 
the  female  sex;  looking  also  at  the  peculiarities  of  the  sexual 
organs  in  the  female,  it  would  rather  be  anticipated  that  irritation 
of  these  organs  would  be  more  likely  to  derange  the  nervous 
centres  in  the  female  than  irritation  of  the  sexual  organs  in  the 
male.  There  are  parallelisms  between  the  two  sexes  in  regard  to 
file  capability  of  irritations  of  the  sexual  organs  to  produce  central 
•  listm-bances  which  have  been  long  well  known,  but  the  female 
1  lossesses  more  organs  than  the  male.  The  testicle  and  the  ovary 
may  be  considered  to  balance  each  other,  so  to  speak,  but  the 
woman  possesses  an  additional  organ — the  uterus — to  which  there 
is  no  parallel,  worth  the  name  at  least,  in  the  male. 

In  the  last  edition  of  this  work  (1872)  I  described,  under  the 
head  of  '  Nervous  disorders  referable  to  the  uterus,'  hysteria, 
epileptiform  convulsions,  nausea,  and  vomiting,  as  symptoms  due 
to  reflex  irritation  seated  in  the  uterus.  Since  that  time  fiu-ther 
observation  has  enabled  me  to  verify  in  many  cases  the  truth  of 
the  theory  there  put  forward.  Other  observers  have  also  been 
working  in  the  same  direction.  Dr.  Engelmann  has  published  a 
very  interesting  paper  entitled  '  On  Hystero-neuroses,' '  a  term 
adapted  very  exactly  as  a  heading  under  which  to  classify  and 
arrange  those  affections  in  which  the  uterus  can  be  shown  to  have 
an  important  controlling  or  originating  influence.  In  this  paper 
he  describes  seriatim  the  reflex  disturbances  of  the  brain,  the  eye, 
the  pharynx,  the  larynx,  the  bronchi,  the  breasts,  the  joints,  the 

'  Amcr.  Gynccc.  Trans,  vol.  ii.  1878. 
M  M 
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stomach,  and  the  hystero-neurosis  of  pregnancy.  Certain  cases  of 
epilepsy  are  attributed  by  Dr.  Engelmann  to  reflex  irritation  pro- 
ceeding from  the  uterus,  but  he  does  not  apparently  attribute  the 
phenomenon  of  hysterical  convulsions  to  this  source.  In  .this  re- 
spect Dr.  Engelmann  has  not  taken  the  same  road  as  myself.  But 
in  regard  to  the  hystero-neurosis  of  the  stomach  resulting  in 
vomiting,  Dr.  Engelmann's  views  appear  to  be  quite  in  accordant 
with  my  own,  and  he  gives  many  cases  to  show  the  connection 
between  uterine  irritation  and  presence  of  severe  vomiting ;  not 
only  so,  but  in  reference  to  the  vomiting  of  pregnancy  his  obser- 
vations are  singularly  confirmatory  of  those  which  I  published 
some  years  ago. 

The  term  '  hystero-neurosis '  employed  by  Dr.  Engelmann  seems 
to  me  to  be  a  very  valuable  one. 

The  precise  relationship  subsisting  between  the  uterus  and  the 
ovaries  as  disturbing  elements  is  still  matter  for  discussion.  The 
conclusion  which  I  have  arrived  at,  taking  the  various  facts  into 
consideration  which  are  adducible,  is  that  in  the  majority  of  cases 
the  uterus  is  responsible  for  reflex  disturbance.  This  is  not,  how- 
ever, the  conclusion  arrived  at  by  all  authorities,  and  indeed  tha 
source  of  the  so-called  hysterical  affections  has  been  of  late  years 
decidedly  attributed  to  the  ovaries  by  the  latest  writer  on  the  sub- 
ject. Professor  Charcot,  whose  researches  on  the  subject  of  hysteria 
and  hystero-epilepsy  have  deservedly  attracted  so  much  attention. 
Charcot  adopts  the  view  of  Negrier  that  the  ovaries  are  responsible 
for  the  convulsive  manifestation  in  question. 

The  neuroses,  reflex  effects  of  uterine  irritation,  appear  to  be 
many  in  number.  Arranged  in  the  order  of  their  frequency  they 
are : — 

Nausea  and  Vomiting. 

Hysterical  Attacks  and  so-called  '  Hysterical  '  Sensations. 

Hystero-epilepsy. 

Reflex  Mental  Disturbances. 

Cephalalgia. 
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IIYSTERO-NEUROSES  {continued).  HYSTERICAL  NAUSEA  AND 

VOMITING,  DUE  TO  REFLEX  UTERINE  IRRITATION. 

Nausea  and  Vomiting  very  commoa  Symptoms  in  Cases  of  Uterine  Disease — It 
is  a  Reflex  Hystero-nem'osis — Frequent  Association  with  Uterine  Flexion — 
Various  Conditions  of  Softness  or  Hardness  of  the  Flexed  Uterus — Various 
Degrees  of  Severity  of  the  Nausea  or  Sickness — 1  llustrative  Cases — Engelmann's 
Views. 

Treatment. 

It  is  an  unquestionable  fact  that  nausea  and  vomiting  are  exceed- 
ingly commonly  observed  in  connection  with  the  presence  of  uterine 
disease.  This  is  a  fact  which  many  years  of  careful  observation  has 
made  me  acquainted  with.  This  gastric  disturbance  appears  to  be 
of  reflex  origin,  and  to  be  originated  in  the  uterus  when  in  a  state 
of  disease.  There  is  no  doubt  that  disease  of  the  ovaries  is  also 
capable  of  originating  reflex  nausea  and  vomiting,  but  my  own 
observation  leads  me  to  the  conclusion  that  the  uterus  is  respon- 
sible for  the  production  of  this  troublesome  reflex  disturbance  in 
the  large  majority  of  cases.  It  is  very  rare  to  meet  with  a  case  of 
severe  flexion  of  the  uterus  unaccompanied  with  such  reflex  irrita- 
tion or  nausea,  although  this  affection  is  now  and  then  unattended 
with  nausea  or  vomiting.  This  reflex  nausea  and  vomiting  may 
be  very  slight,  or  it  may  be  most  severe  in  frequency  and  in  degree. 
It  is  by  far  the  most  common  of  the  reflex  symptoms  (hystero- 
neuroses)  producible  by  disease  of  the  uterus,  the  hysterical  class 
of  reflex  symptoms  occurring  far  more  rarely.  This  reflex  nausea 
and  vomiting  is  one  of  the  most  common  of  the  symptoms  observed 
in  cases  of  uterine  disease  (see  chapter  on '  Symptomatology  of  the 
Uterus ' ). 

It  is  surprising,  looking  at  the  extreme  frequency  with  which 
nausea  and  vomiting  really  occur,  that  more  has  not  been  said 
about  these  gastric  disturbances  in  connection  with  the  presence  of 
uterine  disease.  In  the  last  edition  of  this  work  sjiecial  notice 
was  directed  to  this  important  subject.     Dr.  Engelmann  ^  of 

'  On  '  Hystero-neuroses.'    Amcr.  Gynac.  Trans,  vol.  ii.  1878. 
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St.  Lo  uis  lias  more  recently  published  some  valuable  remarks 
thereon,  which  are  in  full  conformity  with  the  conclusions  I  have 
myself  been  led  to  form  on  the  matter. 

The  disease  which  more  especially  seems  to  occasion  this 
gastric  reflex  disturbance  is  flexion  of  the  uterus.  The  proof  of 
the  truth  of  this  statement  has  in  numberless  cases  been  made 
evident  to  me  by  the  remarkable  results  in  the  relief  of  the  sick- 
ness and  nausea  which  have  been  observed  to  follow  treatment 
directed  to  the  cure  of  the  flexion  of  the  uterus  present  in  such 
cases.  These  results  have  been  so  uniform,  the  exceptions  so  very 
rare  in  which  marked  relief  has  not  been  thus  obtained,  that  the 
body  of  evidence  is  irresistible. 

In  the  last  edition  of  this  work  (1872)  the  following  paragraph 
occurs : — 

'-Connection  behueen  nausea  and  vomiting  and  disease  of 
the  uterus. — For  many  years  I  have  carefully  and  rigidly  analysed 
the  cases  of  uterine  disease  which  have  come  before  me,  with  the 
endeavour  to  establish  definite  relations  between  the  symptoms 
and  the  alterations  or  lesions  present.  Sickness  and  nausea  are 
so  frequently  attendant  on  uterine  disease  that  this  symptom 
necessarily  comes  very  commonly  under  observation.  The  facts 
which  have  presented  themselves  have  led  me  to  establish  a  very 
close  connection  between  nausea  and  sickness,  and  flexions  of  the 
uterus.  This  connection  I  have  repeatedly  observed ;  and,  in 
fact,  nausea  and  vomiting  are  rather  common  symptoms  in  cases 
of  flexion  of  the  non-impregnated  uterus,  though  it  by  no  means 
follows  that  every  case  of  flexion  will  be  attended  with  nausea  and 
vomiting.  Endeavouring  to  trace  the  connection  between  the 
flexion  and  the  nausea  or  vomiting,  I  was  led  to  the  conclusion, 
from  an  analysis  of  the  facts,  that  it  was  more  likely  to  be  observed 
in  cases  where  the  flexion  led  ta  retention  of  the  secretions  of 
the  organ,  as  in  dysmenorrhoea,  when  the  menstrual  blood  does  not. 
readily  escape,  owing  to  the  constriction  at  the  seat  of  the  bend 
of  the  uterus,  and  in  certain  other  cases  where  the  flexion  was 
severe,  independently  of  such  evidence  of  retention  of  fluid  in  the 
uterus.  Thus,  severe  flexion  alone,  or  coupled  with  retention  of 
fluid  in  the  uterus,  have  seemed  to  me  to  be  demonstrably  and 
unmistakably  the  cause  or  essential  accompaniment  of  the  trouble- 
some nausea  and  vomiting  observed  in  the  non-pregnant  condition. 
The  OS  and  cervix  uteri  are  not  uncommonly  under  such  circum- 
stances turgid,  congested,  and  otherwise  somewhat  changed.  The 
fulness,  congestion,  or  so-called  inflammation  of  the  os  and  cervix 
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uteri  has  been  noticed  in  connection  with  obstinate  vomiting  by 
previous  observers,  and  has  been  assumed  to  be  the  cause  of  the 
symptom.  It  will  quite  readily  fall  in  with  my  view  of  the 
matter  to  accept  this  position,  but  my  explanation  goes  beyond  it, 
and  is  to  the  effect  that  the  condition  of  congestion  of  the  os 
is  really  secondtu-y  (in  by  far  the  majority  of  instances)  to  the 
more  important  lesion,  the  alteration  in  the  shape  (flexion)  of  the 
uterus.' 

It  is  now  eleven  years  or  upwards  since  I  became  acquainted 
with  the  remarkable  connection  subsisting  between  sickness  and 
flexions  of  the  uterus,  and  since  that  time  I  have  had  many  op- 
portunities for  verifying  the  accuracy  of  this  conclusion.  Indeed, 
I  observe  the  symptom  so  frequently  in  cases  of  flexion  of 
the  uterus,  that  I  have  come  to  look  upon  it  as  almost  a  part  and 
parcel  of  the  disease.  Flexions  do  not  invariably  give  rise  to 
vomiting  and  nausea.  But  it  may  be  stated,  as  a  rule  to  which 
there  are  few  exceptions,  that  when  a  patient  presenting  other 
uterine  symptoms  is  found  to  be  liable  to  nausea  or  sickness  recur- 
ring from  time  to  time,  it  maybe  pretty  confidently  predicted  that 
the  nausea  and  sickness  are  due  to  uterine  flexion.  When  the 
sickness  is  obstinate  and  of  long  standing,  the  prediction  may  be 
still  more  confidently  made.  I  have  on  many  occasions  seen 
patients  who  had  been  supposed  to  be  suffering  from  chronic  dis- 
ease of  the  stomach,  owing  to  the  persistent  nausea  or  vomiting, 
and  in  which  it  was  proved  beyond  question  that  the  uterus  was 
the  organ  really  responsible  for  these  symptoms.  In  the  course  of 
my  experience,  I  have  seen  as  many  as  fifteen  to  twenty  cases 
where  the  long-continued  sickness  due  to  uterine  flexion  had  so 
fearfully  reduced  the  vital  power  by  the  starvation  it  gave  rise  to, 
that  recovery  seemed  almost  impossible.  And  even  in  the  worst  of 
these  cases  the  symptoms  ceased  almost  directly  the  source  of 
irritation  was  removed. 

In  very  many  cases  the  gastric  disturbance  is  less  severe,  but 
yet  it  is  a  serious  matter ;  and  in  a  larger  number  of  cases  still  it  is 
present  as  an  occasional  symptom,  only  the  patient  considers  that 
she  is  troubled  with  'biliou  sness,'  and  is  not  aware  that  the  sup- 
posed biliousness  is  really  caused  by  the  uterus.  Again,  in  not  a 
few  cases  the  sickness  is  only  observed  at  the  menstrual  periods  : 
sometimes  it  is  so  severe  at  those  times  that  the  patient  is 
literally  hors  de  combat  for  one  or  two  days  owing  to  its 
intensity. 

It  is  pretty  constantly  observed  that  these  symptoms  are 
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increased  by  movement,  or  by  exertion  of  any  kind  :  even  sitting  at 
the  table  for  meals  is  often  enough  to  bring  on  sickness  or  nausea, 
the  patient  being  obliged  to  leave  the  table  or  ceasing  to  be  able 
to  take  food.  This  is  a  mechanical  effect  of  the  position  of  the 
body,  vphich  by  intensifying  the  flexion  for  the  moment  brings  on 
the  sickness.  Sickness  of  this  kind  is  most  pernicious  in  its  effects, 
for  very  little  food  is  taken,  and  in  the  end  the  case  becomes  one 
of  chronic  starvation. 

When  anteflexion  is  present,  the  recumbent  dorsal  position 
gives  relief  to  the  sickness.  But  when  the  uterus  is  retroflexed, 
the  dorsal  recumbent  position  often  aggravates  it.  The  reason  for 
which  is  sufficiently  obvious. 

According  to  my  experience,  the  cases  most  difficult  to  cure  are 
those  in  which  the  uterus  is  extremely  soft,  and  follows  the  action 
of  gravity  most  readily.  It  is  not  easy  in  some  of  these  cases  to 
preserve  the  uterus  in  a  state  of  real  repose.  The  uterus  is  readily 
straightened,  but  it  is  not  easy  to  preserve  it  in  this  condition. 
Slight  retroflexion  follows  on  the  removal  of  the  anteflexion,  and 
vice  versa.  The  recurrence  of  the  sickness  in  such  cases  indicates 
that  the  treatment  is  insufficient.  T  have  frequently  had  occasion 
to  observe  this  recurrence,  and  have  found  the  foregoing  to  be  the 
explanation  of  it. 

But  in  many  of  the  severe  cases,  the  uterus  is  not  remarkably 
soft  at  the  time  the  patient  comes  under  observation.  Perhaps 
the  case  has  been  partly  cured,  and,  the  power  of  taking  nomish- 
ment  having  retm-ned,  the  uterus  has  become  tolerably  firm 
and  rigid;  indeed,  in  some  cases  there  is  actual  hypertrophy  of 
portions  of  the  uterus— e.^.,  the  lips  of  the  cervix  uteri.  Then 
an  aggravation  of  the  flexion  occurs,  and  the  sickness  returns  with 
redoubled  energy.  Under  these  circumstances  the  relief  afforded 
by  straightening  the  uterus  is  oftpn  almost  magical  in  its  rapidity. 

The  modus  operandi  of  the  flexion  in  inducing  this  reflex 
symptom  is  a  matter  of  great  interest.  It  appears  to  me  to  be 
due  to  the  compression  of  uterine  nerves,  consequent  on  tbe 
squeezing  or  stretching  of  certain  portions  of  the  uterine  tissues. 
(See  remarks  on  this  subject  in  a  former  chapter,  at  page  175.) 
Careful  observation  has  convinced  me  that  in  most  cases  the 
irritation  has  its  starting-point  at  the  situation  where  the  com- 
pression is  greatest,  viz.,  at  the  angle  of  the  flexion— for  this  part 
is  often  found  sensitive  to  the  touch  in  such  cases,  and  it  is  found 
that  the  straightening  process  has  the  effect  of  removing  siimil- 
taneously  both  the  sickness  and  the  undue  sensitiveness  to  touch. 
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Case  of  acute  vomiting  from  retroflexion  of  the  uterus. — Some  years 
;  ago  I  saw  a  lady  who  was  at  that  time  siifFering  from  aggravated  nausea 
and  vomiting.    She  had  then  been  unable  to  take  food  of  any  description 
for  over  two  weeks.    Everything  in  the  shape  of  food  was  instantly  re- 
turned, and  the  eminent  practitioner  who  had  been  in  attendance  upon 
her  expressed  to  me  his  fears  that  she  would  actually  perish  from  in- 
anition.   On  examination  it  was  found  that  the  patient  was  suffering 
from  severe  retroflexion  of  the  uterus,  which  there  was  evidence  to  show 
j  was  of  long  standing,  and  which  had  probably  undergone  acute  aggrava- 
tion within  the  previous  few  months.     Nothing  could  be  more  dis- 
.  tressing  than  the  state  to  which  the  patient  was  reduced.  Conjointly 
i  with  treatment  to  restore  the  shape  of  the  uterus,  it  was  necessary  to 
,  sustain  life  by  the  administration  of  doses  of  beef-tea  by  one  teaspoonful 
at  a  time  given  very  frequently,  tliis  being  the  utmost  the  patient  conld 
,*  take  for  some  time  after  I  began  to  see  her.  although  this  particular 
i  symptom — the  sickness — underwent  a  material  improvement  the  moment 
t  proper  local  treatment  was  adopted. 

In  the  treatment  of  this  case,  it  invariably  happened,  when  the 
3  treatment  was  for  various  reasons  suspended  or  intermitted,  and  the 
'  instrument  used  in  the  treatment  removed  for  a  time,  that  the  sickness 
I'eturned. 

A  case  of  acute  hysterical  vomiting,  of  ten  months^  duration,  caused 
hij  disj)lacement  of  the  uterus.^ — A  young  lady,  £et.  20,  the  subject  of  this 
case,  was  admitted  into  the  All  Saints'  Institution,  Gower  Street,  in 
December  1879.    The  general  history  of  the  case  was  as  follows:  She 
;  has  always  been  accustomed  to  take  a  good  deal  of  exercise,  has  led  a 
very  active  life,  but  has  not  taken  for  some  years  what  would  be  con 
i  sidered  an  average  quantity  of  food  :  the  reason  for  which  has  been  a 
;  general  disinclination,  coupled  apparently  with  the  existence  of  a  notion 
>  on  her  part  that  she  did  not  require  much.     For  the  last  two  or  three 
yeais  she  has  been  in  the  habit  of  playing  lawn-tennis  a  good  deal,  and 
has  done  duty  in  playing  the  harmonium  at  a  place  of  worship.  Men- 
struation has  never  been  regular.    There  have  been  occasional  intervals 
of  two  months,  but  at  times  the  periods  have  occurred  too  often  and  too 
profusely.    There  has  been  a  complete  cessation  of  menstruation  for  the 
last  ten  months,  since  which  time  she  has  been  ill. 

Present  illness. — The  patient  has  been  ill  for  ten  months.  Since 
February  1879  she  has  suffered  from  obstinate  sickness,  which,  at  first 
not  very  severe,  gradually  became  worse  and  worse.  She  has  not  been 
able  to  retain  food  in  the  stomach  in  the  ordinary  way  for  the  whole  of 
this  period.  Of  late,  the  sickness  has  become  even  more  severe.  She 
has  now  for  some  little  time  been  able  to  retain  only  koumiss  in  small 
quantities  at  a  time,  the  smallest  particle  of  any  solid  food  being  rejected 
I  at  once.  She  has  become  excessively  emaciated.  Her  weight  a  year  ago 
was  ten  stone ;  it  is  now  stated  to  be  five  or  five  and  a  half  stone  only.  Her 
'  This  case  is  reported  in  the  Trans,  of  the  Clin.  Siic.,  vol.  xiii.  p.  346. 
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weakness  is  extreme — she  lias  been  nna,ble  to  sleej),  and  her  general 
condition  is  deplorable.  Any  nttempt  to  walk  about  and  take  exercise 
has  been  attended  with  aggravation  of  the  symptoms.  Menstruation 
has  not  occurred  for  ton  months,  as  already  observed.  Tt  was  con- 
jectured by  her  previous  medical  attendant  that  she  was  suffering  from 
some  uterine  displacement. 

Condition  on  admission  [December  19,  1879). — Patient  constantly 
sick ;  skin  moist ;  there  is  a  commencing  bed-sore  over  the  sacrum. 
Bowels  open ;  micturition  frequent.  Pulse  exceedingly  feeble.  Examina- 
tion of  the  pelvis  and  its  contents  showed  that  the  uterus  was  very  low 
down  in  the  pelvis,  much  swollen,  and  in  a  condition  of  acute  ante- 
version,  with  some  considei-able  amount  of  anteflexion.  The  uterus 
seemed  very  wide  from  side  to  side,  owing  to  the  general  engorgement. 
It  was  decided  that  the  sickness  was  due  to  the  condition  of  the  uterus. 
In  regard  to  the  cause  of  the  displacement  and  distortion,  the  patient 
did  not  at  the  time  mention  it ;  but  a  few  weeks  later  she  said  that  in 
the  month  of  February  1879  she  one  day  jumped  from  the  top  of  some 
seats  in  a  schoolroom,  six  feet  in  height,  to  the  floor.  Another  young 
lady  who  was  with  her  at  the  time  peiformed  the  same  feat.  They  were 
both  of  them  made  sick  by  the  effort.  The  other  young  lady  went  to 
bed  for  six  weeks,  feeling  ill,  and  having,  as  she  thought,  a  cold.  This 
patient  took  no  notice  of  the  effects  of  the  leap,  and  had,  in  fact,  forgotten 
it.  But  the  sickness  appears  to  have  set  in  at  precisely  this  time ;  and 
there  seems  little  doubt  that  the  leap  was  responsible  for  the  mis- 
chief. 

For  the  first  week  the  treatment  adopted  was  as  follows  :  Nutrient 
enemata  of  beef-tea,  with  a  small  quantity  of  brandy  and  a  few  drops  of 
laudanum,  were  administei-ed  three  times  daily.     The  patient  was 
ordered  to  take  only  a  little  koumiss  by  the  mouth.    Once  every  hour, 
during  the  day,  she  was  placed  in  the  knee-elbow  position  for  two  or 
three  minutes,  in  order  to  raise  the  uterus  from  its  low  position.  At 
the  beginning  of  the  second  week  she  had  much  improved;  the  sickness 
was  less,  but  the  patient  extremely  irritable ;  no  sleep,  except  for  a  very 
short  space  of  time;  complaint  of  great  headache,  and  a  condition  of 
general  unrest.    The  uterine  sound  was  now  used  for  the  first  time,  and 
by  its  means  the  uterus  was  raised,  and  the  position  of  the  fundus 
changed.    The  effect  of  the  use  of  the  sound  was  at  first,  for  two  days, 
to  reproduce  the  sickness  to  some  extent,  but  it  then  Ijecame  mitigated. 
At  the  end  of  the  second  week  her  condition  was  much  improved  :  she 
was  still  taking  nutrient  enemata,  and  iced  champagne  by  the  mout]i. 
Brand's  essence  of  beef  and  some  other  food  were  now  given,  but  with 
not  much  success,  the  stomach  still  rejecting  the  greater  part  of  tliiuirs 
administered,  except  the  champagne.    The  koumiss  was  given  up  durin- 
the  second  week. 

Fourteen  days  after  admission,  a  small  sized  ebonite  cradle  pessary 
was  introduced,  and  it  has  since  remained  undisturbed.    During  tlio 
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third  week,  food  began  to  be  tolerated  by  the  stomach.  At  first,  Darby's 
peptone  was  given  in  small  doses,  mixed  with  a  little  water,  frequently. 
In  tln-ee  days,  the  patient  tiring  of  this,  gravy  soup  from  a  confectioner's 
was  given,  one,  two,  or  three  spoonfuls  at  a  time  ;  three  to  four  glasses  of 
champagne  daily,  and  about  one  and  a  half  ounces  of  brandy,  the  latter 
with  enemata ;  also  biscuits  in  small  quantity.  The  sickness  entirely  left 
her  at  the  end  of  this,  the  third  week.  During  the  fourth  week,  the 
improvement  was  very  marked.  She  could  now  take  meat  in  the  solid 
stiite,  and  the  enemata  were  abandoned.  The  power  of  sleep  was 
restored,  and  the  condition  changed  for  one  of  absolute  tranquillity.  The 
pulse,  which  on  admission  and  during  the  first  two  weeks  was  under  50, 
now  beat  at  80  to  the  minute.  After  the  fourth  week,  the  patient's 
appetite  became  ravenous.  It  seemed  impossible  to  give  her  enough  ; 
all  kinds  of  food  were  eqimlly  agreeable  to  her— the  anxiety  when  one 
meal  was  over  was  for  the  ariival  of  the  next.  Six  weeks  after  ad- 
mission she  was  permitted  to  get  up,  and  in  a  week  walked  round  the 
room,  a  quarter  of  an  honr  at  a  time,  without  any  ill  effects.  Seven 
weeks  after  admission  the  patient  was  convalescent  and  fit  to  leave  the 
Institution.  Her  condition  is  now  wonderfully  altered  for  the  better ; 
the  cheeks  have  filled  out,  and  she  has  entirely  lost  the  look  of  extreme 
illness.  All  kinds  of  food  are  taken,  and  in  large  quantities.  She  has 
gained  two  stone  in  weight.  Six  weeks  afterwards,  menstruation  re- 
turned, and  the  patient  was  reported  perfectly  well,  and  in  full  enjoyment 
of  active  life. 

Jiemarks. — The  case  is,  in  my  opinion,  to  be  read  thus  :  The  patient 
was  ill -nourished,  weakly,  and  in  a  bad  state  of  health,  before  the  actual 
illness  began.  The  menstrual  irregularities  show  that  the  uterus  was 
in  a  disturbed  condition  also.  It  is  pi'obable  that  its  tissues  were  soft, 
wanting  in  resistance,  and  that  it  was  somewhat  displaced  and  altered 
in  shape  before  the  commencement  of  the  severe  illness.  The  leap,  which 
occurred  in  February  1879,  probably  produced  a  sudden  and  considerable 
displacement  of  the  fundus  uteri  downwards  and  forwards — acute  ante- 
version  and  flexion ;  and  from  that  time  up  to  the  period  of  admission 
the  uterus  remained  in  its  displaced,  distorted  condition.  A  secondary 
result  occurred,  viz.,  a  continued  congestion  and  engorgement  and  con- 
sequent swelling  of  the  uterus.  Menstruation  was  thus  also  suppressed. 
The  sickness  was  a  reflex  phenomenon  due  entii^ely  to  the  irritation  set 
up  in  the  uterus.  It  completely  disappeared  when  the  uterus  was 
restored  to  its  proper  shape  and  position.  This  restoration  was  effected 
by  the  use  of  the  knee-elbow  position,  by  the  sound,  and  by  the  cradle 
pesisary.  There  would  have  been  no  objection  to  the  use  of  the  cradle 
pessary  at  first,  but  it  was  thought  best  to  employ  other  methods  of 
raising  the  uterus  during  the  first  fortnight. 

Acute  vomiting  for  tvjo  yexirs,  due  to  anteflexion  of  the  uterus.  

Another  cjise  was  that  of  a  single  lady  of  25  years  of  age  who  had  been 
sent  to  Dr.  Wilson  Fox  under  the  notion  that  she  was  suffering  from 
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ulceration  of  the  stomach.  Dr.  Wilson  Fox  conjectured  the  uterus  was 
at  fault,  and  it  proved  so.  This  patient  had  suffered  for  two  years  from 
almost  incessant  vomiting  and  occasional  hromatemesis.  The  uterus  was 
found  soft,  anteflexed  (with  posterior  rotation).  Suitable  treatment  in  a 
short  time  completely  removed  the  vomiting. 

Severe  vomiting  due  to  anteflexion  of  the  uterus. — Another  almost 
similar  case  was  likewise  sent  to  me  by  Dr.  Wilson  Fox,  in  which  the 
patient,  a  young  lady,  was  reduced  to  the  extreme  of  prostration — so 
much  so,  indeed,  that  her  life  was  despaired  of — in  consequence  of  ante- 
flexion of  an  extremely  soft  atonic  uterus.  This  case  equally  yielded  to 
a  treatment  directed  to  the  rectification  of  the  distortion  and  displace- 
ment of  the  uterus. 

The  following  case  is  reported  by  Mr.  L.  C.  Parkes,  M.B.,  who 
watched  the  case  and  assisted  in  the  treatment : — 

Case  of  anteflexion  and  excessive  continued  vomiting. — Miss  W.,  ret. 
25.  When  at  school  her  appetite  was  very  small,  and  her  principal  meal 
was  in  the  evening,  not  in  the  middle  of  the  day.  Enjoyed  good  health 
and  menstruated  regularly  every  four  weeks  until  a  little  over  thi-ee  years 
ago,  when  she  accompanied  a  younger  sister  to  Davos  Platz.  There  she 
remained  seven  months.  She  notes  she  '  had  no  monthly  periods  during 
this  time,  as  the  cold  stopped  them.'  Since  her  return  she  has  men- 
struated very  little,  and  states  that  on  two  occasions  the  periods  were 
absent  eleven  and  seven  months.  She  says  the  fluid  has  been  often  very 
thick  and  lumpy.  Miss  W.  has  been  under  medical  treatment  for  three 
years,  less  one  month,  at  first  for  ulcers  on  the  legs,  which  healed,  but 
repeatedly  broke  down  again  a  few  weeks  after  healing  ;  almost  constant 
sickness,  and  frequent  attacks  of  obstinate  constipation  and  tympanitic  dis- 
tension of  the  abdomen,  these  attacks  simulating  obstruction  of  the  bowels 
and  occurring  repeatedly,  until  her  medical  attendant  came  to  regard  them 
as  hysterical,  and  advised  her  being  sent  away  from  home  to  be  treated  in 
an  institution ;  and  she  was  accordingly  admitted  into  the  All  Saints' 
Institution  on  February  10. 

Previous  to  admission  her  dietary  seems  to  have  been  extremely  low 
for  many  months,  containing  meat  or  fish  only  once  a  day  in  very  small 
quantities.  The  other  solid  food  consisted  mainly  of  bread  and  butter 
twice  a  day,  in  very  small  quantities  also.  For  a  period  of  a  year  she 
has  been  sick  after  the  conclusion  of  each  meal.  The  sickness  comes 
on  five  to  ten  minutes  after  she  has  finished  eating.  She  states  that  she 
has  suffered  for  a  long  time  from  constant  pain  in  the  left  side,  which 
is  relieved  by  hypodermic  injections  of  morphia.  These  morphia  nijec- 
tions  have  been  given  three  times  daily  during  the  last  year.  In  the 
autumn  of  1S81  nutrient  enemata  were  administered  for  a  period  of 
fourteen  weeks,  and  aperient  enemata  daily  for  the  last  year.  Slie  has 
at  times  taken  pancreatised  and  peptonised  food. 

Condition  on  admission.— The  patient  is  pale  and  emaciated,  weight 
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G  St.  10  lbs.  The  mucous  membranes  are  not  very  ansemic.  The  tongue 
is  very  red  and  clean.  She  complains  of  a  constant  pain  in  the  left  side 
above  and  in  the  left  gi-oin.  On  examination  the  uterus  was  found  to 
bo  markedly  anteflexed  and  its  substance  very  soft  and  flabby.  For  the 
first  three  or  four  days  after  admission  the  patient  took  food  well,  meat, 
vegetables,  etc.,  without  any  subsequent  sickness.  The  morphia  injec- 
tions were  discontinued  on  admission. 

On  the  5th  day  after  admission  the  patient  began  to  be  sick  at  first 
only  once  or  twice  in  the  day. 

On  February  22  a  No  1  ebonite  bar  cradle  pessary  was  introduced. 
This  was  followed  by  an  excessive  muco-sanguineous  discharge.  The 
sickness  gradually  became  worse,  every  kind  of  food  being  very  soon 
rejected.  The  diet  was  accordingly  reduced  to  a  teaspoonful  of  Brand's 
essence  every  two  hours,  and  §ii.  brandy  in  the  day.  The  abdomen  was 
well  painted  with  tinct.  iodi.,  and  an  aperient  enema  given  every 
morning. 

On  February  25  the  Brand's  essence  and  bra,ndy  were  discontinued 
and  enemata  of  beef-tea  and  brandy  substituted,  one  every  six  hours. 
After  two  days  of  this  treatment  the  enemata  were  returned,  unaltered 
in  colour  but  of  bad  odour,  so  they  were  discontinued. 

On  February  27  the  pessary  was  removed.  The  sickness  is,  if  any- 
thing, worse  than  before.  She  is  now  taking  rusks  and  champagne, 
which  are  partly  retained.  The  sound  was  introduced  on  the  28th  and 
the  uterus  straightened. 

March  1. — Oysters  were  added  to  the  rusks  and  champagne.  She 
manages  to  retain  this  fairly  well.  There  is  still  the  same  amount  of 
vaginal  discharge.  March  6. — An  elastic  No  2  cradle  pessary  was  intro- 
duced. The  sickness  continues  about  the  same.  The  nutrient  injec- 
tions have  been  resumed,  but  ret\irn  unaltered.  March  8. — The  patient 
is  evidently  losing  ground  and  appears  weaker  and  more  depressed. 
The  pulse  is  over  1 00  and  compressible.  All  food  taken  by  the  mouth 
is  returned,  the  solid  parts  being  precipitated  from  the  fluid.  Her  con- 
dition was  now  critical  and  gave  rise  to  a  good  deal  of  alarm  ;  fears  were 
entertained  as  to  her  recovery,  owing  to  the  excessive  weakness  and 
prostration  and  the  apparent  absence  of  digestive  power.  March  9. — 
She  now  takes  ])eptonised  beef-jelly  and  milk,  but  is  unable  to  retain  it. 
A  hypodermic  injection  of  morphia  gr,  ^  daily  is  now  gi\'en.  The  pep- 
tonised  food  is  discontinued. 

After  this  date,  Miss  W.  began  to  improve.  She  returned  to  the 
former  diet  of  rusks,  oysters,  and  champagne,  which  seemed  to  cause 
the  least  sickness.  The  pulse  gradually  became  stronger  and  less  fre- 
quent, and  the  tongue  lost  by  degrees  its  vivid  red  irritable  character. 
Tonst  and  tea,  bacon,  fish,  bread  and  butter,  were  gradually  added  to  the 
diet  and  superseded  the  oysters  and  champagne.  The  sickness  gradually 
became  less  frequent,  and  ceased  altogether  before  the  end  of  March.  By 
the  middle  of  April  she  was  able  to  get  out  of  bed  and  sit  up,  and  was 
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taking  meals  of  fish,  meat,  etc.  On  May  1  the  period  commenced,  but 
only  lasted  a  day;  the  pain  in  the  side  was  still  present,  but  was 
decidedly  less  than  before.  At  the  end  of  May,  Miss  W.  continued  to 
make  good  progress  and  was  going  down  to  the  sea- side.  Her  weight 
was  then  8  st.  2  lbs.,  gain,  since  admisssion,  being  1  st.  and  8  lbs. 

The  constant  pain  felt  in  the  left  inguinal  region  in  this  case  was 
due  to  the  anteflexion  of  the  uterus. 

The  foregoing  are  typical  severe  cases,  but  many  more  could 
be  quoted  in  which  the  symptoms  were  less  severe,  but  the  results 
of  treatment  equally  satisfactory.  In  the  report  of  sixty-seven 
cases  of  uterine  flexion  treated  in  the  All  Saints'  Institution 
during  seven  years,  published  in  vol.  xxii.  of  the  '  Obstetrical 
Transactions,' I  have  given  particulars  of  certain  cases  of  this  kind. 

It  may  be  useful  to  quote  here  some  of  the  conclusions  arrived 
at  by  Engelmann  ^  on  this  subject. 

Engelmann  regards  afifections  of  the  stomach  as  the  most  fre- 
quent of  the  hystero-neuroses.  He  divides  them  into  three  classes: 
(A)  constant;  (B)  menstrual;  (C)  dp.e  to  pregnancy. 

Under  A  the  symptoms  are  fulness  of  epigastric  region,  loss  of 
appetite,  nausea,  and  vomiting.  He  gives  three  cases  of  (1)  retro- 
version, when  symptoms  were  at  once  relieved  by  a  Hodge  pessary  ; 
(2)  case  of  a  valvular  closm'e  of  internal  os  by  a  small  fibroid 
causing  vomiting;  (3)  intractable  vomiting,  etc.,  for  several 
years,  caused  by  indurated  conical  cervix  with  stenosis  of  canal, 
cured  by  incision  and  dilatation.  (Probably  a  case  of  ante- 
flexion.—Gr.  H.) 

Under  B,  he  states  that  at  least  one  fourth  of  his  hospital 
patients  complain  of  the  gastric  trouble  in  connection  with  men- 
struation. The  symptoms  were  most  marked  when  the  menstrual 
period  was  not  regular  or  normal.  '  Of  seven  private  cases  of 
menstrual  hystero-neurosis  of  the  stomach,  only  one  was  free  from 
severe  uterine  disease.' 

Under  C,  Engelmann  classes  the  nausea,  the  vomiting,  the 
epigastric  distension,  etc.,  occasionally  found  in  pregnancy  among 
the  hystero-neurosis. 

Case  of  Sympathetic  Hystero-neitrosis  of  the  Stomach  (Dr.  F.  Formcnto, 
New  York). 2  This  was  a  case  of  intractable  vomiting  and  hysterical  con- 
vulsions, lasting  for  several  years,  caused  by  a  peculiar  condition  of  the  os 
uteri.  Patient  married  at  ait.  21.  Dy?menorrhcea  before  marriage. 
Suppression  for  three  months  aftei-  marriage.     No  pregnajicy,  but 


Loc.  cit. 
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vomiting  observed  occasionally.  The  vomiting  increased  in  severity, 
and  became  almost  constant.  Great  une^isiness  at  epigastrium.  Nutri- 
tion became  greatly  impaired;  extreme  prostration;  prolonged  antemic 
condition.  After  a  few  months,  convulsive  attacks,  a  tetanic  condition 
of  the  muscles,  sometimes  a  cataleptic  condition,  at  other  times  trismus, 
opisthotonos,  these  attacks  occurring  several  times  a  month.  Various 
methods  of  treatment  unavailing.  Menstruation  going  on,  but  dys- 
menorrhoea  observed.  On  examination,  conical  cervix,  hard,  resistant  to 
touch,  almost  fibrous,  of  a  deep  red  colour  and  smooth  surface,  external 
OS  so  small  as  to  be  almost  invisible,  not  allowing  smallest  sound  to 
penetrate ;  uterus  of  normal  size  and  position. 

Sims's  operation  was  performed.  Immediate  relief  of  vomiting. 
Restoration  of  strength  complete.  After  ten  months,  return  of  the 
symptoms.  E,enewal  of  operation,  os  having  become  contracted,  and 
sponges  and  dilators  used  once  or  twice  a  month  for  some  months.  E.e- 
currency  and  a  third  and  a  fourth  repetition.  Will  she  ever  recover 
permanently  1  says  the  author,  of  this  case. 

The  nausea  and  vomiting  of  pregnancy  has  been  discussed 
in  a  separate  chapter  (see  p.  353).  The  views  there  enunciated 
as  to  the  cause  of  vomiting  in  pregnancy  have  been  suggested  by 
the  observation,  in  the  first  place,  of  cases  of  vomiting  in  the  non- 
pregnant condition ;  and  it  will  be  found  that  a  careful  study  of 
the  phenomena  of  vomiting  and  nausea  in  the  pregnant  and  in 
the  non-2:)regnant  condition  reveals  an  uniform  and  identical  cause 
in  both  sets  of  cases. 

TREATMENT. 

The  effects  of  mechanical  treatment  (by  which  is  meant  not 
necessarily  the  application  of  instruments)  in  relieving  the 
sickness  in  the  cases  now  under  consideration  are  most  remark- 
able. In  the  milder  variety  of  cases  the  horizontal  position  is 
sufficient  to  give  relief,  but  when  the  uterus  is  markedly  flexed 
this  is  not  sufficient,  for  some  cases  require  the  dorsal  position 
(cases  of  anteflexion)  and  others  require  the  prone  position  (cases 
of  retroflexion).  In  the  really  severe  cases  little  benefit  will  be 
derived  from  the  horizontal  position  alone — internal  mechanical 
treatment,  use  of  the  sound,  use  of  suitable  pessaries,  etc.,  are  re- 
quired ;  and  judiciously  selected  treatment  of  this  kind  is  capable 
of  effecting  very  marked  benefit — the  cessation  of  the  sickness  or 
its  speedy  amelioration.  Internal  mechanical  treatment  is,  how- 
ever, not  always  successful  just  at  first.  The  first  effect  of  such 
treatment  is  sometimes  to  produce  a  temporary  intensification  of 
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the  severe  symptoms,  and  it  then  seems  as  if  the  treatment  was 
worse  than  useless.  But  this  is  a  temporary  effort  only  ;  the  case 
soon  assumes  a  more  favourable  aspect,  and  a  marked  improvement 
sets  in  most  decided  and  encouraging  in  character.  This  tem- 
porary bad  effect  was  observed  in  the  case  mentioned  at  page  538, 
and  the  patient  was  so  ill  that  it  seemed  as  if  the  treatment  had 
better  be  omitted.  It  was,  however,  persisted  in,  with  the  best  re- 
sults. I  only  know  of  one  case  where  the  treatment  could  not  be 
continued :  in  this  instance  it  was  deemed  advisable  to  wait  for  a 
time,  as  the  patient's  condition  was  not  a  critical  one. 

In  cases  where  the  restoration  of  the  uterus  to  its  proper  shape 
is  delayed,  or  when  the  sickness  arises  from  other  alterations  of 
the  uterus,  palliative  measm-es  are  required.  Above  all,  the 
strength  has  to  be  sustained.  In  severe  cases,  where  the  stomach 
persistently  rejects  food,  it  is  best  at  once  to  give  up  the  idea  of 
administering  solid  food  of  any  kind.  The  patient  should  be 
made  to  suck  small  pieces  of  ice  from  time  to  time,  and  a  tea- 
spoonful  of  milk,  or  milk-and-water,  should  be  swallowed  every  half- 
hour,  or  more  frequently,  if  possible.  Minute  quantities  of 
brandy  and  water  or  champagne  may  be  given  every  hour.  Drugs 
given  by  the  mouth,  in  really  severe  cases,  appear  to  do  more  harm 
than  good.  An  opiate  liniment  rubbed  in  over  the  epigastric 
region,  or  morphia  applied  endermically,  has  been  found  of  great 
service.  If  the  milk  or  other  nutritive  material,  such  as  beef-tea, 
which  may  be  tried,  are  rejected  by  the  stomach,  it  is  best  to 
relinquish  for  a  time  the  attempt  to  feed  the  patient  by  the  mouth 
at  all,  and  to  have  recourse  to  injections.  A  beef-tea  enema,  with 
a  few  drops  of  laudanum  and  two  or  three  teaspoonfuls  of  brandy, 
may  be  given  as  often  as  may  be  judged  necessary,  the  return  to 
a  more  natural  method  of  feeding  being  for  a  time  postponed. 
Sedatives,  antispasmodics,  or  medicines  of  other  kinds,  may  or  may 
not  be  indicated,  according  to  the  peculiarities  of  the  case,  but 
they  will  be  best  administered  in  these  severe  cases  by  the  rectum. 

In  the  less  severe  cases,  where  food  is  capable  of  being  taken 
by  the  stomach  with  more  or  less  facility,  and  where  the  vomiting 
is  only  occasional,  a  carefully  adjusted  diet  will  still  be  the  best 
means  of  giving  the  patient  relief,  and  it  will  be  a  matter  of 
experiment  as  to  what  kind  of  food  suits  best.  Soda-water  and 
milk  are  very  generally  borne  by  the  stomach,  but  more  substantial 
nom-ishment  may  be  given,  such  as  the  case  admits  of.  Pepsine 
is  often  very  serviceable  in  cases  where  the  digestive  powers  are 
much  weakened.     Various  forms  of  pre-digested  food  are  now 
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available  :  Dr.  William  Koberts'  (of  Manchester)  peptonised  pre- 
parations, etc.  Eaw  oysters  succeeded  in  one  case  when  all  other 
kinds  of  food  failed. 

Counter-irritation,  by  blisters  to  the  epigastrium,  have  been 
strongly  recommended,  and  I  have  myself  used  them  with  advan- 
tage. But  since  I  have  traced  the  connection  between  obstinate 
nausea  and  vomiting,  and  presence  of  flexions,  I  have  rarely  had 
occasion  to  use  these  or  other  palliative  procedures,  the  removal 
of  the  uterine  flexion  answering  every  purpose. 
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CHAPTEK  XXXVIII. 

HySTERO-NEUROSES  {C0?lt{7iued).  HYSTERIA,  HYSTERICAL 

CONVULSIONS,  HYSTERO-EPILEPSY. 

Hysteria — Hysterical  Convulsions— Hystero-epilepsy. — Various  Degrees 
of  Hysteria — Milder  Forms  of  the  Affection — Phenomena  observed  in  the 
simple  Hj'steric  Paroxysm  —  More  Severe  Cases  in  which  Convulsions  are 
observed — Character  of  the  Convulsions — Differentiation  from  Epilepsy  con- 
sidered— Hystero-epilepsy — Views  of  Growers  and  Charcot — Author's  Observa- 
tions on  the  Etiology  of  Hysteria  and  Hystero-epilepsy — Series  of  Eighteen 
Cases  illustrating  the  Connection  between  Presence  of  Flexions  of  the  Uterus 
and  Attacks  of  Hysteria  or  Hystero-epilepsy — Criticism  of  Charcot's  Views  as 
to  the  Effects  of  Ovarian  Compression^  General  Conclusions. 

Treatment. 

The  phenomena  of  hysteria,  using  the  word  in  the  widest  sense,  may 
be  conveniently  classed  as  follows  : — 

I.  A  state  of  predisposition  to  hysteria,  evidenced  by  excess  of 
emotional  tendencies,  behaviour  generally  marked,  or  liable  to  be 
marked,  by  exaggeration  of  emotional  actions. 

II.  Presence  of  hysterical  paroxysms,  but  without  convulsions. 

III.  Presence  of  hysterical  fits  with  distinct  convulsions. 

IV.  Hysterical  fits  allied  closely  to  epileptic  attacks,  and 
generally  described  as  hystero-epilepsy. 

V.  Simulation  of  other  diseases,  e.g.  joint  disease. 

I.  The  hysterical  predisposition. — An  important  generalisation 
has  been  made  by  many  writers,  viz.  that  hysterical  phenomena 
are  more  usually  witnessed  when  there  is  a  condition  of  '  debility ' 
present.  Debility  is  frequently  synonymous  with  irritability ; 
weakly  individuals  are  frequently  '  nervous,'  which  is  only  another 
way  of  saying  that  they  are  too  readily  excited  and  are  too  im- 
pressionable. The  word  'hysterical'  is  frequently  used  as  a 
synonym  for  '  weak.'  A  common  mistake  appears,  however,  to  be 
the  use  of  the  word  '  fanciful '  in  describing  some  of  these  hysterical 
symptoms. 

The  hysterically  predisposed  patient  may  never  have  a  real 
hysterical  attack  in  the  absence  of  any  decided  exciting  cause. 
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ir.  Presence  of  actual  hysterical  ^paroxysms,  ivithout  con- 
vulsiuns.— The  hysteric  paroxysm  in  its  simplest  form  is  commonly 
ushered  in  by  pain  or  discomfort  at  or  near  the  umbilicus.  Next 
occurs  a  sensation  as  of  something  rising  to  the  throat,  a  feeling 
of  choking  or  suffocation,  or  a  sensation  of  a  ball  in  the  throat 
— globus  hystericus.  Rapidly  the  patient  then  bursts  into  laugh- 
ing or  crying  or  sobbing,  at  the  end  of  which  there  follows  a  sub- 

•  sidence  of  the  ebullition  and  recovery  of  composure,  with  a  sensa- 
i  tion  of  exhaustion.     Coincidently  with  the  termination  of  the 

paroxysm  a  flow  of  limpid  urine  is  often  observed. 

Some  of  the  incidents  just  described  may  be  absent. 
III.  Presence  of  hysterical  fits  luith  distinct  convulsions. — 
I  In  this  class  of  cases  the  phenomena  are  very  marked.  We 
:  have  the  simple  hysteric  paroxysm,  but  something  more.  The 
1  patient  falls  into  a  state  of  apparent  unconsciousness  very  rapidly, 
\  and  becomes  affected  with  convulsive  action  of  a  very  decided 
I  character.  Practically  it  is  necessary,  owing  to  the  close  relation- 
'  ship  between  this  class  of  cases  and  the  next  (No.  IV.),  to  consider 

the  two  together. 

III.  and  IV.  Hysterical  fits  ivith  convulsions  and  hystero- 

epilepsy  (so-called). — Epileptic  and  hysterical  convulsions  have 

been  frequently  differentiated  one  from  the  other,  but  it  appears 
i  that  although  there  are  typical  forms  in  a  considerable  number 
I  of  cases,  there  are  many  instances  in  which  the  phenomena  present 

have  characters  partly  of  epileptic,  and  partly  of  an  hysterical 
;i  nature. 

The  following  is  an  epitome  of  the  description  given  by  Dr. 

I  Gowers  '  in  his  recently-published  treatise  : — 

II  In  epilepsy  {grand  mal )  there  is  loss  of  consciousness,  together 
I;  with  continuous  or  intermitting  convulsions,  one  or  both.  In 

slighter  attacks  (petit  Trial)  there  is  usually  transient  loss  of  con- 
1  sciousness  with  little  or  no  convulsion. 

'  '  The  hysterical  attacks  vary  much  in  character.  There  may 
j  be  merely  trifling  emotional  and  spasmodic  disturbance,  such  as  is 

*  commonly  understood  by  the  designation,  or  there  may  be  most 

■vere  and  long- continued  spasm,  apparently  rivalling  a  severe 
epileptic  fit  in  the  violence  of  the  muscular  contractions,  attended 
with  impairment,  if  not  actual  loss  of  consciousness,  and  often  with 
paroxysms  of  delirium.  But  the  chief  part  of  the  muscular  spasm 
wliicli  occurs  in  these  attacks  differs  from  that  of  an  epilej^tic  fit  in 
'  being  so  grouped  as  to  resemble  that  which  may  be  produced  by 
,       '  Ejj'dcjjsi/  and  other  Chronic  Convukice  Biseuscs,  etc.  (Churchill,  1881),  p.  2 
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the  will.  The  convulsive  movements  have  therefore  a  quasi- 
purposive  aspect,  they  are  co-ordinate  in  character  though  exces- 
sive in  degree.  At  the  onset  there  may  be  tonic  or  clonic  spasm 
(a  pseudo- epileptic  stage),  but  this  rarely  resembles  closely  that 
which  occurs  in  epilepsy.' 

Instead  of  the  term  '  hysterical '  Dr.  Gowers  uses  the  word 
'  hysteroid  ' — a  term  proposed  by  Dr.  W.  Roberts  to  denominate 
the  severe  fits  of  the  *  co-ordinated  '  convulsion — preferring  this 
term  to  '  epileptic  hysteria,'  '  hysterical  epilepsy,'  or  hystero- 
epilejDsy.' 

The  two  classes,  epileptic  and  hysterical,  shade  into  each  other. 
Thus  '  the  severe  hysteroid  fits  may  recur  during  years,  in  very 
much  the  same  manner  as  do  epileptic  fits.  .  .  .  Moreover, 
hysteroid  or  co-ordinated  convulsion  often  succeeds  a  true  epileptic 
fit.  .  .  .  It  is  often  most  difficult,  even  impossible,  to  learn  from 
the  description  of  hysteroid  convulsions,  whether  they  occur  alone 
or  whether  they  succeed  slight  epileptic  seizures,  .  .  .  The  initial 
convulsion  of  many  pure  hysteroid  fits  is  pseudo-epileptic.  .  .  . 
There  are  rare  cases  in  which  the  attacks  are  actually  of  a  nature 
intermediate  between  the  two.' 

In  1,000  cases  observed  by  Dr.  Growers  in  which  the  form  of 
convulsion  could  be  ascertained,  it  was  co-ordinated  or  hysteroid 
in  185  or  18i  per  cent.,  and  '  up  to  the  fourth  decade  of  life,  one- 
third  of  the  chronic  convulsive  cases  presenting  hysteroid  pheno- 
mena (primary  or  part  epileptic)  occur  in  males.' 

It  does  not  appear  that  Dr.  Gowers  draws  any  sharp  line  between 
the  slight  '  hysterical '  and  the  severe  hysteroid  or  co-ordinated 
attacks.  Thus,  he  says,  '  these  attacks  (hysteroid)  vary  greatly  in 
severity  and  character.  When  slight  they  are  of  the  trifling 
character  popularly  known  as  a  "  fit  of  hysterics,"  into  which  an 
emotional  patient  will  work  herself  up,  and  in  which  there  is  no 
distinct  affection  of  consciousness.  When  severe  the  violence  of 
the  spasmodic  movements  is  almost  inconceivable.  .  .  .  Similar 
variations  are  seen  in  the  mental  disturbance  which  attends  the 
attack.  This  may  be  trifling,  and  amount  only  to  an  abnormal 
emotional  state,  or  it  may  be  so  severe  that  for  a  time  the  patient 
is  in  a  state  of  maniacal  frenzy.'  So  again,  the  laryngeal  spasm 
observed  in  severe  cases  is  '  no  doubt  an  extreme  degree  of  the 
disturbance  which  in  slighter  measure  causes  the  globus  hystericus.' 
Moreover,  « in  the  patients  who  suffer  from  these  convulsions  other 
symptoms  of  hysteria  are  frequent,  and  consist  of  the  globus 

'  Gowers,  oj}.  cit.  p.  It). 
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hystericus,  aphonia,  and  the  like,  but  these  are  usually  slight  in 
degree.' 

The  '  hysteroid '  convulsions  described  as  above  by  Dr  Growers 
include  the  attacks  observed  in  the  female  sex  as  well  as  the  male. 
And  it  is  evident  that  in  regard  to  the  attacks  themselves  there 
is  no  striking  difference  between  '  hysteroid  '  attacks  in  men  and 
women. 

Charcot's  views  on  the  subject  of  classification  are  as  follows  :  — 

A.  Hysteria  and  epilepsy  may  remain  distinct  from  each  other 
in  the  same  individual.  1.  Hysteria  may  be  grafted  on  epilepsy. 
2.  Epilepsy  may  be  superadded  to  hysteria.  ■* 

B.  The  hysteria  and  the  epilepsy  are  coeval.  These  are 
*  seizure  fits.'  The  so-called  epileptic  form  he  regards  as  the 
highest  degree  of  development  of  that  combination  of  hysteria. 

Attacks  of  hystero-epilepsy  attaining  the  severity  of  those 
observed  by  MM.  Charcot  and  Richer  in  Paris  are  not  witnessed 
in  this  country.  On  this  subject  Dr.  Gowers  says  that  '  the 
attacks  observed  in  the  Salpetriere  patients  commence  by  a  con- 
vulsive seizure  resembling  a  true  epileptic  fit  very  closely,  whereas 
in  the  attacks  which  occur  in  the  natives  of  this  country,  the 
initial  tonic  stage  (though  it  may  resemble  that  seen  in  certaiu 
aberrant  forms  of  epilepsy)  bear  little  resemblance  to  the  spasm  of 
a  typical  epileptic  fit.' 

The  observations  of  Charcot  are  most  interesting,  and  the 
phenomena  of  the  hysterical  paroxysm  have  been  described  by 
him,  and  still  more  recently  by  Richer,^  in  a  manner  which  leaves 
little  to  be  desired  so  far  as  the  outward  manifestations,  convul- 
sions, spasms,  anaesthesia,  paralyses,  temporary  intellectual  dis- 
turbances, etc.,  are  concerned.  And  these  delineations  are  also 
most  complete  in  regard  to  the  manner  in  which  the  manifestations 
in  question  are  capable  of  being  modified  or  influenced  by  the 
action  of  external  agencies.  The  ebullition,  as  it  may  be  termed, 
has,  in  short,  been  pictured  in  a  most  graphic  manner. 

Circumstances  have  led  me  to  investigate  the  various  hysterical 
manifestations  observable,  from  an  etiological  point  of  view.  I 
had  no  predisposition  to  take  any  particular  view  of  the  matter, 
and  it  was  only  by  repeated  observation  that  I  became  convinced 
that  the  uterus  is  generally  in  a  state  of  irritation  in  cases  where 
these  manifestations  are  observed ;  thus,  in  fact,  confirming  the 
more  ancient  theory  of  the  subject.    And  [  was  induced  to  take 

'  J'Jtvdes  Cliniqves  sur  V Ihjslvro-vinliiime  ou  Grande  Ilystcrie.  Tar  Dr.  Paul 
Richer.    Paris :  Dclahaye.  1881. 
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this  view  of  the  influence  (etiologically)  of  the  uterus  from  the 
circumstance  that  in  cases  where  the  two  conditions  were  con- 
joined— viz.  uterine  irritation  and  liability  to  attack — the  at- 
tacks always  appeared  to  cease  on  removing  the  irritation.  In  fact, 
experience  revealed  to  me  that  in  the  course  of  treating  the 
disorder  of  the  uterus,  the  liability  to  hysterical  attacks  ceased. 
Further  observation  showed  that  the  peculiar  irritation  productive 
of  hysterical  symptoms  and  attacks  was  always  one  and  the  same — 
viz.  a  flexed  and  distorted  state  of  the  uterus.  Since  I  first 
became  aware  of  this  relation  I  have  omitted  no  opportunity  which 
has  occurred  to  me  for  verifying  and  repeating  the  observation. 
Cases  of  this  kind  now  referred  to  do  not  present  themselves  with 
great  frequency  ;  cases  of  marked  hysterical  paroxysms,  so  far  as  my 
experience  goes,  are  not  very  common,  but  during  the  last  ten  years, 
during  which  I  have  been  testing  the  matter  in  question,  several 
instances  have  fallen  under  my  notice ;  and  as  yet  the  facts  I  have 
collected  are  strictly  confirmatory  of  the  truth  of  the  above  general- 
isation. 

There  appear  to  be  two  classes  of  cases : — 

1.  Those  in  which  the  attacks  are  induced  primarily  by  some 
strong  emotion — the  reception  of  distressing  news,  a  fright  of  any 
kind,  a  severe  mental  shock,  etc.  Here  the  operation  of  the 
causes  is  a  direct  action  on  the  ceatral  nervous  system,  which 
in  such  cases  may  or  may  not  be  weakened  in  some  way,  and 
predisposed,  or  not,  to  be  afi'ected  by  an  excitement  acting  from 
without.  These  cases  are  undoubtedly  met  with  in  practice,  but 
they  seem  to  be  rather  rare. 

2.  Those  in  which  the  attacks  are  induced  primarily  by  a  reflex 
disturbance  from  within,  and  quite  distinctly  so.  This  class  of 
cases  is  numerically  far  more  frequent  than  those  classed  in  the 
foregoing  list.  They  include  cases  in  which  the  hysterical  mani- 
festations are  severe,  and  more  or  less  constantly  liable  to  occur. 

Now,  the  evidence  which  I  have  been  able  to  collect,  to  me 
convincingly  shows  that  the  reflex  irritation  causing  these  attacks 
and  other  hysterical  manifestations  is  an  irritation  having  its  seat 
in  the  uterus,  and  that  the  particular  irritation  most  potent  in 
producing  the  reflex  disturbance  is  flexion  of  the  uterus.  This 
view  is  one  which  I  expressed  about  twelve  years  ago. 

In  the  course  of  my  professional  experience  I  have  only  met 
with  cases  which  seemed  to  be  cases  of  hysteria  produced  in  the 
reflex  manner,  and  I  have  seen  none  in  which  hysteria  of  a  severe 
character  has  been  brought  about  emotionally.    I  do  not  deny  the 
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existence  of  the  Latter  class  of  cases  (certain  of  M.  Charcot's  cases, 
for  instance),  but  it  so  happens  that  I  have  seen  none.  On  the 
other  hand,  I  have  met  with  many  cases  coming  under  the  former 
category,  and  in  such  cases  the  uterus  was  found  to  be  the  cause 
of  the  symptoms  ;  the  facts  of  the  cases,  the  results  of  treatment, 
and  the  whole  phenomena  of  the  cases  in  question,  indicating  in 
what  has  seemed  to  me  a  most  unmistakable  manner  that  this 
view  of  the  case  was  a  correct  one. 

What  the  precise  nature  of  the  condition  of  the  uterus  is  which 
is  capable  of  giving  rise  to  such  remarkable  manifestations  is  a 
matter  of  great  interest.  The  results  of  my  observations  have  led 
me  to  the  conclusion  that  in  these  cases  the  uterus  is  in  a  con- 
dition of  what  may  be  termed  traumatic  congestion,  by  which  is 
meant  that  the  blood  current  is  forcibly  arrested  in  the  tissues  of 
the  uterus.  The  common  cause  of  such  ari'est  in  these  cases  is 
compression  of  the  organ  at  its  centre  by  the  bending  or  flexion  of 
the  uterus.  There  occurs  as  a  result  acute  congestion  of  the  body 
of  the  uterus,  which  becomes  aggravated  by  certain  movements 
and  diminished  by  others.  Whence  it  happens  that  exertions 
capable  of  increasing  the  flexion  are  found  to  bring  on  the  attacks 
or  other  hysterical  manifestations,  while,  as  a  rule,  rest  and  the 
horizontal  position  are  equally  potent  in  removing  them  or  in 
preventing  their  occurrence. 

The  word  '  traumatic  '  seems  suitable  as  explaining  the  nature 
of  the  congestion  present  under  these  circumstances. 

The  intensity  of  the  traumatic  congestion  present  in  different 
cases  appears  to  vary,  but  its  main  characteristics  seem  to  be  the 
same  in  all  instances  that  I  have  observed.  And  the  worst  and 
severest  cases  of  hj'sterical  convulsions  have  been  those  in  which 
the  degree  of  traumatic  congestion  of  the  uterus  was  actually 
greatest. 

There  is  another  etiological  moment  present — viz.,  the  compres- 
sion of  the  nervous  filaments  of  the  uterine  tissue  at  the  precise 
spot  where  the  flexion  compression  is  greatest.  When  the  uterus 
is  forcibly  flexed,  such  compression  occm's. 

At  the  recent  International  Medical  Congress  I  exhibited  the 
model  of  a  section  of  the  uterus  constructed  in  sponge.  The 
model  is  six  times  the  normal  length  of  the  uterus,  but  the  thick- 
ness of  the  walls  and  the  due  relation  of  the  parts  are  carefully 
preserved.  The  model  is  constructed  in  order  to  exhibit  the 
effects  of  acute  flexion  of  the  uterus  on  the  uterine  tissues.  It  is 
observed  that  when  the  sponge  uterus  is  bent  so  as  to  imitate  the 
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change  of  shape  observed  in  acute  flexion  of  the  organ,  the  sponge 
is  greatly  compressed  and  squeezed  together  on  the  concave  side 
of  the  bend.  The  model  thus  enables  us  to  understand  that  the 
centre  of  the  uterus  is  the  seat  of  great  compression  in  cases  of 
flexion,  which  compression  is  increased  by  increase  of  the  flexion 
and  relieved  by  removal  of  the  flexion.  The  sponge  model  also 
serves  to  illustrate  the  production  of  traumatic  congestion,  for  the 
compression  due  to  flexion  is  the  cause  of  the  interference  with  the 
circulation  of  the  uterus. 

Whether  the  traumatic  congestion  of  the  uterus  or  the  flexion 
compression  is  the  more  important  in  giving  rise  to  reflex  hysterical 
manifestation,  it  does  not  appear  to  be  easy  to  determine.  Pos- 
sibly both  moments  are  important.    And  it  may  be  that  the 


Fig.  160.' 


presence  of  traumatic  congestion  operates  in  inducing  hysterical 
phenomena  by  virtue  of  the  compression  of  the  uterine  nerves  in 
those  parts  of  the  uterus  which  are  actually  the  seat  of  the  con- 
gestion. 

The  accompanying  drawings  represent  flexions  of  the  uterus 
severe  in  degree.  Fig.  160  shows  a  third  degree  of  anteflexion  of 
the  uterus.  Fig.  161  represents  the  uterus  in  a  case  of  retroflexion 
in  the  third  degree.  The  seat  of  the  compression  is  principally 
the  wall  of  the  uterus  on  the  concave  side  of  the  flexion. 

I  adduce  in  support  of  the  views  now  enunciated  a  series  ot 
eighteen  cases,  arranged  in  chronological  order,  observed  by  me 
dming  the  ten  years  from  1870  to  1880.  I  have  observed  other 
>  Anteflexion  of  uterus  (tliird  degree). 
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1  cases  also,  of  which  records  have  not  been  kept.    The  following 

}  series  are  all  of  which  I  have  kept  records.    There  are  six  cases  in 

J  which  the  uterus  was  retroflexed  and  twelve  in  which  anteflexion 

I  was  observed. 

Case  I.  Chronic  retroflexion  ;  severe  hysterical  attacks. — Mrs.  

had  been  liable  to  frequent  severe  hysterical  attacks  (after  which  she 
visually  remained  in  a  state  of  quasi-insensibiUty  for  some  time)  ever 
since  her  fii-st  confinement,  which  occurred  upwards  of  twelve  years 
previously.  Latterly  severe  sickness  had  occurred.  The  uterus  was 
found  acutely  retroflexed.  There  was  an  absolute  cessation  of  the 
hysterical  attacks  from  the  time  the  treatment  of  the  retroflexion  was 
commenced. 

Fig.  161.1 


Case  II.  Acute  anteflexion  of  the  uterus ;  almost  entire  susjyension 
of  menstruation  for  two  years  ;  severe  hysterical  attacks. — The  following 
is  an  abstract  of  the  case,  which  was  more  fully  published  in  the  last 
edition  of  this  work.^  The  patient  was  single,  set.  19,  a  dressmaker. 
Two  years  ago,  became  attacked  with  'hysterics,'  at  first  severe,  after- 
wards less  so.  On  one  occasion  she  lost  her  voice  for  five  months.  Has 
had  lately  a  peculiar  cough.  Menstruation  only  twice  in  the  two  years. 
While  in  the  hospital  had  sevei-al  sevei-e  hysterical  attacks,  strong 
convulsive  action  and  attempts  to  beat  her  head  on  the  floor,  some- 
times several  in  the  day,  and  a  peculiar  cough  resembling  that  observed 
in  laryngismus  stridulus.  The  uterus  was  found  to  be  in  a  state  of 
acute  anteflexion.  A  stem  pessary  was  employed.  The  attacks  at 
once  became  less  frequent.  In  a  month  she  was  made  out-patient :  fits 
ceased.  Two  months  later  pessary  removed,  complete  cure,  and  return 
of  menstruation. 

'  Retroflexion  of  uterus  (third  degree).  '■^  3rd  edit.,  p.  410. 
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Case  III,  Acute  anteversion  of  the  uterus ;  no  menstruation  ;  sevtrr 
epileptiform  attacks.— Vor  fuller  particulars  of  this  case  see  third  edition 
of  this  work.  The  patient  was  single,  jet.  17  ;  never  menstruated.  For 
ten  weeks  has  had  fits,  as  many  sometimes  as  twenty  in  a  day.  In 
service  since  age  of  ten  years.  Pains  in  hypogastrinm,  and  frequent 
micturition  for  four  months.  Uterus  anteverted.  Sound  easily  intro- 
duced. Cradle  pessary  introduced.  A  month  later  the  fits  had  l)ecome 
reduced  in  frequency,  and  she  left  the  hospital.  Menstruation  appeared 
about  two  months  after  commencement  of  treatment  and  was  followed 
by  a  complete  cessation  of  the  attacks. 

Case  IV.  Acute  anteflexion  of  the  uterus,  prohahly  of  one  year's 
duration;  convulsive  attacks  occurring  frequently  during  that  tinie. — The 
patient  was  married,  thirty  years  of  age,  had  one  child  four  and  a  half 
years  ago.  Health  tolerably  good  till  one  year  ago.  Six  weeks'  nursing 
a  sick  child  appears  to  have  made  her  ill.  The  illness  began  with  an 
attack  consisting  of  slight  loss  of  consciousness  for  a  moment,  then  con- 
A'ulsions.  Since  that  time  has  had  attacks — two  or  three  a  day  as  a 
rule ;  the  attacks  last  a  short  time,  are  not  accompanied  with  loss  of 
consciousness  as  a  rule,  and  daring  the  last  thi'ee  months  have  become 
inore  intense ;  menstruation  had  also  ceased  for  three  months,  but  has 
just,  occurred  again  once.  The  uterus  was  found  acutely  anteflexed.  A 
cradle  pessary  was  applied  :  the  sound  used  to  straighten  the  uterus. 
The  attacks  became  at  once  reduced  in  frequency  and  intensity.  During 
the  first  four  days  had  altogether  eleven  attacks;  during  the  succeeding 
ten  days  only  five  attacks  ;  altogether  she  was  under  observation  for 
seven  weeks  :  the  attacks  latterly  only  occurred  once  in  two  or  three 
days,  and  were  very  slight,  while  menstruation  had  occurred  a  second 
time  rather  profusely.' 

Case  Y.  Retroflexion  of  the  uterus;  hystericcd  attacks  following 

e■T^?•^^o?^.— Mrs.   ,  ?et.  19,  married  fourteen  months.    Has  had  no 

child.  Suffers  from  hysterical  attacks,  and  her  medical  attendant 
believed  her  to  be  affected  with  retroflexion  of  the  uterus. 

It  appears  that  four  years  before  marriage  she  had  a  severe  attack  of 
scarlet  fever,  which  left  her  so  weak  that  she  did  not  walk  for  one  year, 
and  then  began  with  crutches.  Since  recovering  from  this  attack  she 
has  been  liable  to  what  are  termed  hysterical  attacks,  following  any 
exertion. 


Menstruation  is  profuse  and  too  frequent.  The  uterus  is  soft  to  the 
touch,  veiy  distinctly  retroflexed.    A  i)essary  was  applied. 

The  patient  comjoletely  recovered,  and  had  a  child  two  years  after- 
wards. 

Case  YI.  AQ.ite  anteflexion;  severe  hystericrd  attacks. — Mrs.  , 

£et.    34.     Has   been  married  fifteen  years;   has   had  no  children. 
Menstruation  always  painful.    Has  had  baaring-down  for  years.  Ten 
years  ago  had  St.  Yitus's  dance,  not  severely ;  but  has  occasional  symp- 
'  Fuller  particulars  of  this  case  in  Lancet,  August  7,  J875. 


HYSTERIA,  HYSTERICAL  CONVULSIONS,  IIYSTERO-EriLErSY.  653 


toms  on  and  off,  such  as  nervousness  for  an  hour  or  two  when  excited. 
Six  months  ago  had  been  nursing,  for  live  months  severely,  and  began  to 
feel  excessive  bearing-down  and  strangury,  became  insensi))le  for  a  week, 
and  urine  had  to  be  drawn  artificially.  Had  also  pain  in  abdomen  and 
hypogastric  region,  the  difficulty  in  passing  water  continuing.  She  had 
severe  convulsions  at  intervals  during  the  time.  Ever  since  this  time 
she  has  had  severe  attacks  of  what  are  termed  '  strong  hysterics'  after 
any  slight  fatigue.  Uterus  in  a  state  of  acute  anteflexion.  A  cradle 
pessary  was  applied.    Relief.    Later  history  not  known. 

Case  VII.  Retroflexion  of  the  uterus;  hysterical  attacks. — E.  J.,  a 
cook,  single,  set.  26.  Three  years  ago  was  under  treatment  for  uterine 
affection.  Has  suffered  for  some  time  now  from  hysterical  attacks,  which 
last  for  about  twenty  minutes,  and  during  which  she  becomes  uncon- 
scious. The  last  attack  came  on  during  the  singing  in  church,  and  she 
nd  to  be  carried  out. 

Uterus  retroflexed.    A  pessary  applied.  Care. 
Case  VIII.  Sligh  t  anteflexion  of  the  uterus  ;  attacks  of  convulsions. — 

Mrs.  ,  set.  33,  had  four  children,  the  last  born  six  years  ago.  Six 

months  ago  had  a  convulsive  seizure,  following  a  course  of  nursing  and 
over- exertion.  The  convulsions  produced  a  kind  of  opisthotonos.  She 
was  conscious  throughout,  but  could  not  move  for  ten  days.  Since  this 
attack  has  occasional  twitchings.  No  sickness.  Easily  tires  from  short 
walks.  Uterus  a  little  anteflexed.  Sound  enters  with  difficulty. 
Treatment,  rest.    Result  favourable. 

Case  IX.  Acute  anteflexion  of  the  uterus;  sujipression  of  menstrua- 
tion; severe  hysterical  attacks. — Miss   ,  set.  20.    Has  always  been 

weak  and  delicate.    Menstruation  began  at  twelve. 

Two  years  ago  she  bathed  in  the  sea  just  before  the  time  for  the 
period,  and  it  did  not  consequently  occur.  She  became  very  ill,  and 
menstruation  did  not  occur  for  three  months.  Since  that  time  she  has 
been  liable  to  severe  hysterical  attacks,  and  to  frequent  threatenings  of 
attacks.  There  was  a  further  catching  of  cold  five  months  ago,  and  the 
menstruation  has  not  occurred  since,  with  one  exception. 

Tlie  uterus  was  found  very  low  down  in  the  pelvis  and  anteflexed, 
A  cradle  pessary  was  employed.  The  hysterical  attacks  ceased,  but  the 
patient  remained  for  sOme  time  in  a  weak  condition.  Finally,  restora- 
tion to  health.    The  hysterical  symptoms  did  not  recur. 

Case  X.  Retroflexion  of  tlie  uterus;  hysteria. — Miss   ■,  ret.  41. 

Had  a  fall  from  a  horse  twenty  years  ago,  and  has  been  ill  ever 
since.  Ti-eated  for  hysteria  for  a  long  time.  It  was  discovered,  nine 
months  ago,  to  be  a  case  of  retroflexion,  by  Mr.  Palmer,  of  Nayland, 
Colchester,  who  has  nearly  succeeded  in  restoiing  the  uterus  to  its 
proper  p\ace,  and  she  is  now  much  better. 

Case  XI.  Acute  antpfl,exion  of  the  uterus;  severe  hystero-epilej^tlform 

attacks.— Mrs.  ,  a;t.  21.    Married  three  years.   Ill  since  six  months 

after  marriage.    Is  su>>j3ct  to  severe  hystero-epileptic  attacks.  These 
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chiefly  occur  after  sitting  \ipriglit,  as  at  meals.  They  are  very  severe 
and  the  general  disturbance  is  very  acute. 

The  uterus  is  in  a  state  of  acute  anteflexion  and  much  tilted  forwards 
There  is  very  great  tenderness  of  the  epigastrium  and  of  the  back  parti- 
cularly at  three  special  spots. 

The  flexion  and  displacement  were  treated  by  the  sound  and  a  cradle 
pessai-y.  The  attacks  were  relieved  at  once,  and  have  not  returned 
since. 

Case  XII.  Acute  anteflexion  of  the  uterus ;  severe  convulsive  attacks.  

Miss  ,  set.  38.  Out  of  health  one  year.  Had  an  attack  of  bron- 
chitis, on  recovering  from  which  she  had  a  succession  of  severe  nervous 
attacks,  on  one  occasion  being  for  five  or  six  hours  unable  to  speak, 
or  to  move  the  body  or  limbs,  but  was  all  the  time  conscious.  There 
were  many  other  severe  attacks.  For  three  or  four  months  could  not 
sit  up  one  hour,  though  she  could  walk  a  little.  Has  not  impi^oved  the 
last  three  months.  To  quote  the  patient's  own  description  :  '  There 
is  constant  pain  in  the  back,  almost  constant  sickness  or  nausea,  occa- 
sional violent  retching  brought  on  by  walking  or  even  talking.  Any 
exertion  of  mind  or  body  produces  clenching  of  the  hands  and  a  hon-id 
feeling  all  over  the  back  and  back  of  the  head.  Menstruation  regular 
but  extremely  painful,  and  inability  to  move  at  these  times  increased. 
Feels  very  often  faint,  and  a  sensation  then  begins  in  the  brain.  She 
feels  that  she  cannot  speak,  and  is  very  unlike  herself.  On  recovering 
feels  as  if  she  had  been  some  one  else  all  the  time,  or  as  if  she  had  two 
selves,  one  quiet  and  sane,  the  other  idiotic' 

Severe  anteflexion  of  the  uterus.  Treated  by  a  cradle  pessaiy. 
Complete  cure. 

Case  XIIT.  Acute  anteflexion  of  the  uterus  ;  severe  convulsive  attack^; 

just  previous  to  menstrital  periods. — Miss   ,  set.  28.    Has  suflfereJ 

from  severe  convulsive  attacks  since  menstruation  commenced.  These 
attacks  appear  generally  just  previous  to  menstruation.  They  have  been 
considered  due  to  disease  of  the  brain. 

The  attacks  are  of  the  following  kind  :  The  eyes  become  fixed  on 
the  ceiling,  the  teeth  clenched,  the  back  arched  and  rigid,  the  limbs  also 
contracted  and  set.  There  is  incapability  of  speaking,  but  the  patient 
knows  what  is  going  on.  The  skin  is  deadly  cold.  The  attacks  last 
from  an  hour  to  an  hour  and  a  half.  The  patient  was  found  to  be  sufier 
ins  from  acute  anteflexion  of  the  uterus.  She  wa.s  treated  for  this  by  a 
cradle  pessary  and  occasional  use  of  the  sound.  After  three  months  tlie 
attacks  had  become  greatly  lessened  in  frequency.  Half  a  year  elapsed 
before  the  patient  was  next  seen.  The  attacks  had  disappeared.  A 
slight  sensation  of  faintness  only  was  occasionally  observed  at  times. 
A  year  later  still  free  from  attacks.  The  anteflexion  of  the  uterus  was 
difl&cult  to  cure  in  this  case,  but  the  final  result  was  satisfactory. 

Case  XIV.  Retroversion  and  slight  flexion  of  the  uterus  ;  commkirr 

attacks  about  menstrual  pieriods. — Miss   ,   ret.   29.     Four  years 

ago  began  to  sufler  from  convulsive  attacks,  which  always  came  on 


I 


HYSTERIA,  HYSTERICAL  CONVULSIONS,  HYSTERO-EPILEPSY.  555 


about  the  second  clay  of  the  menstrual  period.    She  remains  insensible 
about  half  an  hour  (once  for  two  days)  after  the  attack.    Has  had  five 
attacks.     Has  had  much  exertion  in  lifting  and  nursuag.  Uterus 
markedly  retroverted  and  a  little  flexed.    Treated  by  pessary.  Cure. 
Case  XV.  Acute  retroflexion  of  the  uterm  ;  severe  hysterical  attacks. 

Mrs.  ,  «t.  38.    Has  had  no  children.    About  one  year  ago  began 

to  have  severe  hysterical  attacks,  with  screaming  and  much  excitement. 
Occasionally  every  word  excites  the  sensation  of  an  attack  coming  on. 
Formerly  could  walk  well.  Walking  power  now  very  much  more 
limited. 

Uterus  acutely  retroflexed,  extremely  sensitive  to  the  touch.  Treated 
by  the  sound  and  by  a  Hodge  pessary.  One  year  afterwards  she  stated 
that  she  had  had  no  more  attacks,  and  was  in  all  respects  feeling  quite 
well  and  strong. 

Case  XVI.  Uterus  anteverted  ;  hysterical  attacks. — Mrs.  ,  set.  30. 

Four  children.  Hysterical  attacks  and  pain  after  exertion.  Uterus  ante- 
vei'ted,  wearing  a  Hodge  pessary,  the  over-action  of  which  has  produced 
anteversion  of  the  uterus,  or  exaggerated  it. 

Case  XVII.  Anteflexion  of  the  uterics  ;  hysterical  attacks. — Mrs.  , 

cet.  24.  Three  children.  Two  years  ago  began  to  have  hysterical 
attacks,  with  pains  in  the  head,  and  dulness.  Since  last  confinement, 
five  months  ago,  the  attacks  are  more  frequent.  The  patient  has  a  fre- 
quent choking  sensation.    She  is  obliged  to  stand  a  good  deal. 

Uterus  low  down,  anteflexed ;  fundus  close  to  symphysis  pubis. 

Ti-eated  by  a  cradle  pessaiy.  Cure. 

Case  XVIII.  Anteflexion  of  the  uterus;  hysterical  attacks  aiid  severe 

sickness. — Miss   ,  set.  33.    Five  years  ago  lifted  a  heavy  weight, 

and  fell  ill  in  consequence.  Two  years  ago  began  to  sufier  from 
sickness.  The  sickness  has  been  almost  incessant  ever  since.  Dys- 
menorrhcea  also  of  late.  For  the  last  four  months  has  been  subject  to 
fits  of  insensibility.  The  head  feels  strange ;  she  lies  down  and  knows 
no  more  for  some  time — once  for  as  long  as  twenty-four  hours.  "When 
she  returns  to  herself  has  much  aching  of  the  jaws.  Uterus  very  low 
down,  large  and  anteflexed.  There  is  great  tenderness  over  ri^ht 
ovarian  region.  Very  severe  and  troublesome  sickness  almost  constantly 
j)resent.  Treated  by  a  cradle  pessary.  Great  improvement,  sickness 
subsided,  attacks  ceased.  Pessary  removed  one  year  and  nine  months 
later,  when  patient  seemed  well.  Five  months  later  return  of  symptoms 
and  re-employment  of  cradle  pessary.^ 

'  The  following  case,  related  by  Boivin  and  Duges  (translation  by  Heming 
p.  109),  very  probably  deserves  to  be  classified  with  those  in  the  above  series  * 

'Antcfexion  mpponed  to  be  coiujcnital.  —  M..  A.  B.,  set.  18,  of  small  stature  died 
after  repeated  attacks  of  epilepsy.    Ex.  slight  inflammation  of  intestines  '  The 
uterus  was  so  bent  towards  its  middle,  that  the  posterior  surface  of  its  b  d 
appeared  in  front  resting  upon  the  neck  of  the  bladder,  and  the  fundus  uteri  was 
turned  towards  the  anterior  paries  of  the  vagina,  although  the  os  uteri  had  retained 
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The  cases  above  related,  coupled  with  others  which  I  have  seen 
but  of  which  I  possess  no  sufficiently  good  records,  have  induced 
me  very  decidedly  to  come  to  the  conclusion  that  it  is  the  uterus 
which  is  the  seat  of  the  irritation,  which  issues  in  the  hysterical 
attack.  The  manner  in  which  the  attacks  originated,  the  circum- 
stances attending  the  subsequent  occuiTence  of  them,  the  relief, 
and  in  many  cases  the  instantaneous  manner  in  which  the  attacks 
ceased  when  the  uterus  was  straightened  and  put  into  its  proper 
l^osition  in  the  pelvis, — these  facts  and  observations,  repeated  over 
and  over  again,  have  forced  this  conclusion  upon  me. 

The  occurrence  of  hysterical  paroxysms  was,  in  the  large 
majority  of  cases  which  I  have  witnessed  and  investigated,  ap- 
parently brought  on  by  some  physical  exertion.  This  is  a  most 
Important  circumstance.  The  importance  of  it  arises  from  the 
following  considerations :  When  the  uterus  is  in  a  state  of 
flexion,  either  forwards  or  backwards,  the  act  of  lifting,  or  stooping, 
or  over-walking,  or  standing,  has  the  effect  of  intensifying  the 
flexion  ;  the  uterus  is  pushed  lower  in  the  pelvis,  and  its  curvature 
becomes  exaggerated.  This  is  a  fact  abundantly  borne  out  by 
clinical  observation.  The  result  of  increase  of  the  flexion  of  the 
uterus  is  to  increase  the  congestion ;  there  is  in  such  cases  conges- 
tion to  begin  with,  but  the  physical  exertion  leads  to  its  very  con- 
siderable aggravation,  and  when  the  aggravation  reaches  a  certain 
point  the  hysterical  attack  appears. 

On  the  other  hand,  by  taking  measures  such  as  are  adapted  to 
prevent  the  aggravation  of  an  existing  flexion — that  is  to  say,  by 
keeping  the  patient  in  a  horizontal  position — the  attacks  are  not 
found  to  occur,  or,  at  all  events,  become  much  diminished. 

Observation  shows  that  the  dorsal  position  prevents  hysterical 
attacks  due  to  anteflexion,  but  that  the  prone  position  is  most 
effective  when  the  case  is  one  of  retroflexion.  These  facts  ai'e 
most  interesting.  Out  of  the  eighteen  cases  related,  twelve  were 
cases  of  anteflexion,  from  which  it  appears  that  the  most  common 
cause  of  hysterical  attacks  is  presence  of  anteflexion  of  the  uterus. 
One  of  the  principal  reasons  why  the  mechanism  of  the  production 
of  the  hysterical  paroxysm  has  so  long  escaped  recognition  is,  I 
believe,  the  fact  that  anteflexion  of  the  uterus  has,  up  to  quite  a 
recent  period,  been  hardly  allowed  a  place  in  nosology.    I  cannot 

its  natural  situation  and  form.  If  brouglit  into  its  natural  position  it  immediately 
returned  to  the  former  one.  Tissue  on  section  blackish  and  very  dense.  Cervix 
livid  grey.  Interior  of  cavity  dusky  black.  Length  on  convex  surface  two  ai 
half  inches ;  on  anterior  surface  fourteen  lines.' 
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j  stay  here  to  explain  this  hitter  circumstance;  but  I  take  the 
opportunity  of  saying  that,  having  for  many  years  closely  observed 
and  investigated  the  mechanical  diseases  of  the  uterus,  I  have 
long  been  impressed  with  the  grave  nature  and  frequency  of  the 
symptoms  to  which  this  variety  of  distortion  and  displacement  of 

^  the  uterus  is  capable  of  giving  rise. 

I  may  be  permitted,  in  conclusion,  to  make  a  few  remarks  on 

I  the  ovarian  theory  as  to  the  origin  of  the  attacks,  which  has  of 

!  late  been  so  warmly  advocated  by  Professor  Charcot. 

It  is  well  known  to  gyucBcologists  that  the  ovary  is  sometimes 
found  to  be  prolapsed,  and  can  be  readily  felt  in  the  Douglas 
pouch.  It  is  there  subjected  to  great  pressure  and  irritation,  and 
much  pain  and  suffering  is  found  to  be  present  in  such  cases. 
These  cases  would  therefore  be  supposed  to  be  of  all  others  cases 
in  which  hysterical  attacks  should  occur,  supposing  that  the 
ovaries  are  the  principal  point  of  origin.  I  do  not  deny  that  such 
dislocation  of  the  ovary  may  cause  hysterical  attacks ;  but  I  have, 
at  all  events,  not  seen  attacks  of  hysteria  in  such  cases  of  dislocated 
ovary,  unless  accompanied  also  by  acute  retroflexion  of  the  uterus. 
Ketro flexion  and  dislocation  of  the  ovary  are  not  seldom  associated. 

Further,  in  the  cases  of  hysteria  above  related,  where  flexion 
of  the  uterus  was  undoubtedly  present,  the  ovaries  were  not  found 

I  to  be  particularly  sensitive,  nor  was  there  evidence  of  ovarian 
disease. 

The  fact  that  pain  is  frequently  felt  in  the  ovarian  region  in 
cases  of  hysteria,  on  which  much  stress  has  been  laid  by  those 
who  adopt  the  ovarian  theory,  is  explained  by  the  flexion  of  the 
uterus.  Having  made  many  observations  on  this  subject,  I  am 
able  to  state  that  pain  in  the  ovarian  region  is  a  very  common 
symptom  in  cases  of  uterine  flexion.  It  appears  to  be  due  to  the 
fact  that  the  flexion  is  generally  a  little  to  one  side,  the  uterus 
not  being  usually  bent  directly  backwards  or  forwards,  but  most 
usually  a  little  to  one  side  or  the  other. 

Two  series  of  facts  described  by  Professor  Charcot  are  adduced 
by  him  to  support  the  theory  that  the  ovary  is  the  point  de  depart 
of  the  2)aroxysm  in  hysteria  and  hystero-epilepsy. 

In  the  first  place,  Charcot  states  that  pressure  over  the  lateral 
hypogastric  region  has  the  following  effect :  '  Pressure  there  pro- 
duces not  only  pain,  but  a  sensation  accompanied  by  all  or  some 
of  the  phenomena  of  the  aura  hysterica.  Thus,  methodical  com- 
pression of  the  ovary  determines  the  production  of  the  aura,  or 
sometimes  even  a  perfect  hysterical  seizure.' 
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In  the  next  phice,  Charcot  states  that  a  more  energetic  compres- 
sion is  capable  of  stopping  the  development  of  the  attack  when 
beginning,  or  even  of  cutting  it  short  when  the  evolution  of  the 
convulsive  accidents  is  more  or  less  advanced. 

The  method  adopted  by  Professor  Charcot  to  effect  the  more 
severe  compression  is  as  follows : — 

'  The  patient  should  be  horizontal  in  dorsal  decubitus  on  the 
floor,  or  a  mattrass.  The  physician  then,  kneeling  on  one  knee, 
presses  the  closed  hand,  or  fist,  into  that  iliac  fossa  which  he  had 
previously  learned  to  regard  as  the  habitual  seat  of  the  ovarian 
pain.  At  first  much  force  is  required  to  overcome  the  abdominal 
muscles.  Pressure  then  produces  numerous  and  noisy  attempts 
to  swallow.  Consciousness  returns  almost  at  the  same  time.  Now 
the  woman  moans  and  weeps,  says  she  feels  relief,  or  that  you  are 
hurting  her.  By  continuing  the  pressure  two,  three,  or  four 
minutes,  you  are  almost  certain  to  find  all  the  phenomena  of  the 
seizure  to  disappear  as  if  by  magic.  When  the  abdominal  resist- 
ance is  overcome,  pressure  by  the  two  first  fingers  is  sufficient.'  ^ 

It  may  be  desirable  to  consider  how  far  the  results  of  Professor 
Charcot  obtained  by  pressure,  as  above  described,  over  the  ovarian 
region,  are  antagonistic,  or  the  reverse,  to  the  uterine  theory  above 
formulated,  as  to  the  cause  of  the  paroxysm  in  hysteria  and 
hystero-epilepsy. 

The  pressure  employed  by  Professor  Charcot  is  a  very  forcible 
pressure  made  in  the  hypogastric  lateral  region,  calculated,  first  of 
all,  to  abolish  the  resistance  of  the  abdominal  muscles — a  resistance 
considerable  in  many  cases ;  and,  secondly,  to  produce  a  real  com- 
pressing influence  on  the  organs  which  lie  in  the  pelvis.  The 
incidence  of  this  pressure,  which  is  effected  by  the  fist,  or  by  an 
apparatus  specially  contrived  for  the  purpose,  is  rather  widely 
spread,  and  it  is  such  that  it  must  almost  of  necessity  affect  not 
only  the  ovary,  but  first  the  uterus,  and  secondly  the  ovary. 
Doubtless  w^hen  the  resistance  of  the  abdominal  muscles  is  over- 
come, the  pressure  can  be  more  particularly  pointed  on,  or  directed 
towards,  the  ovary,  or  concentrated  on  this  latter  organ.  But  at 
the  same  time  it  is  almost  inevitable  that  the  uterus  should  be 
greatly  affected  by  this  pressure,  and  must  receive  a  considerable 
portion  of  it.  Considering  for  a  moment  the  operation  of  such 
pressure  on  the  uterus,  the  effect  might  be  different,  according  to 
the  position  of  the  uterus  at  the  time.  Thus,  if  the  uterus  were 
much  anteverted,  the  result  would,  or  might,  bs  to  push  it  still 
>  See  New  Sj^d.  Soc.  Trans,  of  Charcot's  Lectures,  p.  27. 
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lower  in  the  pelvis,  and  to  increase  the  anteversion ;  but  the 
action  of  the  pressure  would  be  further  to  express  the  blood  from 
I  the  uterine  vessels,  and  to  diminish  any  congestion  of  the  organ 
I  existing  at  the  time.  If  the  pressure  were  made  directly  behind 
the  pubic  bone,  the  effect  might,  on  the  other  hand,  be  such  as  to 
push  the  uterus  backwards,  and,  in  the  next  place,  to  drive  the 
blood  out  of  its  tissues.  A  further  effect  of  the  pressure  would 
be,  in  any  case,  to  diminish  the  flow  of  blood  to  both  uterus  and 
ovaries  alike,  by  the  general  action  of  the  compressing  power  on 
the  blood-vessels  of  the  pelvic  organs. 

So  far  as  I  am  able  to  judge,  therefore,  it  would  appear  that 
the  operation  termed  ovarian  compression  is  really  entitled  to  be 
denominated  'uterine,'  quite  as  much,  perhaps  even  more,  than  it 
is  to  be  described  as  ovarian  compression. 

But  this  is  not  all.  Professor  Charcot  states  that  slight 
pressure  of  the  kind  above  described  often  brings  on  pain  and 
symptoms  of  the  hysterical  am^a — that  is  to  say,  the  attack  is 
capable  of  being  brought  on  by  slight  pressure  and  relieved  by 
severe  pressm'e.  All  this  is  quite  in  unison  with  the  argument 
■which  I  just  advanced,  for  supposing  a  version  or  flexion  to  exist, 
the  slight  pressure  above  the  pubes,  such  as  Charcot  describes, 
would  undoubtedly  at  first  intensify  the  displacement.  The 
slight  pressure  would  temporarily  thus  so  act  on  the  uterus  as  to 
induce  the  attack. 

In  conclusion,  I  would  express  my  conviction  that  the  escape 
from  the  indefiniteness  of  view,  which  up  to  the  present  time  has 
characterised  the  various  opinions  entertained  as  to  the  nature  of 
'  hysteria,'  is  to  be  found  in  the  frank  adoption  of  the  term 
'  hysterical '  in  its  most  literal  sense;  and  that  in  the  future  the 
uterus  will  be  held  to  be  in  the  main  responsible  for  those  various 
inanifestations  and  disorders  denominated  '  hysterical.' 

General  conclusions  as  to  the  interpretation  of  hysterical 
phenomena. — The  cases  which  have  been  described  in  the  previous 
})ages  offer  evidence  as  to  the  operation  of  certain  conditions  of 
the  uterus  as  exciting  causes  of  the  attacks  in  which  convulsive 
phenomena  are  witnessed.  And  itjs  reasonable  to  suppose  that 
in  the  slighter  forms  of  hysterical  disorder  the  influence  at  work 
is  of  an  analogous  natm'e. 

It  is  extremely  probable  that  the  predisposing  condition  is 
always  a  state  of  defective  nutrition  of  the  nerve  centres,  for  the 
individuals  affected  for  the  most  part  present  other  strong  evidence 
of  general  feebleness,  weakness,  and  want  of  power.  Moreover 
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there  is  usually  a  history  of  previous  inappetency,  and  such  quanti- 
tative defects  in  the  dietary  as  would  be  likely  to  give  rise  to  a 
stai'ved  condition  of  the  frame  generally.  Together  with  this 
weak  condition  of  the  nervous  centres  there  is  often  a  feeble 
condition  of  the  uterus  present  (see  chapter  on  '  Undue  Softness  of 
the  Uterus '). 

As  to  the  mechanism  of  the  milder  manifestations  it  may  be 
reasonably  assumed  that  when  they  result  from  mere  emotional 
excitement  the  affection  is  a  primary  affection ;  probably  an  unduly 
weak  and  irritable  state  of  the  nerve  centres.  But  when  the 
manifestations  occiu:  as  the  result  of  over-exertion,  it  is  more  pro- 
bable a  priori  that  they  are  the  result  of  a  reflex  action.  This 
reflex  action  takes  its  departure,  according  to  the  results  of  my  ex- 
perience, most  frequently  in  the  uterus.  How  this  occurs  may  be 
explained  as  follows  : — 

When  the  uterus  is  physically  weak,  its  tissues  are  often  found 
to  be  soft  and  unduly  pliable,  and  under  such  circumstances  a 
slight  physical  exertion  is  capable  of  producing  an  alteration  in  its 
shape.  This  alteration  of  shape  is  attended  with  compression  of 
the  nerves  of  the  uterus.  This  compression  of  the  uterine  nerves 
is  capable  of  exciting  reflex  manifestations. 

Thus,  in  a  weakly  woman,  lifting  a  weight,  standing  too  long, 
or  any  kind  of  exertion  capable  of  putting  a  physical  strain  on  the 
too  pliable  uterus,  may  excite  hysterical  manifestations.  In  point 
of  fact  it  can  be  shown  that  the  more  severe  hysterical  manifestions 
due  to  a  reflex  mechanism  are  usually  associated  with  an  habitually 
flexed  state  of  the  uterus.  We  are  now,  however,  speaking  of  the 
cases  which  are  of  a  more  simple  character ;  but  careful  inquiry 
into  the  facts  of  cases  will  show  that  the  above  explanation  is  at 
all  events  compatible  with  those  facts. 

The  presence  of  an  '  hysterical '  tendency  means,  according  to 
the.  explanations  above  given,  that  the  individual  is  physically 
weak,  but  not  necessarily  fanciful.  These  physically  weak  indi- 
viduals are  also  liable  to  suffer  from  various  pains  and  incon- 
veniences referable  to  the  uterus  ;  and  it  has  come  to  pass  that  in 
very  many  instances  these  other  sufferings  have  been  regai'ded  as 
imaginary  or  fanciful  because  they  are  observed  in  '  hysterical ' 
patients.  But  with  the  foregoing  explanation  available,  the  reason 
for  the  association  is  obvious  enough.  In  point  of  fact  these 
sufferings,  which  are  so  frequently  thought  to  be  fanciful,  are  real, 
and  the  meaning  of  their  presence  is  that  the  uterus  is  in  a  stale  of 
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irritation  and  that  the  basis  of  this  suffering  is  a  physically  weak 

condition  of  that  organ. 

Dr.  Gowers'  remarks  on  the  '  ovarian  compression '  so  largely 
practised  in  Paris  are  interesting.  Ovarian  compression  '  fails  to 
produce  a  marked  effect  in  patients  in  this  country,  although 
ovarian  tenderness  is  by  no  means  uncommon.  In  such  patients 
evident  distress,  choking  sensations,  and  even  the  feeling  by 
which  attacks  are  heralded,  may  be  produced  by  compression  of  the 
tender  ovary,  but  I  have  never  known  such  pressm^e  to  produce  an 
actual  attack.' 

Eegarding  the  connection  between  disorders  of  the  sexual 
organs  and  convulsive  attacks.  Dr.  Gowers  makes  the  following 
remarks :  '  Eetarded  or  absent  menstruation  coincided  with  the 
first  fits  in  a  large  number  of  the  cases  which  commenced  in  girls 
.  between  fourteen  and  seventeen,  but  the  difficulty  in  determining 
the  exact  causal  relationship  between  the  two  conditions  is  very 
great.  Epilepsy  once  set  up  in  such  cases,  the  subsequent  establish- 
ment of  regular  menstruation  appears  to  exercise  very  little  in- 
fluence upon  the  fits  '  (p.  31). 

And  later  on,  speaking  of  the  treatment,  the  same  writer 
says :  '  Eecorded  cases,  in  which  the  attacks  have  ceased  when  a 
uterine  displacement  was  rectified,  have  not  been  paralleled  by 
any  facts  which  have  come  under  my  personal  observation ' 
(p.  300). 

Eespecting  the  truth  of  the  theory  now  put  forward  confirma- 
tory evidence  is  by  no  means  wanting.  Niemeyer,  whose  facts  are 
generally  considered  as  reliable,  and  who  was  certainly  not  disposed 
to  attach  an  undue  importance  to  these  special  uterine  disorders, 
says  that  flexions  more  than  any  other  of  the  disorders  of  the 
uterus  give  rise  to  hysteria.  This  is  an  exceedingly  valuable 
statement,  coming  as  it  does  from  a  distinguished  modern  patho- 
logist. It  is,  in  fact,  a  piece  of  evidence  from  the  opposite  camp, 
so  to  speak,  and  is  important  as  bearing  out  my  view  of  the  case. 
The  further  arguments  I  submit  are  as  follows  :  In  the  first  place 
there  is  the  a  'priori  argument.  It  is  reasonable  to  suppose  that 
compression  of  the  uterine  tissues,  involving  as  it  must  do  com- 
pression of  the  nervous  filaments,  may  produce  such  irritation 
as  to  give  rise  to  convulsions.  It  does  not,  however,  at  all  follow 
that  such  compression  will  always  produce  convulsions.  It  would 
be  as  reasonable  to  find  fault  with  the  theory  that  convulsions  are 
sometimes  due  to  the  presence  of  worms  in  the  intestinal  canal 
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because  these  entozoa  do  not  invariably  give  rise  to  convulsions. 
No  one,  however,  doubts  the  connection  between  these  two 
events.  It  is  therefore  not  a  sufficient  reply  to  this  statement  \  <> 
say,  that  if  this  theory  were  true,  convulsions  would  alwa\.s 
occur  when  compression  of  the  uterine  tissues  is  produced.  The 
clinical  arguments  in  favour-  of  this  view  seem  to  me  to  be  over- 
whelming. I  have  seen  a  considerable  number  of  cases  in  the 
com-se  of  the  past  few  years  where  convulsions  of  the  kind 
described  have  actually  ceased  when  the  flexed  uterus  was  so 
treated  as  to  diminish  or  remove  the  compression  existing  at  the 
seat  of  the  flexion.  And  in  all  such,  cases  I  have  observed  that 
this  kind  of  treatment  produced  a  very  marked  eifect  even  when 
it  did  not  succeed  in  at  once  removing  the  attacks.  This  is  an 
important  argument.  Another  is,  that  the  position  of  the  body, 
or  any  exertion  which  has  a  tendency  to  aggravate  the  flexion,  in- 
variably aggravates  and  intensifies  the  convulsions.  I  could  relate 
many  instances  where  this  interesting  fact  was  observed.  Thus, 
in  one  case  of  severe  retroflexion,  giving  rise  to  convulsions,  the 
attacks  instantly  ceased  when  the  j^atient  was  made  to  lie  on  her 
face,  this  improvement  being  in  that  case  effected  without  any 
other  mechanical  treatment  of  the  uterus  whatever.  In  another 
case,  that  of  the  wife  of  an  Indian  officer,  in  whom  the  convulsive 
attacks  were  produced  by  anteflexion  of  the  uterus,  they  invariably 
occurred  when  the  patient  was  sitting  upright  at  the  dinner  table, 
that  being  the  only  time  of  the  day  when  they  did  occur.  The 
sitting  position  increased  the  anteflexion,  and  thus  gave  rise  to  the 
convulsions.  A  fm'ther  argument  is  the  efifect  of  measures  having 
a  more  direct  curative  action  upon  the  flexion,  and  which  have 
been  employed  with  the  idea  of  restoring  the  uterus  to  its  proper 
shape.  I  mean  the  employment  of  the  sound  and  the  use  of 
pessaries  in  order  to  restore  the  uterus  to  its  true  natural  shape.  I 
now  state  that  the  effect  of  these  measures  has  been,  clinically,  to 
give  proofs,  over  and  over  again,  of  the  validity  of  the  position 
which  has  been  taken  up,  inasmuch  as  the  convulsions,  or  the 
tendency  to  convulsions,  have  always  been  influenced  favourably 
in  direct  proportion  to  the  degree  in  which  the  flexion  has  been 
favourably  acted  upon.  Another  argument  which  I  have  to  submit 
is  the  result  of  very  careful  exploration  of  the  uterus  in  many  ct 
these  cases,  an  exploration  made  by  the  finger  and  the  sound.  H 
will  be  found  in  these  cases  that  the  introduction  of  the  sound,  if 
properly  managed,  gives  no  pain  to  the  patient  until  it  reaches 
the  situation  where  the  flexion  exists.    When  the  sound  has  been 
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introduced  a  distance  of  one  inch  into  the  cervical  canal  its  point 
comes  in  contact  with  that  part  of  the  uterine  wall  which  is  the 
seat  of  the  compression  ;  and  invariably  it  is  found,  under  these 
circumstances,  that  the  patient  experiences  very  great  pain  when 
that  part  is  touched  by  the  point  of  the  sound.  After  the  point 
has  passed  through  this  strait,  and  when  passed  beyond  the  site 
of  the  flexion,  there  is  no  more  pain  felt  by  the  patient.  But  the 
mere  touch  of  the  point  of  the  sound  on  the  uterus  in  this  situatit)n 
always  give  rise  to  extreme  pain  and  evidence  of  extreme  sensitive- 
ness. It  requires  that  the  examination  should  be  conducted  with 
great  care  in  order  to  give  this  result,  because  it  generally  happens 
in  these  cases  that  the  uterus  as  a  whole  is  also  sensitive  to  the 
touch.  But  by  carefully  conducting  the  examination  it  is  prac- 
ticable to  define  those  parts  which  are  so  very  sensitive  to  the 
touch. 

TREATMENT. 

The  indications  for  the  treatment  of  hysteria  are  two-fold  : 
First,  to  remove  or  ameliorate  the  susceptibility  of  the  patient  to 
impressions  from  without  or  from  within,  and,  secondly,  to  remove 
the  exciting  cause,  whatever  that  may  be. 

On  the  su.bject  of  the  general  treatment  much,  has  been  already 
said  in  former  pages  as  to  the  effects  of  a  systematic  attention  to 
the  nourishment  and  feeding  of  patients  whose  general  condition 
is  one  of  feebleness  and  impaired  nutritional  activity.  The  very 
great  success  which  has  attended  the  treatment  of  hysterical  cases 
by  what  is  now  known  as  the  '  Weir  Mitchell  system '  has  been 
described,  and  its  rationale  particularised  in  a  former  chapter  (see 
page  97).  The  systematic  feeding  associated  with  baths,  mas- 
sage, electricity,  etc.,  has  been  attended  with  the  best  effects  in 
producing  a  change  from  excessive  feebleness  to  a  condition  of 
vigour  and  general  nutritional  activity,  and  there  can  be  no  doubt 
that  the  treatment  in  question  is  based  on  sound  physiological 
and  therapeutical  principles.  The  so-called  '  hysterical '  subject  is 
frequently  simply  '  weak,'  and  will  be  improved  by  all  measm-es 
having  an  invigorating  tendency. 

As  preventive  measures,  fresh  air,  moderate  exercise,  nutritious 
food,  occupation  and  exercise  of  the  mind  in  some  useful  pursuit, 
are  undoubtedly  to  be  recommended.  In  regard  to  bodily  exercise, 
caution  must  be  exercised,  for  much  mischief  may  result  from 
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over-exertion  in  a  weakly  subject.  The  emotional  faculties  should 
remain  in  abeyance  so  far  as  is  practicable. 

Marriage  is  on  the  whole  to  be  recommended,  but  marriage  is 
liable  to  increase  the  malady  unless  pregnancy  occurs.  My  expe- 
rience is  that  the  condition  of  the  uterus,  which  produces  hysteria, 
is  not  seldom  the  cause  of  sterility  after  marriage. 

If  the  hysteria  has  nothing  to  do  with  the  uterus  and  no 
uterine  lesion  is  discoverable,  general  treatment  only  will  be 
applicable. 

But  when  the  uterus  is  affected  with  a  decided  alteration  of 
shape,  general  treatment,  though  not  without  its  advantages,  will 
very  frequently  be  quite  powerless  in  removing  the  liability  to  the 
disease.  The  means  of  remedying  these  alterations  in  the  shape 
of  the  uterus  which  have  been  already  described  (see  '  Treatment  of 
Flexions  ')  must  then  be  put  into  requisition.  The  shape  of  the 
uterus  must  be  restored,  and  the  organ  maintained  in  a  state  of 
rest.  The  treatment  has  yet  to  be  tested  by  other  observers,  but 
what  I  have  seen  of  it  in  my  own  practice  enables  me  to  affirm 
that  when  it  is  made  impossible  by  mechanical  or  other  treatment 
for  the  uterus  to  become  further  bent  (&  previous  rectification  of 
its  shape  having  been  properly  carried  out),  the  symptoms  do  not 
recur. 

Palliative  measures. — Distressing  symptoms  presented  by 
hysterical  patients,  and  for  which  relief  is  most  urgently  sought, 
are,  flatulence,  headache,  and  pain  in  the  side.  The  flatulence  is 
best  treated  by  cordials;  ginger,  sal-volatile,  and  ether  may  be 
given  for  this  pm-pose  in  combination.  Eelief  in  this  way  is  of 
course  only  temporary,  and  the  dyspepsia,  on  which  the  flatulence 
depends,  must  be  treated  by  suitable  measm^es.  An  assafoetida 
injection  has  been  found  to  afford  temporary  relief  in  some  cases. 
Opiate  liniments  are  often  serviceable  ;  counter-irritation  of  the 
whole  surface  of  the  skin  by  use  of  flesh-brushes  is  very  serviceable 
in  the  general  treatment  of  hysterical  patients. 

In  reference  to  headache,  the  same  remarks  as  to  the  necessity 
for  general  treatment  hold  good.  I  have  found  both  opiate  and 
choloroform  liniments  of  great  service.  Bark,  in  the  form  of  the 
'  liquor  cinchonse,'  is  a  valuable  remedy  in  many  cases  where  there 
is  severe  headache  associated  with  anasmia.  Cannabis  indica, 
ether,  valerian,  and  other  antispasmodics,  are  often  also  necessary 
in  these  cases. 

Paroxysms  of  hysterical  convulsions  must  be  guarded  against 
by  preventing  the  application  of  the  ordinary  exciting  cause, 
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whatever  that  may  be.  For  the  relief  of  the  paroxysm  itself,  a 
variety  of  methods  have  been  recommended.  Dashing  of  cold 
■water  in  the  face  is  one  of  the  most  efficacious,  though,  for  a 
variety  of  reasons,  it  cannot  always  be  adopted.  Chloroform 
inhalation  is  very  effective.  Application  of  burnt  feathers  or 
other  strongly  smelling  substances  to  the  nostrils  is  often  effica- 
cious. Valerian,  castoreum,  assafoetida,  ether,  musk,  camphor,  are 
the  drugs  most  commonly  had  recourse  to,  either  in  cases  where  the 
paroxysm  is  imminent,  or,  when  it  has  ceased,  with  the  view  of 
preventing  its  recm-rence.  These  remedies  may  be  given  singly, 
or  two  or  more  may  be  combined.  Injections  of  cold  water  into 
the  stomach  were  found  very  efficacious  in  arresting  the  paroxysm 
by  Cruveilhier,  and  also  by  Dr.  Ashwell.  Injection  of  iced  water 
into  the  rectum  has  been  also  recorumended.  Dr.  Hare  has  intro- 
duced the  ]3lan  of  arresting  the  paroxysm  by  temporary  suffocation 
of  the  patient.  Pressure  in  the  inguinal  regions  (ovarian  com- 
pression), practised  by  Negrier,  and  more  recently  by  Charcot, 
is  a  procedure  which  has  been  already  discussed  (see  ante,  p.  558). 
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CHAPTER  XXXIX. 
RYSTEm-T^EJjmsES  (continued). — mental  disorder  due  to 

REFLEX  uterine  IRRITATION.  CEPHALALGIA. 

Mental  Disturbances  sometimes  produced  by  Uterine  Irritation— Illustrative 
Cases. 

Cephalalgia. — Occasional  Severe  Headache  due  to  Disorders  of  the  Uterus. 

Experience  has  shown  that  irritation  starting  from  the  uterus  is 
capable  of  exciting  disturbances  in  the  mental  condition  of  the 
patient.  The  irritation  acts  in  a  reflex  manner  upon  the  cere- 
brum, and  gives  rise  to  marked  mental  disorder  in  certain  cases. 

Dr.  Engelmann,^  in  his  essay  on  the  hystero-neuroses,  de- 
scribes cases  of  this  kind.  He  selects  three — one  of  a  series  of 
cases  related  by  Meyer:  1.  A  case  of  melancholia,  with  ante  ver- 
sion, uterine  congestion,  and  erosions.  2.  A  case  of  hypochon- 
dria, delusions,  masturbation,  anteversion,  chronic  metritis.  3. 
Melancholic  depression,  with  delusions,  in  a  patient  of  21,  during 
her  second  childbed.  [This  last  case,  however,  hardly  belongs 
to  the  category  now  under  consideration.]  Engelmann  selects 
certain  of  Dr.  Fordyce  Barker's  cases :  viz.  two  cases  of  insanity, 
the  result  of  monorrhagia.  Engelmann  has  observed  '  displace- 
ment of  the  uterus,  but  not  as  a  cause  of  insanity,'  and  reposition 
of  the  extremely  retroverted  and  large  organ  was  followed  by 
immediate  disappearance  of  the  mental  distm-bance  and  very 
pemarkable  relief. 

Dr.  Percy  Boulton  ^  has  written  on  the  same  subject,  and 
points  out  that  reflex  disorders  of  uterine  origin  frequently  occur 
and  are  not  recognised — e.g.  periodic  headaches,  neuralgia,  de-. 
pression  of  spirits,  epilepsy,  melancholia. 

There  are  here  two  factors  to  be  considered — the  cerebrum 
and  the  uterus.  The  condition  of  the  cerebrum  is  no  doubt  an 
abnormal  one,  or  the  uterine  irritation  would  not  have  the  effect 
of  so  readily  disturbing  its  functions.  That  condition  of  the 
cerebrum  is  in  all  probability  essentially  one  of  debility.  Speak- 

»  Loc.  cit.  '  Obst.  Journ.  No.  23,  p.  697. 
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i  ing  of  the  predisposing  causes  of  mental  disease,  Dr.  James 
\  Adam  »  says  it  will  very  often  be  found  that  '  exhaustion,'  in  one 
or  other  of  its  many  forms,  lies  at  the  root  of  the  evil,  and  pre- 
pares the  way  for  its  onset — exhaustion  induced  by  an  infinite 
variety  of  means,  but  having  as  its  climax  impaired  nutrition  and 
exhaustion  of  the  cerebral  centre  itself ;  which,  being  thus  imper- 
fectly nourished  and  exhausted,  produces  none  of  the  ordinary 
ideas  or  modes  of  thinking  incidental  to  health. 

It  is  j)ossible  that  cases  of  reflex  irritation  on  the  side  of  the 
uterus  producing  mental  disturbance  occur  in  the  class  of  cases 
above  described  by  Dr.  Adam.  The  instances  which  have  come 
under  my  notice  have  been  observed  in  cases  where  exhausting 
ideas  or  influences  have  beea  at  work. 

I  subjoin  particulars  of  some  cases  illustrative  of  the  foregoing 
remarks,  which  have  fallen  under  my  own  notice : — 

Case  I.  Melancholia  due  to  anteversion  of  the  uterus. — Mrs.   , 

set,  30.  Married  Dine  years.  Had  first  two  children,  then  a  miscarriage  ; 
and  after  three  years'  interval,  another  child.  Six  weeks  after  birth  of 
this  last  child,  three  and  a  half  years  ago,  felt  hysterical  after  breakfast, 
and  was  very  weak  and  ill.  Eight  months  afterwards,  a  miscarriage. 
She  got  about  and  excited  herself  soon  afterwards,  and  became  ill.  An 
attack  of  rheumatism  supervened.  She  had  a  sensation  that  '  she  must 
go  out  of  her  mind.'  This  continued  till  next  pregnancy.  Her  last 
child  was  born  one  and  a  quarter  year  ago.  Since  that  occurrence,  she 
has  been  liable  to  sudden  attacks  of  a  peculiar  mental  feeling.  She  has 
at  these  times  a  dread  lest  she  should  say  wrong  things.  She  has  pain 
in  the  head  for  weeks  together,  feels  excited  and  weak.  She  is  suffering 
from  anteversion  of  the  uterus,  which  her  medical  attendant  has  detected, 
and  he  sends  her  to  me,  in  order  to  ascertain  if  the  uterine  condition  has 
anything  to  do  with  the  head  symptoms.  On  examination,  decided 
anteflexion  found  to  exist.  Treated  by  a  cradle  pessary.  Perfect  cure 
of  the  head  symptoms.  Subsequent  pregnancy,  and  delivery  at  full 
time. 

Case  II.  Melancholia  ;  menorrhagia ;  retroflexion  of  the  ^uterus.  

Mrs.  ,  set.  30.    Married  five  years.    Has  been  under  the  care  of  a 

distinguished  physician.  Dr.  Thomas,  in  New  York.  Has  had  two 
children  ;  last  nearly  two  years  ago.  After  the  first  labour,  the  patient 
overwalked  herself  and  became  ill ;  the  periods  being  very  profuse.  One 
month  after  the  second  labour  she  felt  that  the  nervous  system  was  out 
of  order :  she  heard  noises  in  the  head,  could  not  work,  or  read,  or  write, 
or  attend  to  affairs.  Menstruation  became  vei-y  profuse  j  she  was  in 
constant  dread  of  an  '  attack  '  of  some  kind.  Has  been  wearing  a  reti-o- 
flexion  pessary  since  that  time,  and  is  now  better. 

'  Report  of  Crichton  Royal  Institution,  Dumfries,  for  1880,  p.  H. 
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Case  III.  Mental  excitement  at  menstrual  epochs;  antevirsion.-^ 

Miss  ,  set.  34.    Liable  to  attacks  of  mental  excitement,  v/hich  occur 

■when  menstruation  is  delayed  or  does  not  appear.  The  irregularity  of 
menstruation,  and  the  liability  to  mental  excitement  date  from  a  period 
fifteen  years  ago  ;  and  the  cause  of  the  illness  seems  to  have  been  a  long 
ride  on  horseback.    The  uterus  is  soft,  and  anteflexed  to  a  slight  extent. 

Case  IV.  Melancliolia  ;  anteversion  of  the  uterus. — Mrs.  ,  a^t  37." 

Has  had  nine  labours,  six  of  'which  'were  premature.  Suffers  from  a 
constant  feeling  of  melancholy,  distressing  both  to  herself  and  to  her 
friends.  The  uterus  is  large  and  anteflexed.  Treated  by  a  cradle 
pessary.    Removal  of  the  melancholia. 

Case  V.  Mental  excitement ;  extreme  exhaustion ;  anteflexion  of  the 

uterus. — Mrs.   ,  set.  20.    Has  had  two  children.    Suffered  from  gi-eat 

weakness,  and  inability  to  take  food.  Great  mental  excitement.  Ante- 
flexion of  the  uterus.  The  case  was  one  of  severe  chronic  starvation. 
Very  great  patience  and  care  were  required  in  this  case,  but  a  comjDlete 
cure  from  a  vei-y  alarming  condition  was  finally  obtained.  ■ 

Case  VI.  Mental  disturbance  ;  retroflexion  of  the  uterus. — Miss  , 

set.  29.  Was  unable  to  walk  well  between  the  ages  of  13  and  18. 
Had  to  lift  weights  and  exert  herself  a  good  deal.  Suffers  from  low- 
spirits  and  depression,  and  has  periods  of  exacerbation  of  this  feeling, 
during  which  she  writes  letters  of  an  abusive  character  to  her  relations. 
The  uterus  is  in  a  state  of  acute  retroflexion,  and  the  history  shows  that 
the  displacement  has  existed  for  some  years.  She  is  now  unable  to  walk 
easily.  A  complete  cure  of  all  the  symptoms  followed ;  treatment  by 
means  of  a  Hodge  pessary. 

Case  VII.  Derangement  of  thoughts  ;  retroflexion  of  the  uterus. — 

Mrs.  ,  set.  42.    Has  had  one  child.    Has  pain  in  walking,  and 

'  her  thoughts  get  deranged  '  by  walking ;  so  much  so  that  it  is  a  serious 
trouble  to  her.    Uterus  retroflexed,  low  down,  rather  smaU  in  size. 

Case  VIII.  Melancholia  ;  anteflexion  of  the  uterus. — Miss  ,  set. 

38.  For  last  year  or  more  felt  very  low  and  desponding,  and  as  if  she 
should  go  out  of  her  mind.  The  head  is  painful.  Five  years  ago,  had 
for  a  considerable  time  much  exertion.    Uterus  low  down,  anteflexed. 

Case  IX.  Great  mental  depression;  exhaustion;  anteversion  of  the 

uterus. — Mrs.  ,  set.  35.    Two  children.    Suffered  great  fatigue  some 

months  ago,  nursing  a  sick  child.  Since  that  time  very  ill.  Exti-eme 
depression  of  spirits,  worse  in  the  evening.  Walking  gives  great  pain 
in  the  back.  Uterus  soft,  swollen,  much  anteflexed.  Considerable 
relief  followed  treatment,  but  the  soft  condition  of  the  uterus  was  only 
remedied  after  a  considerable  interval  of  time. 
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CEPHALALGIA  RESULTING  FROM  UTERINE  IRRITATION. 

Very  intense  cephalalgia  is  occasionally  observed  in  connection 
with  long-standing  flexion  of  the  nterus.  This  symptom  is  not 
very  common,  at  all  events  in  this  degree  of  intensity  ;  but  the 
circumstances  of  certain  cases  which  have  come  under  my  notice 
were  such  as  to  show  in  a  very  positive  manner  that  the  connec- 
tion between  the  symptom  in  question  and  the  cause  assigned 
was  really  one  of  cause  and  effect. 

The  cephalalgia  may  be  so  intense  that  the  sufferer  is  some- 
times confined  to  a  darkened  room  for  days  together,  unable  to 
bear  light,  and  hardly  tolerating  being  even  spoken  to.  And  I 
have  known  a  case  (one  of  chronic  severe  retroflexion)  in  which 
this  state  of  things  had  reached  such  an  extent  that  the  patient 
hardly  ever  left  her  room  at  all. 

Another  case  may  be  mentioned — that  of  a  young  lady  who 
was  liable  to  exceedingly  severe  cephalalgia,  lasting  sometimes 
three  days  at  once.  She  was  affected  with  anteflexion  of  the 
uterus,  the  uterus  in  a  state  of  malnutrition,  and  very  soft  to  the 
touch.  She  entirely  lost  the  headache  while  under  treatment 
for  nearly  two  years  by  a  uterine  stem.  The  symptom  returned 
after  the  removal  of  the  stem,  and  after  some  months'  trial  by 
other  measures  it  was  found  necessary  to  adopt  the  stem  treat- 
ment a  second  time  in  order  to  give  her  relief. 

Severe  cephalalgia  is  sometimes  observed  in  cases  of  fibroid 
tumour  of  the  uterus,  and  I  have  observed  cases  in  which  the 
symptom  in  question  was  most  distressing,  and  very  intractable  to 
treatment  of  any  kind.  But  it  does  not  appear  that  cephalalgia 
is  more  liable  to  occur  in  cases  where  the  fibroid  tumour  is  of  larffe 
size ;  on  the  contrary,  in  the  cases  where  the  symptom  has  been 
most  intense,  the  tumour  was  of  inconsiderable  magnitude. 
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CHAPTER  XL. 

PERI-UTERINE  HEMATOCELE. 

Pathology  of  the  Subject— Positions  in  which  the  Haimorrhage  occurs,  and 
Symptoms  attending  its  Occurrence— Intra-peritoneal,  Extra-peritoneal,  Causes 
of  Peri-uterine  Hjematocele  enumerated — Results. 

Diagnosis. 

Teeatment.— Means  of  arresting  the  Menorrhagia — Treatment  of  Pain,  Collapse, 
&c. — Question  of  Puncture. 

The  terms  '  pelvic  hsematocele,*  '  peri-uterine  hsematocele,'  '  retro- 
uterine hsematocele,'  'pelvic  hsematoma,'  have  been  used  to 
designate  an  effusion  of  blood  in  the  neighbourhood  of  the  uterus, 
giving  rise  to  formation  of  a  tumour.  The  occurrence  of  haemor- 
rhage in  and  amongst  the  pelvic  viscera  in  women,  although, 
spoken  of  by  several  of  the  older  authors,  has  only  within  the 
last  thirty  years  received  that  amount  of  attention  which  its  im- 
portance deserves.  To  Bernutz,^  Nelaton,  and  Yoisin  of  Paris, 
the  profession  is  indebted  for  first  indicating  and  explaining  the 
nature,  course,  and  symptoms  of  this  affection.  In  this  country, 
Dr.  Tilt  was  the  first  to  draw  attention  to  the  matter ;  Dr.  West 
has  written  an  admirable  account  of  it  in  his  work  on  '  Disease 
of  Women  ; '  Sir  J.  Y.  Simpson  described  it,  in  his  ordinary 
felicitous  manner,  in  his  '  Clinical  Lectures.'  The  works  o 
Voisin  2  and  Bernutz,^  an  admirable  essay  on  the  subject  by  Dr. 
M'Clintock,^  the  valuable  observations  of  Dr.  Madge,^  Dr.  Mat- 
thews Duncan,''  and  a  very  complete  and  exhaustive  essay  by  Dr. 
Tuckwell,^  comprising  an  analysis  of  ninety-eight  published  cases, 
may  be  referred  to  for  information  on  this  interesting  subject. 

>  See  Arch.  Gen.  de  Mkl.  1848. 

2  De  r Hematocele  retro-vterine,  et  des  Ej)anc7icments  sanguins  non-eiikystcs  de 
la  Cavitc  Peritoneale  du  Petit  JSassin.    Paris,  1860. 

'  Climqm  Medicale  mr  les  Maladies  des  Fcmmes,  vol.  i.  1860.  Translated  by 
Dr.  Meadows  for  New  Syd.  Soc.  1866-7. 

*  Clinical  3Iemoirs  on  Diseases  of  Wovien.    Dublin,  1863. 

*  Ohst.  Trans,  vol.  iii.  *  Edin.  Med.  Journ.    Nov.  1862. 
On  Effusions  of  Blood  in  the  Neighbourhood  of  the  Uterris.    Oxford,  1864. 


PERI-UTERINE  HEMATOCELE. 


571 


Dr.  Savage,  Dr.  Barnes,  Dr.  Meadows,  Dr.  Fallen  may  be  mentioned 
among  those  who  have  more  recently  published  valuable  obser- 
>  vations  thereon.  The  views  at  first  entertained  and  expressed 
respecting  this  newly-discovered  pathological  condition  were  some- 
i  what  opposed  to  each  other,  and  there  is  still  difference  of  opinion 
I  as  to  the  nature,  seat,  and  mode  of  origin  of  the  haemorrhage, 
i  although  the  difference  is  really  less  than  it  has  been  represented 
j   to  be. 

Bemutz,  whose  claims  to  be  considered  as  the  first  modern 
,   observer  and  expounder  of  this  pathological  condition  stand  before 
i   all  others,  rightly  insisted  on  the  mischief  which  has  arisen  from 
I   treating  the  effusion,  clot,  or  tumour  as  a  sort  of  entity,  and  of 
the  confusion  which  has  arisen  from  speaking  of  pelvic  hsematocele 
'   or  uterine  hsematocele  as  a  disease  jper  se ;  whereas  it  is  really 
but  a  symptom,  a  consequence,  an  effect,  or  an  accident,  as  the 
I   case  may  be,  of  exceedingly  varying   conditions.    The  term 
'  hsematocele  '  must  be  understood  to  be  a  convenient  term,  indi- 
cating simply  presence  of  effused  blood  ;  and  if  we  use  the  double 
term  '  peri-uterine  hsematocele,'  which  is  on  the  whole  a  convenient 
one,  it  must  be  understood  to  imply  effusion  of  blood  in  the 
neighbourhood  of  the  uterus.    It  will  so  be  used  in  this  j)lace, 
and  without  restriction  of  any  kind  as  to  the  precise  seat  of  the 
effusion. 

The  circumstances  leading  to  the  pouring  out  of  blood  in  the 
neighbourhood  of  the  uterus  will  be  presently  mentioned  ;  but,  in 
the  first  place,  it  will  be  advisable  to  point  out  the  anatomical 
positions  in  which  haemorrhage  is  liable  to  occur. 


INTRA-PERITONEAL  HEMORRHAGE. 

Haemorrhage  may ,  take  place  into  the  peritoneal  cavity,  the 
blood  collecting  in  the  pelvis,  and  lying  on  and  between  the  pelvic 
\iscera ;  and  the  blood  may  come  from  some  vessel  in  the  pelvis 
itself,  or  from  a  vessel  situated  in  the  abdominal  cavity.  The 
blood  collects  in  the  pelvic  cavity,  which  it  fills  more  or  less 
completely,  according  to  the  quantity  poured  out.  If  the  effusion 
proceed  rapidly,  it  may  kill  the  patient  before  coagulation  of  the 
blood  has  taken  place.  If  the  effusion  take  place  slowly,  the 
blood  effused  generally  coagulates,  and  the  coagulum  becomes 
limited  to  a  certain  situation  by  inflammatory  products,  or  by  the 
free  border  of  the  coagulum  only.  In  this  case  it  is  spoken  of  as 
encysted  ;  but,  under  some  circumstances,  no  such  limitation  of 
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the  blood  occurs.    It  will  be  obvious  that,  when  the  blood  has 
coagulated,  the  coagulum  will  form  a  tumour  having  certain 
physical  characters,  and  which,  if  the  coagulum  be  in  the  pelvic 
cavity,  may  be  felt  through  the  vaginal  walls  on  digital  examina- 
tion.   If  the  examination  be  made  early,  fluctuation  may  be 
perceivable,  but  it  is  often  difficult  to  make  out  fluctuation  satis- 
factorily.   If  the  examination  be  made  soon  after  the  coagulation 
has  occurred,  the  tumour  will  be  soft  and  ill- defined,  and  the 
more  so  as  it  will  be  probably  at  this  time  siu-rounded  by  serum 
not  yet  absorbed.    If  the  examination  be  made  later,  the  tumour 
will  be  harder  and  more  resistant.    Later  still,  it  will  be  found 
either  to  have  become  reduced  in  size,  or  to  have  undergone  a 
softening  process  or  liquefaction.    The  blood  drawn  off  by  opera- 
tion has  a  syrupy  consistence  and  a  peculiar  odour,  compared  by 
Dr.  Matthews  Duncan  to  that  of  faded  and  slightly  decomposing 
flowers.    It  is  obvious  that  the  physical  aspects  of  the  tumour, 
as  felt  through  the  vaginal  wall,  will  vary  according  to  the  amount 
of  blood  effused  and  the  quickness  with  which  this  occurs.  A 
large  and  sudden  haemorrhage  would  leave  behind  it  a  clot  filling 
the  whole  pelvic  cavity,  dipping  down  behind  and  at  the  sides  of 
the  uterus,  as  far  as  the  peritoneum  extends.    The  uterus  would 
in  such  a  case  be  felt  to  be  embedded  in  a  mass  of  semi-solid 
substance.    On  the  other  hand,  a  small  hgemorrhage  would  give 
rise  to  a  coagulum  which  might  be  felt  only  in  one  part  of  the 
pelvis — e.g.  behind  the  uterus,  in  the  Douglas  fossa  ('  retro-uterine 
haematocele  '),    The  effect  produced  on  the  patient  by  hemorrhage 
into  the  peritoneal  cavity  appears  to  vary  very  considerably.  In 
one  case — and  this  is  perhaps  the  rule — it  sets  up  violent  inflam- 
matory action ;  in  another,  the  presence  of  the  blood  is  better 
tolerated.    The  effect  on  the  patient  quoad  the  loss  of  blood 
necessarily  varies  according  to  the  amount  lost  and  the  ability  of 
the  patient  at  that  particular  time  to  bear  losses  of  blood  of  any 
kind.    It  is  almost  unnecessary  to  point  out  that  when  a  large 
coagulum  occupies  the  pelvic  cavity  it  gives  rise  to  the  '  pressure ' 
signs  observed  in  the  case  of  other  pelvic  tumours,  such  as  difficult 
defaecation,  difficult  micturition,  a  sense  of  fulness,  pains  in  the 
lower  extremities,  etc. 

It  may  or  may  not  be  the  case,  as  Dr.  Barnes  contends,  that 
very  slight  haemorrhages  into  the  pelvic  peritoneal  cavity  occur 
frequently,  and  are  clinically  unrecognised.  When,  however,  the 
haemorrhage  is  considerable,  the  symptoms  produced  are  of  a 
peculiar  kind,  most  alarming,  most  intense  in  character.  The 
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symptoms  are  those  of  hsemorrhage  and  of  peritonitis  combined. 
Thus  the  patient  becomes  deadly  faint,  and  at  the  same  time 
complains  of  an  agonising  pain  in  the  lower  part  of  the  abdomen. 
The  fainting  is  more  or  less  continuous,  but  it  is  greatly  more 
intense  at  intervals.  And  so  with  the  pain,  this  being  generally 
continuous,  but  liable  to  exacerbation  to  an  extreme  degree  at 
times.  It  is  characteristic  of  the  attack  that  it  begins  suddenly, 
and  most  frequently  it  happens  that  the  attack  is  coincident  with 
a  menstrual  period.  There  may  be,  adopting  Dr.  M'Clintock's 
arrangement  of  the  symptomatology,  three  modes  of  invasion  : 
(1)  The  sudden  and  acute  form  ;  {2)  A  form  less  severe  and  over- 
whelming in  its  effects,  life  not  being  so  evidently  threatened  ; 
(3)  A  sort  of  chronic  form,  the  symptoms  being  developed  gradually 
or  in  succession. 


EXTRA-PERITONEAL  PELVIC  HEMORRHAGE. 

The  term  '  thrombus '  has  for  some  time  been  used  to  designate 
a  blood  coagulum  in  the  cellular  tissue  of  the  labia,  or  near  the 
external  outlet  of  the  organs  of  generation  ;  and  the  term  is 


Fig.  162.' 


obviously  quite  as  applicable  to  the  coagulum  resulting  from 
haemorrhages  taking  place  higher  up — that  is  to  say,  in  the  cellular 
tissue  near  the  uterus,  in  the  broad  ligaments,  etc.  Whereas, 
however,  the  thrombus  of  the  external  generative  organs  has  for  a 
long  time  been  well  known,  it  is  not  so  with  the  thrombi  of  the 

'  Fig.  162  gives  an  outline  of  the  tumour  in  a  case  (P.  H.)  in  University 
College  Hospital,  where  the  haemorrhagic  effusion  was  apparently  extra-peritoneal. 
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internal  generative  organs.  It  is  now  known  that  an  effusion  of 
blood  near  the  uterus  in  the  situations  above  indicated  is  not 
uncommon.  By  some  authors  the  effusion  (or  its  coagulum)  is 
spoken  of  as  a  '  thrombus  ' ;  by  others  it  is  considered  as  a  '  peri- 
uterine haDmatocele.'  Thus  Bernutz  only  admits  intra-peritoneal 
haemorrhages  as  causes  of  hsematocele,  and  considers  extra-peri- 
toneal heemorrhages  as  instances  of  thrombus.  This  author,  it 
should  at  the  same  time  be  remarked,  believes  that  the  extra- 
peritoneal form  of  haemorrhage  is  comparatively  rare.  It  is  more 
convenient,  however,  to  discard  this  word '  thrombus,'  and,  whether 
we  agree  with  Bernutz  or  not  as  to  the  rarity  of  extra-peritoneal 
haemorrhage,  to  apply  the  term  '  peri-uterine  hajmatocele  '  to 

Fm.  163.' 


hsemorrhages  having  this  anatomical  position.  If  the  nosology  of 
the  subject  were  to  be  considered  de  novo,  there  would  be  much 
to  be  said  in  favour  of  a  different  nomenclature. 

The  seat  of  the  extra-peritoneal  haemorrhage  now  undei'  con- 
sideration is  the  connective  tissue  around  the  uterus  and  ovaries 
and  pelvic  viscera  generally.  The  position  and 'shape  of  the 
tumour  resulting  from  coagulation  of  blood  so  effused  necessarily 
varies  according  to  the  precise  situation  of  the  bleeding  vessel,. 
Thus  if  the  bleeding  vessel  be  in  front  of  the  uterus,  the  tumouj 

.  •  Fig.  163  gives  a  lateral  view  of  the  position  of  the  tumour  in  a  case  observe^ 
in  University  College  Hospital.    The  effusion  was  of  very  considerable  exten^ 
The  outline  of  the  tumour  is  strictly  correct,  but  it  is  not  certain  whether  tne, 
blood  was  intra-  or  extra-peritoneal.    It  was  diagnosticated  at  the  time  as  cxir  , 
peritoneal. 
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will  likewise  be  in  front ;  and  if  the  bleeding  continue,  the  coagu- 
lum  may  extend  from  this  point  laterally  on  each  side.     If  the 
bleeding  vessel  be  behind  the  uterus,  the  coagulum  will  be  there 
evident.     The  pelvic  viscera  become  dislocated  by  the  tumour 
resulting  from  the  coagulation,  to  a  degree  necessarily  dependent 
:  on  the  extent  of  the  haemorrhage.    The  tumour  may  extend  from 
I  the  pelvis  high  up  into  the  abdomen.     The  physical  character 
'  of  the  tumour,  as  regards  hardness,  softness,  etc.,  is  subject  to 
(  vaiiations  of  the  same  kind  as  detailed  in  the  case  of  extra-peri- 
\  toneal  haemorrhage.     In  fact,  so  nearly  do  the  physical  characters 
I  presented  by  the  tumour  in  extra-  and  intra-peritoneal  haemorrhage 
agree,  that  it  is  hardly  possible  during  life  to  distinguish  them. 
The  tumour  in  both  cases  may  rise  high  above  the  pelvis  into  the 
abdomen ;  in  the  extra-peritoneal  form  it  may  be  extremely  large, 
j  The  symptoms  do  not,  as  far  as  can  be  ascertained,  differ  in  the 
1  two  cases  ;  and  that  this  is  true  may  be  judged  of  by  the  fact  that 
it  is  disputed  whether  in  the  majority  of  cases  the  haemorrhage  is 
intra-  or  extra-peritoneal.     In  the  extra-peritoneal  haematocele 
the  tumour  may  reach  lower  down  in  the  pelvis  ;  an  haematocele 
tumour  found  extending  upwards  from  the  vulva  into  the  pelvis 
would  almost  certainly  be  extra-peritoneal ; '  the  reflexions  of  the 
i  peritoneum  would  prevent  such  a  descent  of  the  tumour  in  the 
intra-peritoneal  form.     With  this  exception,  there  appears  to  be 
hardly  anything  in  the  physical  characters  of  the  tumours  in  the 
two  cases  to  distinguish  them.     The  changes  which  are  observed 
in  the  coagulum  formed  do  not  materially  differ,  whether  the 
haemorrhage  be  intra-  or  extra-peritoneal.    Absorption,  softening, 
abscess — these  are  effects  which  may  equally  result.     A  tarry, 
syrupy  condition  of  the  contents  is  generally  observed  when  the 
blood  is  not  soon  absorbed  ;  the  blood  corpuscles  become  shrivelled 
and  contorted,  mixed  up  with  pus  cells,  crystals,  patches  of  pigment, 
etc.    It  not  unfrequently  happens  that  the  tumour,  at  first  small, 
becomes  enlarged  at  the  next  menstrual  period,  from  a  recm-rence 
'  of  haemorrhage.     Meanwhile,  inflammatory  action  goes  on,  and 
during  the  progress  of  the  combined  and  simultaneous  effusion 
and  inflammation  the  tumour  increases. 

'  It  is,  however,  important  to  recoUecl,  as  Dr.  Phillips  has  pointed  ont,  that 
the  retro-uterine  pouch  descends  very  low  in  certain  cases,  so  far,  indeed  as 
to  allow  an  effusion  of  blood  within  it  to  approach  more  closely  than  would  have 
been  supposed  possible  to  the  vulvar  aperture.  See  Obst.  Trans,  vol.  xiii.  p.  179 
Mr.  Spencer  Wells  also  considers  that  the  retro-uterine  pouch  extends  lower  thau 
has  been  generally  supposed.  The  life-size  drawings  in  this  edition  are  altered 
so  as  to  represent  this  revised  view  of  the  subject. 
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We  may  now  pass  on  to  the  consideration  of  the 

CAUSES  OE  PERI-UTERINE  HEMATOCELE. 

Under  this  head  will  be  included  all  cases  in  which  an  effusion 
of  blood  takes  place  in  the  neighbourhood  of  the  uterus  so  as 
to  constitute  a  tumour  perceivable  through  the  vaginal  walls, 
whether  intra-  or  extra-peritoneal. 

Rupture  of  some  one  of  the  vessels  in  the  uterine  or  ovarian 
plexus. — It  has  been  already  (see  '  Phenomena  of  Menstruation,' 
p.  12)  pointed  out  that  the  stratum  of  blood-vessels  forming  a 
thick  network  immediately  external  to  the  uterus  undergo,  under 
various  circumstances,  a  kind  of  erection,  in  process  of  which  they 
become  greatly  distended  and  enlarged,  and  that  this  erection 
occurs,  in  all  probability,  during  menstruation,  during  intercom-se, 
and  under  other  circumstances.  Lying  beneath  the  ovary,  in  the 
folds  of  the  broad  ligament,  there  is  also  a  rich  plexus  of  vessels — 
the  pampiniform  plexus,  together  with  a  mass  of  tortuous  vessels 
now  known  as  the  bulb  of  the  ovary ;  all  these  vessels  are  also 
susceptible  of  great  enlargement.  The  functional  activity  of  the 
uterus  and  ovaries  is  thus  connected  with  a  considerable  engorge- 
ment and  distension  of  the  plexuses  of  vessels  now  referred 
to.  The  tissues  of  the  uterus  and  of  the  ovaries  are  doubtless 
congested  at  the  same  time  ;  but  it  is  evident  that  when  blood 
is  determined  to  the  internal  generative  organs,  the  greater  part 
of  it  goes  to  distend  the  very  large  and  numerous  vessels  in  the 
uterine  and  the  pampiniform  plexuses  and  the  ovarian  bulb 
respectively. 

Dr.  Savage  *  points  out  the  particularly  free  communication 
which  subsists  between  the  perinseal  and  pelvic  venous  systems, 
and  that  these  veins  are  unprovided  with  valves.  The  plexus  of 
veins  round  the  uterus,  round  the  vaginal  canal,  round  the 
urethra,  and  round  the  entrance  of  the  vagina,  enjoy  free  com- 
munication one  with  the  other.  Dr.  Savage  points  out  also  the 
valuable  obvious  inferences  derivable  from  these  considerations,  in 
reference  to  the  etiology  and  progress  of  haematoceles  at  the  puden- 
dal region.  The  enormous  haemorrhage  sometimes  observed  in 
cases  of  rupture  of  vaginal  varices,  etc.,  is  thus  intelligibly  ex- 
plained. The  number  and  size  of  the  veins  constituting  the 
plexuses  of  the  female  generative  organs  predispose  to  the  occur- 
rence of  hoematoceles. 

•  Plate  IV.  loc.  cit. 
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The  foregoing  facts  have  a  very  important  bearing  on  the 
present  question  ;  they  afford  us  the  means  of  explaining  satis- 
factorily why  it  is  that  haemorrhage  is  liable  to  occur  in  the 
connective  tissue  around  the  uterus,  and  in  the  folds  of  the  broad 
ligament.  The  clinical  facts  amply  bear  out  the  conclusions  de- 
ducible  from  physiological  considerations.  Eupture  of  some  one  of 
these  vessels  may  be  produced  by  violent  or  immoderate  sexual 
intercourse,  by  undue  bodily  exertion  of  any  kind  during  menstru- 
ation, and  probably  under  other  circumstances  also-  When  a  vessel 
has  given  way,  the  effusion  of  blood  may  be  trifling  or  considerable, 
according  to  circumstances.  In  some  cases,  the  first  hcemorrhage 
is  slight,  but  under  reapplication  of  the  exciting  cause  it  recurs, 
and  finally  a  tumour  of  considerable  size  is  formed.  The  seat  of 
the  ruptured  vessel  determines  the  position  of  the  tumour. 
When  the  uterine  plexus  is  implicated,  the  haemorrhage  is 
probably  almost  always  extra-peritoneal ;  but  if  the  rupture  affect 
a  vessel  in  the  pampiniform  plexus  or  in  the  ovarian  bulb,  the  haemor- 
rhage may  readily  occur  into  the  peritoneal  cavity,  although  more 
generally  it  probably  occurs  within  the  folds  of  the  broad  ligament, 
and  is  extra-peritoneal.  The  intra- peritoneal  cases  are  most  likely 
to  prove  fatal,  apparently  because  there  is  less  limit  to  the  amount 
of  haemorrhage.  A  '  varicose  '  condition  of  the  vessels  in  the  pam- 
piniform plexus  has  been  noted  in  some  cases  where  rupture  into 
the  peritoneal  cavity  has  occurred;  and  it  is  rational  to  infer,  in 
many  cases,  the  existence  of  a  chronic  varicose  condition  of  the 
uterine  and  ovarian  plexus  of  veins. 

It  is  my  impression  that,  in  by  far  the  majority  of  cases,  the 
source  of  the  haemorrhage  giving  rise  to  the  tumours  classed  under 
the  term  '  peri-uterine  haematocele,'  is  that  which  has  been  now 
indicated.  On  this  point,  however,  there  is  difference  of  opinion. 
In  most  cases  of  peri-uterine  haematocele,  the  patients  recover, 
and  the  anatomical  evidence  is  wanting.  Dr.  Matthews  Duncan  ^ 
has  well  argued  the  question  from  this  j)oint  of  view.  His  experi- 
ence has  convinced  him  that  the  extra-peritoneal  form  of  htemor- 
rliage  is  probably  a  common  form  of  the  disease,  the  clinical  facts 
which  have  come  under  his  observation  having  been  opposed  to 
the  conclusion  that  an  intra-peritoneal  seat  of  the  effusion  was 
possible  in  certain  of  the  cases  related.  Dr.  Duncan  admits,  in 
common  with  other  recent  authorities,  that  the  effusion  is  intra- 
l)eritoneal  in  many  cases.  From  Dr.  Tuckwell's  analysis  of  pub- 
lished cases  it  appears  that  the  effusion  was  intra-peritoneal  in 
'  '  On  Uterine  Ha;matocelo,'  Ed.  Med.  Journ.    Nov.  1862, 
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thirty-eight  out  of  forty-one  cases,  where  a  xjost-mortem  exaininu- 
tion  was  made ;  there  can  be  little  doubt,  in  fact,  that  in  the  fatal 
cases  the  effusion  is  far  more  frequently  intra-peritoneal ;  but  this 
does  not  of  course  imply  an  absolute  numerical  preponderancy  for 
the  intra-peritoneal  cases. 

Dr.  Savage,!  whose  careful  and  beautifully  illustrated  work 
on  the  female  generative  organs  the  profession  is  much  indebted, 
observes  :  '  Viewing  the  fixed  relations  of  the  pelvic  peritoneum, 
which  so  far  as  is  known  are  disturbed  only  through  the  slow  dis- 
integrating process  attending  the  formation  of  matter,  a  subperito- 
neal hsematoma  of  large  size  would  aj^pear  an  impossibility.'  But 
it  appears  to  me  that  the  facts  known  to  us  in  relation  to  the 
rapidly  occurring,  very  considerable  infiltrations,  which  are  witnessed 
in  the  first  stage  of  certain  cases  of  pelvic  cellulitis,  before  there 
has  been  any  change  of  a  disintegrating  character,  sufficiently 
show  that  these  pelvic  peritoneal  structures  do  not  offer  material 
obstruction  to  the  occurrence  of  large  effusions  beneath  them. 
The  non-fatal  tendency  of  the  extra-peritoneal  haemorrhages  put 
it  out  of  our  power  to  adduce  'post-mortem  data,  comparable  in 
number  to  the  other  class  of  cases  when  the  hasmorrhaofe  is  un- 
doubtedly  intra-peritoneal. 

Lastly,  clinical  facts  show  that  a  tumour  originally  seated  in 
the  broad  ligament  or  elsewhere  may  burst  into  the  peritoneum, 
and  secondary  haemorrhage  of  very  serious  imjDort  may  thus 
occur. 

Apoplexy  and  rupture  of  the  ovary. — Under  this  head  may 
be  included  some  few  cases  of  peri-uterine  haematocele.  Col- 
lections of  blood  may  be  formed  in  the  substance  of  the  ovary, 
probably  seated,  as  a  rule,  in  an  enlarged  Graafian  follicle,  and 
constituting  a  sort  of  haematic  cyst.  This  cyst  may  become 
ruptured,  and  blood  extravasated  into  the  peritoneal  cavity.  The 
formation  of  these  hsematic  cysts  in  the  first  instance  is  involved 
in  obscurity,  but  the  explanation  of  their  formation  is  probably 
the  following :  A  Grraafian  follicle  does  not  burst,  as  it  should 
do.  into  the  Fallopian  tube  ;  htBmorrhage  takes  place  within  it ;  it 
enlarges  from  conr.inuance  of  the  bleeding,  and  rupture  occurs.  1 
have  occasionally  found  Graafian  follicles  pathologically  increased 
in  size,  and  containing  very  large  clots.  In  certain  blood  disease.^, 
hsematic  cysts  of  the  ovary  thus  formed  may  probably  attain  a 
considerable  size. 

Hoimorrhage  during  menstruation  from  the  Graafian  follicle 

'  Oj).  eit.  Plate  vi. 
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into  the  ^peritoneal  cavity.— This  class  of  cases  is  one  of  great 
interest.     Normally,  a   certain   amount   of  haemorrhage— the 
'  menstruation  of  the  follicle,'  as  Dr.  Tyler  Smith  has  termed  it 
—occurs  before  the  dehiscence  takes  place.    The  transfer  of  the 
ovule  from  the  cavity  of  the  follicle  to  the  canal  of  the  Fallopian 
tube  is  attended  probably  with  discharge  also  of  some  of  the 
blood  from  the  follicle  into  the  tube.    After  dehiscence  has  oc- 
curred we  find  a  coagulum  of  blood  in  the  ruptured  Graafian 
follicle — a  coagulum  ordinarily  the  size  of  a  nut.    Now  it  is 
evident  that  a  derangement  or  disturbance  of  this  physiological 
process  may  give  rise  to  haemorrhage  into  the  peritoneal  cavity. 
If  the  tube  be  not  accurately  applied  to  the  follicle,  the  blood 
and  ovule  together  may  escape  into  the  abdominal  caAaty — when 
the  ovule  has  been  fecundated  such  an  accident  may  result,  as 
the  occun'ence  of  cases  of  extra-uterine  pregnancy  proves — and 
if  blood  continue  to  be  poiu-ed  out  from  the  interior  of  the  follicle, 
the  blood  must  either  distend  the  follicle  itself  or  escape  into 
the  peritoneal  cavity.    We  have  no  means  of  knowing  what  is  the 
normal  amount  of  secretion  of  blood  from  the  interior  of  the  follicle. 
It  has  been  ordinarily  assumed  that  the  quantity  is  trifling. 
There  is,  however,  no  proof  of  this ;  and  indeed  there  are  very 
good  reasons  for  believing,  with  Gallard,  that  ordinarily  a  not  in- 
considerable portion  of  the  menstrual  discharge  itself  is  derived 
from  the  follicle,^  which  latter,  as  is  rendered  probable  from  the 
researches  of  Eouget,  remains  closely  grasped  by  the  fimbriae 
during  the  whole  period  of  menstruation.    If  this  latter  opinion 
be  correct,  it  will  be  evident  that,  if  from  any  accident  the  normal 
path  for  the  follicular  haemorrhage — that  is,  the  Fallopian  tube — 
be  not  available,  intra-peritoneal  haemorrhage  will  result.    If  the 
condition  of  the  blood  be  such  as  to  favour  haemorrhage — as  in 
fe  vers,  anaemia,  chlorosis,  purpura,  etc. — the  effects  of  such  an 
accident  are  intensified. 

The  peri-uterine  haematocele  due  to  this  case  would  be  intra- 
peritoneal. The  formation  of  an  haematic  ovarian  cyst  might 
2)recede  the  abdominal  haemorrhage. 

Haemorrhage  from  the  uterus  and  Fallopian  tubes  into  the 
peritoneal  cavity. — When  the  menstrual  product  is  prevented 
escaping  by  the  normal  outlet,  by  congenital  absence  of  such 
outlet,  or  by  acquired  stricture  or  closm-e  of  the  same,  reflux  of 
the  blood  may  occur  through  the  Fallopian  tubes  into  the  peri- 
toneal cavity,  and  formation  of  a  peri-uterine  hiematocele.  This 

'  See  a  memoir  by  Gallard,  Arch.  Gen.  do  Med.    Oct.,  Nov.,  and  Dec.  1860 
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is  a  class  of  cases  in  illustration  of  which  very  considerable 
labour  has  been  bestowed  by  Bernutz,  in  the  work  previously 
alluded  to. 

Whatever  may  lead  to  menstrual  retention  may  end  in  pelvic 
hyemorrhage.  In  the  congenital  cases  of  this  kind  the  menstrual 
retention  is  associated  with  atresia  of  the  cervix  uteri,  with 
absence  of  the  vagina,  or  with  imperforate  hymen.  In  Avomen 
who  have  menstruated,  menstrual  retention  may  occur  from 
chronic  inflammation  of  the  cervix  uteri  closing  the  os  uteri, 
or  materially  narrowing  it ;  from  traumatic  influences  during 
parturition,  or  otherwise;  from  cancer,  etc.  And  there  may  be 
menstrual  retention  in  cases  where  a  slight  menstrual  discharge 
is  apparently  going  on ;  the  secretion  of  blood  in  the  uterus 
may  be  .so  great  that  the  os  uteri  is  too  small  to  allow  of  its 
escape.  Hgemorrhage  into  the  peritoneal  cavity  from  the  uterus 
and  Fallopian  tubes,  one  or  both,  may  thus  arise,  either  in 
connection  with  profuse  menstruation  or  after  parturition,  or  after 
abortion. 

More  commonly  the  peri-uterine  hsematocele  originates  at  a 
menstrual  period,  the  haemorrhage  being  preceded  by  suppression 
or  by  profuse  menstruation;  it  has  almost  always  been  noted 
that  menstruation  was  previously  irregular.  There  may  or  there 
may  not  be,  concurrently  with  the  internal  ha3morrhage,  an  ex- 
ternal one. 

Rupture  of  the  foetus-containing  cyst  in  extra-uterine 
'pregnancy. — The  symptoms  produced  by  the  haemorrhage  which 
occurs  uiider  these  circumstances  are  generally  very  severe. 
The  blood  is  effused  into  the  peritoneal  cavity,  often  in  great 
quantity. 

The  physical  characters  of  the  tumour  produced  by  the  effused 
blood  resemble  those  observed  in  other  cases.  Frequently  death 
occurs  before  the  tamour  has  become  developed  and  distinct. 
This  rupture  is  most  liable  to  occur  when  the  foetus  is  contained 
in  the  Fallopian  tubes,  and  most  frequently  the  accident  happens 
between  the  second  and  fourth  month  under  such  circumstances. 

Rupture  of  cyst  of  the  broad  ligament,  as  in  a  case  recorded 
by  Dr.  M.  A.  Fallen.^ 

Rupture  of  the  gravid  uterus  itself  is  one  of  the  causes  of 
intra-peritoneal  heemorrhage,  though  such  an  accident  properly 
belongs  to  obstetrics  proper.    The  blood  found  in  the  peritoneum 

'  Arner.  Journ.  of  Obst.  vol.  ix.  p.  Gi). 
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would  naturally  collect  in  the  retro-uterine  pouch  under  such 
circumstances. 

RuptiLve  of  hcBmorrholdal  veins.— Sir  J.  Y.  Simpson  men- 
tions a  case  *  in  which  a  considerable  tumour  situated  between  the 
vagina  and  rectum  consisted  of  a  coagulum — the  result  of  haemor- 
rhage from  one  of  the  haemon'hoidal  vessels. 

Hcemorrhage  from  vessels  of  the  peritoneum  and  other 
sources. — Bernutz^  describes  a  form  of  hsematocele  resulting 
from  hoemorrhagic  pelvi-peritonitis.  Ferber,^  Virchow,  Eockwitz, 
and  Schroeder*  have,  in  reference  to  the  general  etiology  of 
hsematocele,  drawn  attention  to  the  possibility  of  haemorrhage 
occurring  from  the  capillaiies  formed  in  the  false  membranes 
covering  the  pelvic  viscera,  the  false  membranes  being  the  result 
of  local  inflammatory  action.  This  haemorrhage  is  analogous  to 
that  observed  by  Virchow  in  haematoma  of  the  dura  mater,  in 
which  case  the  blood  is  effused  between  successive  layers  of  in- 
flammatory membrane. 

Here  also  may  be  mentioned  the  rare  accident,  bursting  of 
an  aneurism  into  the  abdomen,  the  coagulum  from  which  might 
be  so  situated  as  to  give  the  physical  characters  of  a  peri-uterine 
haematocele. 

Also,  cases  of  the  kind  to  which  Dr.  M'Clintock  has  drawn 
attention,  and  which,  so  far  as  at  j^resent  known,  are  very  rare, 
viz.  the  effusion  of  blood  into  the  tissue  of  the  uterus  itself:  the 
cervix  uteri  is  the  part  affected.  These  cases  -occur  only  during, 
or  immediately  after,  jDarturition. 

Constitutional  causes  of  peri-uterine  hcematocele. — Any  con- 
dition of  the  system  at  large  favouring  the  production  of  haemor- 
rhage, may  alone,  or  concurrently  with  some  one  of  the  causes 
already  mentioned,  give  rise  to  peri-uterine  haemorrhage.  The 
presence  of  fevers,  small-pox,  etc.,  has  in  some  recorded  cases  been 
associated  with  peri-uterine  haematocele,  the  menstrual  function 
becoming  thus  disturbed  or  disarranged  in  its  performance.  A 
watery  condition  of  the  blood,  such  as  is  present  in  anaemic  indi- 
viduals, chlorosis,  purpura,  or  other  blood  disorders  which  may  be 
considered  as  predisposing  to  the  occurrence  of  haemorrhage  at  a 
menstrual  period,  may,  in  the  manner  previously  pointed  out,  be 
the  cause  of  the  peri-uterine  haemorrhage.  Trousseau  termed 
cases  of  this  kind  '  cachectic '  haematoceles. 

'  '  On  Pelvic  Haematoma,'  Meel.  Times  and  Oaz.  vol.  ii.  ISoO. 

'  Op.  cit.  8  Arch.f.  TTeilh.  1802,  No.  5,  p.  431. 

*  New  Si/d.  Son.  Yaor  Jino]/.,  1869-70,  p.  .^78. 
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Traumatic  causes. — It  appears  probable  that  in  not  a  few- 
cases  peri-uterine  hoematocele  is  produced  by  actual  laceration  or 
stretching  of  vessels  in  the  pelvis,  the  result  of  displacement  of 
the  uterus.  That  vessels  do  become  lacerated  is  certain  ;  that 
there  are  various  diseases  of  the  vessels  in  question  which  predis- 
pose to  such  rupture  is  well  known.  Although  in  some  few  cases 
the  occurrence  of  the  escape  of  the  blood  may  occur  without  special 
exciting  cause,  it  is  yet  the  fact  that  in  most  cases  unusual 
physical  exertion  of  some  kind  has  preceded  the  event,  such 
exertion  in  fact  as  would  be  likely  to  originate  or  intensify  a  dis- 
placement of  the  uterus.  It  is  a  clinical  feature  of  such  cases  also 
that  the  accident  is  more  liable  to  occur  at  the  time  of  the  men- 
strual period,  or  just  before  it  or  immediately  after  it. 

Hcematocsle  j)i'oduced  hy  antevsrsion  of  thz  uterus. — Not  long  since  a 
case  was  under  my  observation  in  University  College  Hospital  which 
suggested  the  above  generalisation.  The  patient  was  a  cook  having 
much  standing  and  lifting  to  do.  She  became  affected  with  psri-uteriiie 
hsenaatocele.  When  the  effusion  had  much  diminished  in  size  she  was 
allowed  to  get  up,  but  was  again  seized  with  pain,  and  it  was  then  found 
that  the  uterus  had  become  anteflexed,  apparently  as  the  result  of  the 
movement,  and  that  there  was  a  recurrence  of  the  effusion  of  blood. 
After  an  interval  of  rest  she  was  again  allowed  to  get  up,  whereupon 
the  same  event  as  before  Wiis  noticed,  viz.  pain,  anteflexion,  and  further 
hfemorrhage.  A  pessaiy  was  aj>pHec]  before  the  patient  was  next  allowed 
to  get  up,  and  there  was  no  further  hremorrhage.  In  this  case  it  seemed 
as  if  the  stretching  of  the  tissues  at  the  posterior  aspect  of  the  uterus 
(where  the  effusion  occurred),  which  resulted  from  the  anteflexion,  had 
given  rise  to  laceration  of  vessels  in  that  region,  and  that  this  was  the 
explanation  of  the  haemorrhage. 

RESULTS. 

Absorption  of  the  coagulum  is  the  most  common  event, 
and  this  is  the  most  favourable  termination.  In  some  cases  the 
blood  tumour  bursts  into  adjacent  viscera.  The  bowel  is  the 
outlet  most  commonly  chosen,  and  the  syrupy  contents  of  the 
cavity  then  escape  by  stool,  or  flesh-like  masses  are  passed  in  this 
manner  from  time  to  time,  the  tumour  diminishing  in  size  as  this 
goes  on.  The  tumour  may  burst  into  the  vagina.  It  may 
burst  also  into  the  peritoneum,  having  been  primarily  either  en- 
tirely extra-peritoneal,  or  else  encysted  in  the  peritoneal  cavity. 
This  latter  termination  is  the  most  unfavourable,  and  it  occurs 
more  particularly  in  those  cases  where  there  is  a  recurrence  of 
hcemorrhage. 
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DIA(tNOSIS. 

In  cases  of  iDeri-uterine  hgematocele,  a  defined  tumour,  or  a 
hardness,  resistance,  and  dulness  not  well  defined,  may  be  found 
to  extend  upwards  a  variable  distance  above  the  brim  of  the 
pelvis.  It  may  reach  beyond  the  umbilicus.  There  is  in  such 
cases  an  effusion  of  blood,  and  this  blood,  at  first  fluid,  afterwards 
coagulated,  forms  the  intumescence.  The  history  of  such  cases 
is  peculiar,  the  formation  of  the  swelling  occurs  quickly,  is 
attended  with  alarming  faintness  and  prostration,  and  with  an 
assemblage  of  symptoms  which  have  been  already  alluded  to  (see 
chapter  on  '  Menorrhagia  ').  The  physical  characters  of  the  tumour 
vary  according  to  the  stage  at  which  the  observation  is  made. 
Ketention  of  urine,  which  may  be  produced  by  the  condition  in 
question,  might  possibly  mask  the  true  nature  of  the  case  ;  the 
distension  of  the  bladder  might,  under  such  circumstances,  dis- 
guise the  other  swelling. 

One  form  of  ovarian  disease  might  be  confounded  with  peri- 
uterine hsematocele  ;  thus,  in  one  of  an  interesting  series  of  cases, 
related  by  Dr.  M'Clintock,  the  tumour  due  to  the  haematocele  was 
for  a  time  considered  to  be  an  ovarian  tumour,  into  which  haemor- 
rhage had  occurred.  The  principal  points  to  be  borne  in  mind  in 
the  diagnosis  of  tumours  suspected  to  be  due  to  hsematocele  are, 
the  sudden  occurrence  of  the  swelling,  the  previous  occurrence  of 
marked  menstrual  disturbance  of  some  kind,  and  the  peculiar  feel 
communicated  by  the  tumour.  The  preceding  menstrual  symptoms 
are  the  least  constantly  significative. 

The  vaginal  examination  is  very  important.  A  tumour  can 
generally  be  felt  through  the  vaginal  walls,  and  constituted  by  the 
presence  of  blood,  or, masses  of  blood-coagulum  in  various  stages 
of  transformation,  and  of  very  various  size. 

The  tum:)ur  so  constituted  has,  as  a  rule,  the  following  general 
characteristics  :  Its  form  is  rounded,  it  is  tolerably  well  defined, 
may  be  hard  or  soft,  according  to  circumstances  presently  to  be 
pointed  out ;  usually  limited  to  one  side  of  the  pelvis — the  poste- 
rior and  lateral  aspects  more  particularly ;  in  some  cases  the  tumour 
is  felt  to  surround  the  uterus  on  all  sides.  The  vaginal  wall  is 
pressed  downwards,  and  its  canal  thus  encroached  upon,  according 
to  the  size  and  relations  of  the  tumour. 

The  physical  examination  of  the  tumour,  as  effected  by  a 
vaginal  digital  examination,  may,  or  may  not,  enable  us  to  arrive 
at  a  diagnosis  of  its  nnture,  hut  the  physical  examination,  the 
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symptoms  presented  by  the  patient,  and  the  history  of  the  case, 
taken  together,  usually  render  the  formation  of  a  diagnosis  com- 
paratively easy. 

The  history  is  of  the  most  assistance  in  a  doubtful  case.  The 
tumour  most  resembles  that  produced  by  pelvic  cellulitis ;  from  it 
it  is  distinguished  by  the  suddenness  of  its  occurrence,  by  the  ab- 
sence of  that  hot,  puffy  condition  of  the  vagina  characteristic  of 
the  induration  stage  of  pelvic  cellulitis,  by  the  absence  of  consti- 
tutional fever,  and  by  the  absence  of  the  thickened  brawn-like 
condition  of  the  vaginal  wall.  The  tenderness  may  be  pretty  nearly 
equal  in  both.    In  some  cases,  the  haemorrhagic  effusion  under- 
goes after  a  time  suppuration,  and  the  physical  characters  may  then 
be  identical  with  those  of  pelvic  abscess.    It  will  thus  be  seen  that 
the  diagnosis  of  h£ematocele  from  abscess  is  at  first  easy,  but  that 
it  may  be  more  difficult,  later.    From  fibroid  tumour,  peri-uterine 
hsematocele  is  distinguished  by  its  w^ant  of  uniformity  and  com- 
parative want  of  solidity.    The  diagnosis  of  (unruptured)  extra- 
uterine pregnancy,  from  peri-uterine  hsematocele,  may  be  difficult 
in  some  cases,  especially  when  a  haemorrhagic  discharge  is  present. 
In  extra-uterine  pregnancy  the  uterus  is  enlarged,  but  enlargement, 
or  at  all  events  elongation,  of  the  uterus  may  also  be  observed  in 
hsematocele  (Duncan).    If  the  case  were  one  of  suspected  extra- 
uterine pregnancy  at  about  four  months,  the  absence  of  the  general 
symptoms  of  hgematocele  would  be  confirmatory  of  the  suspicion. 
Eetroversion  of  the  gravid  uterus  has  been  confounded  with  peri- 
uterine hsematocele  ;  but  a  careful  consideration  of  the  case  should 
prevent  a  repetition  of  such  an  error. 

Ovarian  tumours  in  ordinary  cases  could  not  be  mistaken  for 
hgematocele  unless  the  ovarian  cyst  were  in  a  state  of  inflammation, 
and  the  previous  existence  of  the  ovarian  tumour  unknown. 

In  the  majority  of  cases  the  occurrence  of  the  symptoms  at  a 
catamenial  j)eriod,  their  instantaneousness,  and  the  simultaneous 
appearance  of  a  tumour  rather  soft  or  fluctuating,  and  of  tolerably 
defined  character,  pressing  on  the  vaginal  walls — these,  taken  toge- 
ther, indicate  a  haemorrhage  in  the  neighbourhood  of  the  uterus. 
In  those  cases  of  peri-uterine  hsematocele,  however,  where  the  de- 
velopment of  the  tumour  is  more  insidious,  there  being  an  absence 
of  marked  .symptoms  at  time  of  the  occurrence  of  the  effusion,  the 
diaofnosis  is  more  difficult.  In  these  latent  cases  the  effusion  is  at 
first  slight,  and  the  tumour  slowly  increases  in  size. 

In  doubtful  cases,  the  use  of  the  fine  aspirating  trochar  is  of 
great  service  in  aiding  the  diagnosis  under  sucli  circumstances. 
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When  the  tumour  is  posterior,  and  we  wish  to  ascertain  the  pre- 
sence of  fluctuation,  we  may  with  advantage  make  a  double  simul- 
taneous examination  from  the  rectum  and  the  vagina.  The  dia- 
gnosis of  cases  of  rupture  of  the  foetus-containing  cyst  in  extra- 
uterine pregnancy  from  cases  of  peri-uterine  hsematocele,  is  by  no 
means  easy.  In  cases  of  rupture  of  the  tube  in  Fallopian  preg- 
nancy, the  diagnosis  frequently  rests  chiefly  on  this,  that  the 
woman  known  to  be,  or  suspects  herself  to  have  been,  pregnant. 
The  attention  of  the  attendant  is  likely  to  be  diverted  from  the 
idea  of  pregnancy  by  the  losses  of  blood  which  appear  to  be  very 
frequently  present  in  extra-uterine  pregnancy,  and  which  are  erro- 
neously looked  on  as  evidence  of  menstruation. 

Lastly,  it  must  be  recollected  that  an  hsematocele  becomes  some- 
times converted  into  an  abscess :  when  this  is  the  case  a  careful 
investigation  of  the  history  and  physical  signs  alone  will  indicate 
the  actual  state  of  things  present. 

TREATMENT. 

When  death  occurs,  it  takes  place  usually  either  from  haemor- 
rhage and  collapse,  or  from  peritoneal  inflammation ;  the  indica- 
tions are,  tx)  arrest  the  hsemorrhage,  to  prevent  inflammation,  and, 
in  certain  cases,  to  promote  external  evacuation  of  the  exuded 
products. 

Plrst,  as  regards  the  hseniorrhage.  If  the  arrest  of  haemorrhage 
be  the  chief  indication,  which  will  be  judged  of  by  the  intensely 
pallid  and  faint  state  of  the  patient,  our  object  should  be  to  pro- 
mote coagulation  of  blood  already  effused,  and  to  check  the  flow 
of  blood  to  the  pelvic  organs.  One  of  the  most  important 
elements  in  the  treatment,  then,  should  be  the  observance  of 
■absolute  rest  in  the  horizontal  position,  not  only  during  the 
attack  itself,  but  between  and  during  the  succeeding  menstrual 
period.  Apphcation  of  cold  by  means  of  bladders  containing  ice, 
placed  over  the  pubes  and  the  lower  part  of  the  abdomen,  is  of 
essential  service.  As  a  further  help,  the  injection  of  iced  water 
into  the  rectum  might  be  suggested.  The  administration  of  food 
and  drink  requires  careful  consideration.  If  the  patient  were 
previously  anaemic,  or  if  there  were  reason  to  believe  that  the 
haemorrhage  was  produced  or  kept  up  by  the  watery  or  vitiated 
character  of  the  circulating  fluid,  a  more  liberal  diet  would  be 
necessary ;  but  under  other  circumstances,  and  during  the  acute 
stage,  food  and  drink  should  be  moderate  in  amount.    For  the 
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relief  of  the  great  prostration  and  collapse  present  in  many 
cases,  br^indy  or  other  stimulants  should  be  liberally  administered. 
Internal  remedies — hsemostatics,  as  they  are  termed  —are  of  assist- 
ance in  checking  the  hflemorrhage  under  these  circumstances; 
iron,  ergot,  sulphuric  acid,  are  preferable. 

In  cases  of  intra-peritoneal  haemorrhage  so  excessive  as  io 
actually  threaten  dissolution— as  in  cases  of  rupture  of  the  ftetus- 
containing  cyst  in  extra-uterine  pregnancy,  it  becomes  a  question 
whether  surgical  means  should  not  be  employed  for  the  arrest  of 
the  bleeding— the  abdomen  to  be  opened  as  in  the  operation  of 
ovariotomy,  and  the  bleeding  portions  secured.  There  is  no 
question  that  this  method  of  treatment  is  justifiable  and  even 
necessary  in  the  cases  above  supposed,  the  only  difficulty  being  in 
making  an  exact  diagnosis  of  the  condition  present.  This  opera- 
tion will  no  doubt  be  performed,  and  death  from  haemorrhage 
averted,  when  the  diagnosis  of  such  cases  is  better  understood. 

The  question  as  to  the  propriety  of  puncturing  the  tumour 
when  such  urgent  symptoms  are  not  present  is  one  on  which 
some  difference  of  opinion  exists  ;  some  practitioners  advocating 
it,  while  others  reject  it,  or  limit  it  to  those  cases  in  which  the 
effusion  is  not  intra-peritoneal  at  all-  As  a  rule,  it  is  better  to 
interfere  surgically  as  little  as  possible,  for,  by  making  a  puncture, 
there  is  fear  of  giving  rise  to  inflammation  of  the  interior  of  the 
sac,  to  purulent  infection,  and  the  fatal  consequences  of  the  same. 
Trousseau,^  in  an  admirable  clinical  lecture  on  the  subject,  ex- 
pressed himself  as  opposed  to  puncture.  Professor  Braun,  of 
Vienna,  states  that  in  six  cases  where  puncture  and  evacuation  of 
the  sac  was  performed,  cure  followed.  In  three  cases  he  adopted 
a  passive  treatment,  with  like  success. 

Sir  J.  Y.  Simpson  recommended  that  an  opening  should  be 
made,  if  the  tumour  be  enlarging  from  inflammation  or  other- 
wise. Nelaton  and  Voisin  limit  surgical  interference  to  cases 
where  there  is  violent  pain  with  increase  in  size,  and  threatened 
rupture  into  the  peritoneal  cavity. 

The  view  taken  of  this  question  by  Dr.  Matthews  Duncan  is  to 
the  following  effect :  If  the  blood  remain  in  form  of  clot,  it  is 
likely  to  be  absorbed,  and  in  such  a  case  puncture  is  not  required. 
When  liquefaction  occurs.  Dr.  Duncan  believes  that  the  blood 
becomes  mixed  with  pus  and  is  almost  sure  to  be  discharged,  and 
in  these  cases  operative  interference  may  be  required.  The  prac- 
titioner has  then  to  determine  whether  he  will  leave  the  case  to 
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nature,  or  interfere  ;  in  some  cases,  it  is  often  good  practice  to 
open  the  sac,  in  others  it  is  the  only  good  practice.  The  operation 
is  undertaken  to  avert  a  threatened  rupture,  or  with  the  view  of 
shortening  and  assuaging  the  sufferings  of  the  patient.  Pr. 
M'Clintock,  who  had  had  a  considerable  number  of  cases  under  his 
care,  was  opposed  to  the  use  of  the  trochar,  unless  urgent  symp- 
toms were  manifested  in  consequence  of  the  bulk  or  mechanical 
pressure  of  the  tumour ;  and  not  even  then,  unless  it  were  in  the 
chronic  stage.'  Dr.  Meadows  argues  in  favour  of  operative  inter- 
ference in  cases  where  the  swelling  is  so  great  that  the  uterus  is 
pushed  against  either  sacrum  or  pubes,  making  both  micturition 
and  defoecation  a  matter  of  great  difficulty,  while  the  swelling 
rises  considerably  above  the  pelvic  brim.  He  justifies  his  opinion 
by  reference  to  the  high  mortality  of  Bernutz's  cases.  Dr.  Barnes' 
views  are  more  in  accordance  with  those  of  Dr.  Matthews  Duncan. 
For  my  own  part,  in  the  cases,  some  twenty  or  twenty-five,  of  the 
more  severe  character,  which  have  come  under  my  notice,  I  have 
not  once  employed  puncture,  though  in  one  case  I  was  on  the 
point  of  doing  so.  I  have  only  met  with  one  fatal  case.  It  appears 
on  the  whole  that  a  puncture  carefully  made,  and  so  as  to  avoid 
risk  of  introduction  of  air,  would,  in  a  severe  case,  shorten  the 
duration  of  the  malady,  but,  as  a  general  rule,  I  am  certainly 
decidedly  opposed  to  puncture. 

The  difficulties  of  the  operation  are  often  not  inconsiderable, 
and  great  care  is  required  not  to  wound  the  bladder  or  other 
viscera.  A  sound  should  be  passed  into  the  bladder  previously, 
in  order  to  render  evident  the  relation  of  this  viscus  to  the 
tumour.  In  operating,  the  point  which  projects  most  into  the 
vagina,  and  as  nearly  in  the  middle  line  as  the  nature  of  the 
case  admits,  should  be  chosen.  The  first  opening  made  should  be 
small,  but  when  it  is  perfectly  certain  that  the  cavity  is  reached 
it  should  be  enlarged.  A  large  opening  is  necessary  to  allow  of 
escape  of  clots.  Care  should  be  taken  to  prevent  access  of  air  to 
the  cavity,  and  slight  pressure  should  be  afterwards  continuously 
applied  over  the  abdomen.  If  pyaemic  symptoms  supervene,  they 
must  be  treated  by  copious  use  of  stimulants,  by  bark,  ammonia, 
etc.  Injection  of  the  cyst  with  water  is  not  to  be  recommended 
unless  the  discharge  has  become  putrescent. 

With  respect  to  those  cases  where  the  effusion  extends  high 
up  into  the  abdomen,  it  may  be  a  question  whether  to  perform 
an  abdominal  operation  or  not.    In  a  case  related  by  Dr.  Dnncnn 
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paracentesis  was  performed,  and  the  patient  recovered.  Such  an 
operation  is  only  admissible  in  exceptional  cases,  and  where  th(3 
tumour  is  very  large. 

Next,  with  reference  to  the  peritonitis.  The  great  pain  present 
in  these  cases  is  of  itself  an  evil,  and  it  must  be  treated  by  exhi- 
bition of  opium  in  sufficiently  large  doses.  The  most  appropriate 
anti-inflammatory  remedies,  supposing  such  to  be  used,  would 
seem  to  be  local  depletion  by  means  of  the  application  of  leeches 
over  the  hypogastrium  ;  such  local  depletion  will  also  lessen  the 
internal  effusion  of  blood.  Poultices  and  warmth,  so  useful  in 
ordinary  peritonitis,  would  seem  absolutely  contra-indicated,  in- 
asmuch as  the  haemorrhage  would  be  probably  increased  by  their 
use. 

The  subsequent  management  of  the  patient  will  require  caution. 
Everything  calculated  to  give  rise  to  excitement  or  congestion  of 
the  genital  organs  must  be  avoided.  The  patient  must  be  en- 
joined not  to  take  excessive  exercise,  to  live  moderately,  but  well. 
The  anaemic  condition  of  the  patient  generally  indicates  the  em- 
ployment of  tonics,  of  ferruginous  preparations,  etc.,  care  being 
taken,  while  restoring  the  strength  of  the  patient,  to  prevent 
premature  exercise  of  this  strength.  Sexual  intercourse  could  not 
with  propriety  be  allowed  until  after  the  lapse  of  some  months  at 
least.  A  patient  who  has  once  been  the  subject  of  peri-uterine 
hgematocele  requires  continuous  and  careful  watching  for  a  con- 
siderable period  ;  exertion  of  any  kind,  however  slight  in  degree, 
may  induce  recurrence  of  the  mischief,  if  undertaken  too  early. 
I  have  witnessed  one  case,  that  of  an  hospital  patient,  who  was 
the  subject  of  the  affection  three  times,  at  intervals  tolerably 
widely  separated. 
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PELVIC  CELLULITIS,  PELVIC  PERITONITIS,  AND  PELVIC 

ABSCESS. 

Peri-uterine  luflammation  ;  its  Frequency,  Nature,  and  Seat— Progress  and  Route 

taken  by  the  EflEused  Products — Symptoms  and  Effects  of  Pelvic  Cellulitis. 
Diagnosis. 

Seat  of  Intra-pelvic  Inflammatory  Affections — Question  of  Intra-  or  Extra-perito- 
neal discussed — Anatomy  of  Douglas  Pouch — Perimetritis  and  Pelvic  Peritonitis. 

Pelvic  Cellulitis. — Course  of  Effusion,  Resolution  or  Conversion  into  an 
Abscess — Causes — History. 

Pelvic  Abscess. 

I'ELVic  Peuitonitis. — Typical  Severe  Cases — Chronic  Cases. 
Treatment. — Great  necessity  for  Rest — Medicines — Diet- — Evacuation  of  the 
Abscess. 

The  aifections  classed  under  the  above  headings  are  of  great 
importance  and  interest.  These  affections,  moreover,  may  be 
said  to  be  peculiar  to  the  female  sex.  They  are  not  unfrequently 
masked  or  um-ecognised  until  an  advanced  period  of  their  j)rogress, 
and  the  consequences  are  frequently  in  the  highest  sense  of  the 
word  serious. 

The  affections  here  to  be  described  are  marked  by  occurrence 
of  effusion  of  morbid  products  into  the  space  surrounding  the 
uterus  and  ovaries,  and  by  the  transformations  undergone  by  these 
effused  matters,  one  of  which  transformations  is  the  conversion  of 
the  products  in  question  into  a  purulent  or  puriform  fluid. 
Tumours  of  varying  shapes  and  consistence  are  found  in  the 
progress  of  such  cases,  situated  generally  not  far  from  the  uterus 
and  interposed  between  it  and  one  side  or  other  of  the  pelvic 
wall.  These  tumours  appear  rapidly,  remain  generally  for  a  con- 
siderable time,  and  disappear  either  owing  to  gradual  absorption 
of  the  material  of  which  they  are  composed,  or  by  liquefaction 
and  bursting  of  the  tumour  at  the  surface  of  the  skin,  or  into 
the  peritoneal  cavity,  intestines,  or  bladder. 

The  effusions  appear  to  be,  frequently  at  all  events,  the  result 
of  the  introduction  of  an  irritant  from  without.  They  are  fre- 
quently witnessed  dm-ing  the  puerperal  state,  after  deliverv  at 
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term,  or  after  miscarriages  ;  may  result  from  operations-  on  the 
internal  or  external  generative  organs,  from  the  introduction  of  a 
tent  into  the  uterine  cervix,  or  from  the  performance  of  a  sever, 
operation  such  as  ovariotomy,  or  from  a  simple  operation  such  as 
the  removal  of  condylomata  from  the  labia.  These  affections  can 
hardly  be  said  to  be  known  as  idiopathic  affections. 

There  has  been  at  various  times  much  discussion  as  to  the 
comparative  freciuency  of  intra-peritoneal  and  extra-peritonea] 
pelvic  effusion,  and  it  is  remarkable  that  observers  as  a  rule  clas< 
themselves  very  decidedly  as  partisans  of  an  almost  exclusive 
view,  the  smaller  number  of  authorities  being  those  who  admit  a 
more  equal  distribution  of  the  cases  under  one  or  other  of  the  two 
categories. 

Fig.  164.' 


Thus,  on  the  one  hand,  we  have  authorities  who  contend  th\t 
in  the  large  majority  of  cases  where  inflammatory  effusions  occur 
in  the  pelvis  the  peritoneum  is  its  actual  seat ;  '  ^^elvic  peritonitis ' 
or  '  pelvi-peritonitis '  being  the  designation  employed. 

On  the  other  hand,  by  many  the  seat  of  the  effusion  is  believed 
to  be  in  the  majority  of  instances  the  cellular  or  connective  tissue 
outside  the  peritoneum. 

It  might  be  supposed  that  it  would  be  easy  to  determine  the 
point  in  dispute  by  clinical  observations,  but  in  p.iint  of  fact  tlie 

'  Fig.  104  shows  outline  of  the  effusion  (to  the  right  of  the  uterus)  in  a  aise 
in  University  College  Hospital. 
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(leteniiination  is  not  easy.  Very  many  of  the  cases  recover  and 
no  post-mortem  evidence  is  in  such  instances  forthcoming; 
and  it  by  no  means  follows  that  because  post-mortem  exami- 
nation reveals  the  presence  of  pelvic  peritonitis  in  some  of  the 
fatal  cases,  or  even  that  it  does  so  in  the  majority  of  cases  when 
post  mortems  have  been  obtained,  these  results  do  not  by  any 
means  necessarily  prove  that  in  the  non-fatal  cases,  which  con- 
stitute the  actual  majority,  the  seat  of  the  effusion  is  also  intra- 
peritoneal. 

One  of  the  points  bearing  on  the  decision  of  the  question  is 
an  anatomical  one,  viz.  the  extent  to  which  the  Douglas  pouch 
extends  normally  downwards  behind  the  vagina.  Thus  Dr.  K.  B. 
Maury  points  out  that,  in  common  with  some  other  writers  on  the 
subject,  I  have  in  the  former  edition  of  this  work  represented  the 
Douglas  pouch  incorrectly,  and  that  it  really  extends  much  lower 

Fkj.  im. '  . 


than  I  have  represented  it.  I  am  free  to  confess  that  the  con- 
currence of  testimony — that  of  the  late  Dr.  Phillips,  that  of  Mr. 
Spencer  Wells,  and  others — is  in  favour  of  Dr.  Maury's  view  on 
this  particular  point,  and  in  the  new  drawings  introduced  into  the 
present  edition  the  Douglas  pouch  is  represented  in  conformity 
with  the  conclusions  just  stated  (see  ante,  p.  575).  Thus,  in  some 
cases  where  effusion  is  found  low  down  behind  the  vagina  there 
is  certainly  a  possibility— a  possibility  greater  than  was  previously 
supposed— that  the  effusion  may  be  intra-peritoneal.  (Analogically 

•  Fig.  1G5  represents  the  outline  of  the  effusion  as  imagined  to  be  seen  from 
the  front.    From  the  same  case  as  that  of  tig.  164. 
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the  same  reasoning  applies  to  the  question  as  to  the  seat  of  hsemor- 
rhages  m  this  locality.    See  previous  chapter.) 

The  result  of  my  own  observations  has  been  the  conclusion 
that  in  this  country  at  all  events  the  larger  number  of  cases  of 
so-called  pelvic  inflammation  are  cases  in  which  the  seat  of  the 
effusion  is  outside  the  peritoneum,  and  that  the  term  'pelvic 
cellulitis  '  is  strictly  appropriate  for  the  greater  number  of  cases. 
Dr.  Matthews  Duncan,  following  Virchow  in  his  nosology,  would 
term  these  cases  of  'parametritis.'    Dr.  Priestley, i  who  has  written 
a  very  complete  account  of  the  subject,  prefers  the  term  'pelvic 
cellulitis.'    In  common  with  several  other  distinguished  authorities 
Dr.  Priestley  appears  to  regard  pelvic  cellulitis  as  the  more  generally 
present  condition.    Dr.  Emmet  regards  cellulitis  as  most  common. 
Dr.  Thomas  considers  that  peri-uterine  cellulitis  is  rare  in  non- 
pregnant women,  while  in  such  cases  pelvic  peritonitis  is  common. 
The  chief  authority  on  the  opposite  side  is  Bernutz,  followed  by 
Dr.  Tilt  and  Dr.  Meadows  in  this  country ;  these  latter  authorities 
regard  pelvic  peritonitis  as  the  more  common  affection. 

It  is  not  to  be  disputed  that  post-mortem  evidence  and  the 
results  of  physical  examination  during  life  in  certain  cases  is  in 
favour  of  the  occurrence  of  pelvic  peritonitic  exudations,  effusions, 
contractions,  and  adhesions  resulting  therefrom  in  perhaps  a 
considerable  number  of  instances.  And  it  is  to  be  conceded  also 
that  pelvic  peritonitis  may  occur  as  an  independent  and  sole 
condition. 

It  appears,  judging  from  the  facts  and  opinions  of  those  who 
chiefly  advocate  the  pelvic  peritonitis  view — Bernutz,  for  instance — 
that  in  a  considerable  number  of  cases  of  pelvic  peritonitis  the 
influence  of  gonorrhoea  is  to  be  traced.  Looking  at  the  analogy 
between  the  testicle  and  the  ovary,  it  would  not  be  smprising 
that  the  ovary  and  its  peritoneal  covering  should  be  inflamed  in 
cases  of  gonorrhoea.  Dr.  Thomas  appears  to  take  this  view  of  the 
matter. 

Certain  facts  which  have  come  under  my  own  notice  would 
lead  me  to  the  conclusion  that  pelvic  peritonitis,  with  effusion 
more  or  less  considerable,  is  liable  to  be  witnessed  in  cases  of 
gonorrhoeal  origin.. 

In  drawing  any  general  conclusion  from  the  facts  recorded 
by  various  observers  regard  must  be  had  probably  to  the  locality 
where  the  observations  were  made.  For  instance,  it  appears  from 
the  remarks  of  Dr.  Emmet  that  pelvic  inflammation  is  liable  to  i 

*  Hej/Twlds'  Sydevi  of  Medicine ,  vol,  x. 
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occur  in  patients  treated  in  New  York  to  a  degree  and  with  a 
frequency  which  does  not  appear  to  be  observed  in  London.  And 
it  may  be  that  the  supposed  greater  frequency  of  pelvic  peritonitis 
in  Paris  is  due  to  climatic  or  local  peculiarities ;  possibly  also  to 
the  greater  influence  or  gi-eater  frequency  of  the  gonorrhceal 
element  in  one  place  more  than  another.  One  possible  result  of 
pelvic  inflammation  is  the  formation  of  pus  ;  and  thus  becomes 
originated  what  has  been  generally  termed  a  'pelvic  abscess.' 
Pelvic  abscess  is  not  a  distinct  affection,  but  only  a  particular 
mode  of  termination  of  the  pre-existing  pelvic  effusion. 

PELVIC  CELLULITIS. 

The  first  result  observed  in  cases  of  pelvic  cellulitis  is  the 
occurrence  of  an  effusion  which,  although  probably  liquid  at  the 
very  first,  quickly  assumes  a  certain  degree  of  hardness  to  the  touch, 
and  later  on  becomes  very  hard.  This  hardness  of  the  effused 
material  was  first  described  by  Doherty,  and  it  is  a  now  well-re- 
cognised physical  attribute  of  these  effusions.  The  effusion  may 
be  slight  in  extent  or  more  diffuse  and  extensive.  It  would  seem 
that  in  some  cases  it  is  of  a  transitory  character,  constituting  a 
sort  of  oedema,  which  may  undergo  rather  rapid  absorption ;  but  in 
most  cases  it  persists,  the  hardness  increases,  perhaps  the  effusion 
extends  and  becomes  more  considerable.  Dr.  West  describes  it  as 
'  acute  purulent  oedema.'  Virchow,  who  has  specially  examined 
the  effused  products,  describes  it  under  the  term  '  diffuse  puerperal 
metritis  and  parametritis  ';  the  tissues  become  swollen,  thickened, 
hardened,  and  oedematous,  and  a  fluid,  first  transparent,  then 
opaque,  exudes  on  section.  The  cells  are  enlarged,  their  contents 
thicker ;  they  split  up,  and  groups  of  smaller  roundish  granular 
cells  are  seen.  As  further  consequences,  there  may  occur  coagu- 
lation and  obstruction  in  the  lymphatics  there  situated,  and  meta- 
morphosis into  purulent  fluid. 

The  seat  of  the  effusion  now  under  consideration  is  the  areolar 
tissue  near  the  uterus  :  most  commonly  it  is  on  the  lateral  aspects 
of  the  uterus,  between  the  folds  of  the  broad  ligament,  but  it  may 
be  situated  in  front  of  the  uterus  or  behind  it.  It  is  more  par- 
ticularly concerning  the  cases  where  the  effusion  occurs  behind 
the  uterus  that  it  is  doubtful  whether  or  not  most  of  such  cases 
are  not  really  cases  of  pelvic  cellulitis. 

Once  started,  the  effusion  may  spread  to  a  considerable  dip- 
tance  in  the  jjelvis,  and  even  beyond  it.     The  spread  of  the 
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effusion  follows,  however,  certain  definite  paths,  the  fasciae  of  the 
pelvis  being  so  arranged  that  extension  necessarily  occurs  in  these 
definite  directions.     Konig '  gives  the  result  of  some  interesting 
experiments  on  this  subject,  made  on  bodies  of  women  dying  after 
labour.     Injections  of  air  or  water  were  made  into  the  cellular 
tissue  under  the  broad  ligament.    The  results  were  — 1.  Exudation 
into  the  cellular  tissue  in  the  neighbourhood  of  the  tubes  and 
ovary  travels  primarily  along  the  course  of  the  psoas  and  iliacus 
muscles,  and  then  travels  into  the  pelvis  proper.     2.  Exudations 
starting  from  the  antero-lateral  part  of  the  cellular  tissue,  where 
the  body  of  the  uterus  joins  the  cervix,  fill  first  the  cellular  tissue 
of  the  true  pelvis  laterally,  to  uterus  and  bladder,  and  pass  then 
with  the  round  ligament  towards  Poupart's  ligament,  and  thence 
to  the  iliac  fossa  externally  and  backwards.    3.  Starting  from  the 
posterior  part  of  the  base  of  the  lateral  ligament,  the  parts  first 
filled  are  the  posterior  and  lateral  parts  of  the  pelvis — viz.  the 
Douglas  fossa  ;  and  the  exudation  then  follows  the  course  of  those 
described  under  head  1.    The  effusion  may,  as  I  have  myself 
observed,  pass  also  out  of  the  pelvis  through  the  large  or  small 
sacro-sciatic  notch.     It  may  also  pass  across  the  pelvis  in  front  of 
the  bladder  from  one  side  to  the  other,  and  once  above  the  pelvic 
brim  it  may  extend  to  a  very  considerable  distance  upwards,  dis- 
secting the  peritoneum  away  from  the  abdominal  fascia  and  insert- 
ing itself  between.   The  effusion,  when  large,  displaces  the  uterus 
towards  the  opposite  side  of  the  pelvis.    When  at  all  considerable 
it  appears  to  be  inseparable  from  the  pelvic  wall,  but  its  boundary 
in  other  directions  is  generally  well  marked.    The  surface,  which 
can  be  felt,  has  a  rounded  smooth  character. 

When  the  effusion  is  posterior  to  the  uterus  it  forms  a  large 
tumour,  which  may  push  the  uterus  so  far  forwards  that  the  organ 
appears  to  be  close  to  the  symphysis,  and  it  extends  downwards 
towards  the  vulva,  behind  the  vagina.  It  is  in  reference  to  these 
particular  cases  that  there  is  doubt  whether  the  effusion  is  not 
really  in  the  peritoneum,  at  all  events  in  some  instances. 

The  effusion,  having  become  hard,  remains  foraperiod,  generally 
several  days  at  least,  and  then  undergoes  absorption,  becoming  m- 
sensibly  melted  down,  or  it  is  converted  into  an  abscess.  When  the 
conversion  into  pus  occurs  the  fluid  thus  formed  discharges  n' 
by  bursting  into  the  vagina,  into  the  bladder,  into  the  rectum, 
sometimes  into  the  peritoneum,  or  passes  out  of  the  pelvis  altogether 
to  the  groin,  the  iliac  region,  or  the  gluteal  region,  or  down  the 
'  Archiv  f.  HtdUtunde,  1862,  No.  6,  p.  48L 
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inner  side  of  the  tliigh,  forming  an  evident  external  swelling, 
which  either  breaks  or  disappears.     The  formation  of  an  external 
swelling  does  not  necessarily  indicate  the  presence  of  an  abscess, 
for  the  effusion  may  so  extend  outwards,  without  transformation 
into  pus,  as  a  necessary  consequence.     And,  after  all,  bursting, 
when  it  does  occur,  may  happen  internally  without  formation  of 
any  external  aperture.     Dr.  M'Clintock  found  that  in  70  cases  of 
pelvic  cellulitis,  of  puerperal  origin,  the  case  ended  thus :  37 
ended  in  suppuration  with  discharge  of  pus  ;  24  of  these  burst  or 
were  opened  externally — viz.  20  in  the  iliac  region,  2  above  the 
pubes,  1  in  the  inguinal  region,  and  1  beside  the  anus  ;  6  were 
discharged ^er  vaginam,  5  by  the  anus,  and  2  burst  in  the  bladder. 
In  not  one  of  these  puerperal  cases  did  the  abscess  burst  into  the 
peritoneal  cavity,  while  this  result  was  several  times  observed  in 
a  much  smaller  number  of  non-puerperal  cases.     Dr.  West  states 
that,  in  34  out  of  52  cases,  the  broad  ligament  was  the  seat  of 
mischief,  the  cellular  tissue  between  the  uterus  and  rectum  in  14 
cases,  and  that  between  the  uterus  and  bladder  in  3  cases.  Pus 
was  discharged  externally  in  27  of  these  52  cases. 

The  time  occupied  by  the  appearance,  continuance,  and  dis- 
appearance of  the  effusion  may,  and  often  is,  very  considerable, 
spreading  over  many  weeks  in  not  a  few  cases,  and  in  some  cases 
months  are  occupied.  When  pus  has  once  formed  the  course  of 
the  disease  may  be  very  chronic,  and  when,  as  sometimes  happens, 
the  cavity  communicates  with  the  bladder  or  the  rectum,  the 
aperture  assumes  a  fistulous  character  and  great  difficulty  is  experi- 
enced in  completely  draining  and  closing  it.  A  like  difficulty  is 
sometimes  met  with  when  the  abscess  burrows  between  the  muscles 
of  the  thigh. 

Causes. — Many  cases  of  pelvic  cellulitis  occur  after  parturition, 
and  under  these  circumstances  they  appear  to  be  due  either  to  an 
injury  of  the  uterus  during  the  parturition — e.g.  laceration  of  the 
cervix — or  to  taking  a  chill ;  or  are  connected  with  some  movement 
or  premature  exertion  on  the  part  of  the  patient.  The  r/ianner  in 
which  the  affection  shows  itself,  and  the  circumstances  of  the  case, 
generally  give  the  notion  that  the  exciting  cause  is  the  passage  of 
a  septic  material  into  the  blood-vessels,  or  possibly  the  lymphatics, 
one  or  both,  and  that  this  is  the  cause  of  the  effusion.  An  injury 
or  abrasion  of  the  os  uteri  is  the  probable  place  of  entry  of  such 
septic  material  in  some  cases ;  in  others  it  may  be  the  imperfectly 
closed  vessels  at  the  placental  site.  In  several  cases  I  have 
observed  the  attack  was  very  distinctly  produced  by  premature 
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physical  exertion  which  it  may  be  sup])osed  led  to  septic  absorption 
by  deranging  the  contraction  of  the  nterus,  or  by  dislodging  coagula 
from  imperfectly  closed  uterine  sinuses.  It  does  not  appear 
to  me  that  chills  are  so  often  the  cause  of  post^puerperal  pelvic 
cellulitis  as  has  been  supposed,  though  it  cannot  be  denied  that 
cellulitis  appears  due  to  chills  or  external  application  of  cold  in 
some  cases. 

Bruising  or  laceration  of  the  cervix  uteri  appear  to  be  the  most 
common  causes  of  pelvic  cellulitis.  The  two  typical  examples  of 
this  are  injury  during  parturition  and  injury  irrespective  of  par- 
turition by  a  tent,  or  by  the  use  of  the  uterine  sound,  or  in  any 
other  like  manner. 

The  history  of  cases  of  pelvic  cellulitis,  of  which  those  following 
delivery  may  be  taken  as  typical  ones,  is  generally  characteristic. 
Kigors,  pain  more  or  less  intense,  quick  pulse,  irritative  fever, 
mark  the  onset  of  the  inflammatory  action  ;  but  these  initial 
symptoms  may  be  absent,  the  patient  gradually  becoming  indis- 
posed, without  occurrence  of  acute  symptoms  of  any  kind.  Thus 
it  is  not  uncommon  for  a  patient,  who  may  have  got  over  the 
period  of  lying-in  tolerably  well,  to  evince  three  or  fom*  weeks  later 
symptoms  of  general  indisposition ;  she  becomes  weaker  and  weaker ; 
she  is  emaciated,  complains  of  pain  down  the  legs,  or  in  the  pelvis  ; 
the  appetite  and  digestion  fail ;  there  are  occasional  chills  ;  and 
after  these  symptoms  have  lasted  a  week  or  two,  the  more  decided 
pelvic  symptoms — difficulty  and  pain  in  defsecation  and  micturition 
— are  evident.  If  movement  be  attempted,  pain  is  produced :  this 
may  be  taken  to  be  due  to  mere  weakness,  the  real  mischief  being 
overlooked.  A  quick  pulse  is,  however,  always  present  from  the 
beginning.  When  we  are  called  to  the  case  at  a  somewhat  later 
period,  we  usually  find  that  there  has  been  a  good  deal  of  pelvic 
pain  and  uneasiness,  pain  and  difficulty  in  micturition  and  defjieca- 
tion,  high  fever,  temperature  running  up  to  102°  or  103°,  with 
evening  exacerbations,  night  sweats,  hectic,  diarrhoea,  and  all  the 
signs  of  violent  and  dangerous  constitutional  disturbance;  and 
the  presence  of  the  tumour  now  alluded  to  is  perhaps  the  last  thing 
which  is  detected.  These  symptoms  may,  however,  be  absent. 
The  tumour  is  not  always  painful  when  touched,  though  the  vagina 
as  a  whole  is  tender  and  hot  to  the  touch  ;  the  vaginal  wall  cover- 
ing it  is  thickened,  indurated,  and  conveying  a  very  different  im- 
pression from  that  which  is  present  when  a  tumour  of  another  kind 
simply  presses  on  the  vaginal  wall,  and  is  not  connected  to  it  by 
inflammatory  exudation,  etc. ;  at  the  latter  stage  of  the  affection 
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tenderness  may  be  absent,  or  at  all  events  be  much  diminished. 
The  hardness  of  the  tumoiu:  has  been  already  alluded  to  as  a  re- 
markable feature.  In  a  later  period  it  gives  place  to  softness  and 
fluctuation  when  undergoing  liquefaction,  but  softness  does  not, 
according  to  my  experience,  precede  resolution. 

Neuralgic  pains  are  frequently  present,  due  to  pressure  of  the 
effused  products  on  the  nerves  passing  through  the  pelvis.  These 
neuralgic  symptoms  vary :  they  are  either  a  sensation  of  coldness, 
or  increased  warmth  of  the  surfaces  to  which  the  nerve  leads,  an 
intense  pain,  or  other  altered  sensation.  Konig  observes  truly, 
that  the  external  cutaneous  nerve  of  the  thigh  is  the  one  most 
frequently  affected ;  at  other  times  the  crural  nerve  chiefly,  or 
the  sciatic  nerve.  One  symptom  is  very  frequently  present,  viz. 
flexion  of  the  thigh  on  the  trunk ;  the  patient  experiences  pain 
when  the  thigh  is  extended,  owing  to  the  distension  present 
around  the  psoas  muscle,  and  which  is  necessarily  increased  by 
extension.  The  sign  in  question  is  almost  pathognomonic  of 
pelvic  cellulitis  or  abscess.  Pelvic  cellulitis  may,  however,  be 
present  unaccompanied  by  this  symptom,  for  when  the  mischief 
is  in  the  anterior  part  of  the  pelvis,  or  in  such  a  position  as  to  be 
out  of  the  way  of  the  psoas  and  iliacus  muscle,  it  may  be  found 
wanting.  This  distinction  I  have  been  able  to  make  in  several 
instances. 

Other  symptoms  attendant  on  pelvic  cellulitis  and  abscess  are 
— vesical  catarrh,  indicative  of  proximity  to  the  bladder  ;  rectal 
disorders  ;  passage  of  bloody  mucus  and  tenesmus  ;  anomalies  of 
defgecation  and  micturition,  these  functions  being  generally  more 
or  less  interfered  with. 

PELVIC  ABSCESS. 

For  the  full  history  of  these  cases  reference  is  to  be  made  to 
the  preceding  remarks.  It  not  unfrequently  happens  that  the 
first  indication  of  the  presence  of  a  pelvic  exudation  is  the  escape 
of  pus  from  the  vagina  or  from  the  rectum.  In  some  cases  the 
transformation  into  pus  proceeds  very  rapidly,  while  in  others  it 
occupies  much  time.  Acuteness  of  the  symptoms — that  is  to  say, 
severity  of  pain,  great  elevation  of  pulse  and  temperature — generally 
indicate  pus  formation.  But  not  always.  Further,  when  the  pain 
is  so  severe  and  the  pulse  and  temperature  so  high,  the  bursting 
of  the  abscess  is  generally  imminent. 

The  diagnosis  of  pelvic  abscess  from  pelvic  cellulitis  is  not 
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always  easy  :  the  presence  of  fluctuation  is  a  help  in  some  cases, 
particularly  when  the  abscess  has  made  its  way  to  the  surface  of 
the  skin  in  the  groin  or  elsewhere.  In  some  cases  of  pelvic  abscess, 
whether  resulting  from  pelvic  cellulitis  or  from  pelvic  peritonitis, 
there  is  a  liability  to  the  occurrence  of  septiccemia ;  and  the  course 
of  such  cases  is  often  fatal.  Absori)tion  of  septic  material  into  th( 
general  blood-current  happens  more  generally  when  the  abscess 
has  made  for  itself  an  opening,  or  when  it  has  been  punctured  for 
the  purpose  of  evacuating  it.  When  septicaemia  results  there  may 
be  a  quickly  fatal  termination,  or  the  disease  may  assume  a  more 
chronic  form. 

The  rapidity  with  which  pelvic  cellulitis  changes  into  pelvic 
abscess  varies  in  different  cases.  I  have  known  an  abscess  to  form 
in  as  short  a  time  as  three  days,  and  be  evacuated  spontaneously 
on  the  fifth.  More  usually  the  formation  of  pus  occurs  much 
more  slowly  than  this. 

PEL\aC  PERITONITIS. 

The  differences  of  opinion  entertained  by  various  authors  as  to 
the  frequency  of  this  condition  has  been  already  adverted  to.  It 
seems  certain  that  plastic  exudation  may  occur  in  the  pelvis  around 
the  ovaries,  one  or  both  ;  also  that  serous  exudation  may  occur  in 
the  pelvis,  and  that  this  serous  exudation  may  become  encysted  by 
adhesions  forming  superiorly  and  shutting  it  off  from  the  general 
peritoneal  cavity ;  ^  also  that  exudation,  quickly  assuming  a  puri- 
form  character,  may  form  in  the  pelvis  and  constitute  a  tumour 
of  considerable  size  behind  the  uterus  in  the  Douglas  pouch  and 
in  the  parts  above  this,  and  that  this  puriform  collection  may  be 
limited  to  the  pelvis  by  adhesions  formed  superiorly.  Further,  it 
appears  that  the  large  tumour  so  formed  may  burst  into  the  general 
peritoneal  cavity  or  elsewhere. 

'  Thus,  Dr.  Matthews  Duncan  has  called  attention  to  certain  interesting  cases 
in  which  large  accumulations  of  a  serous  fluid  have  been  found  behind  the  uterus, 
resulting  probably  from  local  peritonitis  (perimetritis).  The  cavity  enclosing  the 
fluid  is  supposed  to  be  separated  from  the  general  peritoneal  cavity  by  adhesions. 
In  one  case  as  much  as  eight  ounces,  in  another  nine,  were  drawn  off  by  a 
trocar,  1  he  perforation  being  made  at  the  back  of  the  vagina.  Dr.  Duncan  con- 
tends that  the  supposed  cures  of  ovarian  dropsy  after  rupture  of  the  cj^st  into  tlie 
abdomen  are  probably  cases  of  this  kind.  There  are  difficulties  in  accepting 
the  latter  explanation,  the  magnitude  of  the  tumour  in  some  of  the  cases  of 
ovarian  cyst  rupture  being  infinitely  greater  than  any  case  Dr.  Duncan  brings 
forward  of  peritoneal  serous  cyst.  I  have  myself  witnessed  a  case  in  University 
College  Hospital  where  an  autopsy  proved  the  case  to  be  one  precisely  of  the 
kind  here  described. 
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The  typical  severe  case  is  that  arising  from  septic  action  at  the 
internal  uterine  surface.  For  instance,  a  sponge  tent  is  intro- 
duced, allowed  to  remain  too  long,  or  otherwise  mismanaged,  and 
acute  peritonitis  is  set  up  together  with  metritis  ;  a  puriform  fluid 
is  formed  in  the  pelvis,  and  the  uterus  becomes  covered  by  a 
layer  of  plastic  lymph.  Another  type  of  case  is  that  in  which 
gonorrhceal  infiammation  seizes  on  the  peritoneum  covering  the 
ovary  on  one  side  or  on  both,  and  exudation  occurs  in  the  pelvic 
cavity.  Bernutz  stated  that  nearly  a  third  of  cases  observed  by 
him  were  gonorrhceal  in  origin. 

There  are  probably  several  other  ways  in  which  pelvic  peri- 
tonitis originates — e.g.  menstrual  derangements  of  various  kinds, 
venereal  excesses,  and  traumatic  causes. 

The  cases  of  pelvic  peritonitis  apparently  differ  from  cases  of 
pelvic  cellulitis  chiefly  in  the  fact  that  the  affection  is  situated 
more  in  the  middle  line  and  behind  the  uterus  in  the  former  than 
in  the  latter  class  of  cases ;  and  it  is  believed  by  some  good 
authorities  that  a  very  large  tumour  situated  behind  the  uterus 
in  a  median  position  must  necessarily  be  due  to  pelvic  cellulitis. 

There  appear  to  be  no  very  decided  points  of  difference 
between  pelvic  cellulitis  and  pelvic  peritonitis  other  than  those — 
admitting  their  validity — which  have  been  mentioned.  The 
constitutional  and  local  effects  seem  to  be  very  much  alike  in 
both  classes  of  cases.  The  symptoms  would,  on  the  whole,  be 
expected  to  be  more  acute  in  cases  of  pelvic  peritonitis,  and  the 
gravity  of  the  case  would  be  proportionately  greater  also. 

It  seems  probable  that  in  some  cases  pelvic  cellulitis  becomes 
complicated  subsequently  with  pelvic  peritonitis.  Such  compli- 
cation would  render  the  discrimination  of  the  precise  seat  of  the 
affection  additionally  difficult. 

Certain  effects  liable  to  be  produced  by  pelvic  peritonitis  are 
very  important.  Thus,  exudations  on  the  peritoneal  surface  of 
the  ovaries  may  seriously  injure  the  ovary  as  a  gland,  and  inter- 
fere with  the  proper  discharge  of  ova  afterwards  in  cases  where 
the  course  of  the  disease  is  chronic,  or  where  the  peritonitic 
exudation  becomes  contracted  in  such  a  way  that  unnatural 
adhesions  occur  between  the  surface  of  the  ovary  and  the  pelvic 
wall.  The  Falloj^ian  tubes  also  may  become  fixed  to  adjacent  parts 
in  such  a  way  as  to  interfere  with  their  proper  action.  Again,  the 
peritoneal  surface  of  the  uterus  may  become  adherent  to  the 
ovary  or  to  the  pelvic  wall  as  a  result  of  the  pelvic  peritonitis. 
Doubtless  some  cases  of  sterility  are-  cases  where  peritonitic 


600  PELVIC  CELLULITIS,  PELVIC  PERITONITIS, 

adhesions  and  thick  false  membranes  have  tied  down  the  organs 
and  crippled  their  proper  action. 

DIAGNOSIS. 

Cases  of  pelvic  cellulitis,  pelvic  peritonitis,  and  pelvic  abscess 
may  be  classed  together,  for  diagnostic  purposes. 

When  an  enlargement  of  the  lower  part  of  the  abdomen  is 
observed  in  a  woman  who  has  been  delivered  recently,  who  has 
recently  had  an  abortion,  or  who  has  been  the  subject  of  an  opera- 
tion involving  the  generative  organs,  the  formation  and  develop- 
ment of  the  tumour  having  been  attended  with  inflammatory 
symptoms,  tenderness,  feverishness,  etc.,  the  existence  of  pelvic 
inflammatory  exudation  is  to  be  suspected. 

The  diagnosis  is  usually  easy.  The  tumour  formed  in  the 
pelvis  may  rise  above  this  cavity,  and  be  perceivable  in  one  or 
other  groin,  or  even  considerably  higher ;  or  it  may  form  a  tumour, 
rising  in  the  middle  line  above  the  pubes.  Its  limitation  is 
made  by  palpation  and  by  percussion.  The  skin  covering  the 
tumour  may  become  red  and  inflamed,  when  evacuation  of  an 
abscess  is  to  occm*  through  the  abdominal  wall.  The  abscess 
may,  however,  burst  into  the  vagina,  or  into  the  bladder, 
rectum,  etc. 

The  iliac  regions  should  be  carefully  and  daily  examined  by  the 
hand,  in  all  cases  of  convalescence  after  uterine  inflammation,  or 
when  the  patient  has  been  subjected  to  the  operation  of  causes 
tending  to  produce  pelvic  abscess.  Tenderness  on  pressure, 
continuous  uneasiness,  and  the  presence  of  febrile  symptom 
indicate  probability  of  existence  of  cellulitis.  The  vagina  should 
be  carefully  examined  by  the  finger,  and  resistance  or  localised 
hardness  may  then  be  found  to  be  present. 

There  are  other  conditions  capable  of  giving  rise  to  abscess, 
which  abscess  may  present  at  some  portion  of  the  abdominal  wall, 
above  the  groin,  or  in  the  middle  of  the  abdomen.  In  some 
rare  instances  these  conditions  might  be  confounded  with  pelvic 
abscesses  of  the  more  ordinary  kind. 

Abscess  in  the  iliac  region  may  be  due  to  caries  of  the  vertebra 
column  ;  abscess  above  Poupart's  ligament  on  the  right  side  ma 
be  due  to  inflammation  or  obstruction  of  the  appendix  ver 
miformis.  In  cases  of  retained  encysted  foetus,  suppuration, 
formation  of  abscess,  and  spontaneous  discharge  of  the  content 
through  the  abdominal  wall,  are  frequently  observed.  In  this  latte 
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event  there  would  be  a  history  of  peculiar  character.  Ovarian 
tumours  sometimes  suppurate,  and  the  resulting  abscess  opens 
externally. 

Fig.  166. 


The  condition  with  which  ordinary  pelvic  cellulitis  is  more 
likely  to  be  confounded  is  peri-uterine  hsematocele.  The  two  ac- 
companying figures  exhibit  the  similarity  of  outline  of  the  tumour 

Fig.  167. 


in  the  two  cases.  Fig.  166  represents  the  shape  of  the  abdominal 
tumour  in  a  case  of  peri-uterine  haematocele.^  Fig.  167  gives 
an  idea  of  the  tumour  in  a  case  of  pelvic  cellulitis.^    The  resem- 

>  Case  of  Owen,  Univ.  Coll.  Hospital,  1866. 
»  Case  of  Parnell,  Univ.  Coll.  Hospital,  1866. 
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blance  between  the  two  as  regards  the  configuration  of  the  tumour 
is  obvious.  [The  lateral  aspect  of  the  tumour  in  these  two  cases 
respectively  may  be  such  as  is  shown  in  fig.  168]  In  both  the 
tumour  rises  from  below,  and  in  both  cases  the  margin  of  the  tumour 
is  rounded,  generally  rising  higher  on  one  side,  presenting  variations 
in  hardness  and  resistance,  and  softness  and  fluctuation,  according 
to  the  stage  of  the  affection.  And  it  now  and  then  happens  that 
the  contents  of  the  hsematocele  undergo  a  process  of  suppuration, 
the  hoematocele  becoming  converted  into  an  abscess. 

The  tumour  due  to  peri-uterine  ha?matocele  forms  rapidly, 
that  due  to  pelvic  cellulitis  slowly  :  this  is  the  principal  dis- 
tinction. 

Fig.  168.' 


The  general  symptoms  are  marked.  The  fixed  pain  in  the 
pelvis,  generally  on  one  side ;  the  tenderness  on  pressure  above 
Poupart's  ligament  over  the  brim  of  the  pelvis— a  sign  rarely 
absent ;  the  tenderness  on  vaginal  examination ;  the  flexion  of  the 
thigh  on  the  trunk  on  the  affected  side ;  the  general  disturbance, 
manifested  in  feverishness,  inappetency,  hectic,  frequent  pulse, 
prostration,  gastric  disturbance,  etc.,  the  occurrence  of  rigors,  or  a 
feeling  of  coldness  at  the  onset  of  the  affection ;  the  pressure 
signs  ; — these  are  the  most  characteristic  indications. 

Fig.  168  represents  the  contour  of  the  hard  rounded  tumour  as  felt  from 
the  vagina.  Fig.  167  (on  p.  601)  represents  the  contour  as  supposed  to  be  viewed 
from  the  front.    Their  outlines  illustrate  a  case  in  University  College  Hospital. 
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The  vaginal  examination  is  of  great  importance.  The  tumour 
perceived  by  the  finger  is  generally  hard,  identified  as  it  were 
with  the  pelvic  wall,  often  inseparable  from  the  uterus,  situated 
at  one  side  or  in  front  of  the  uterus,  and  partly  behind  it,  or 
chiefly  in  the  middle  line  posteriorly.  It  is  reached  with  some 
little  difficulty  when  the  efi"usion  occupies  the  brim  of  the  pelvis, 
but  even  then  a  careful  examination  will  enable  the  observer  to 
define  its  lower  border.  An  abdominal  examination  will  render 
evident  its  outline  superiorly. 

In  the  first  stage  the  tumour  is  hard — when  liquefaction  has 
occurred  fluctuation  may  be  evident. 

There  are  some  affections  with  which  pelvic  abscess  may  be  con- 
founded—peri-uterine hsematocele,  extra-uterine  pregnancy,  ova- 


Fia.  169. 


rian  tumours  of  rapid  growth  (as  in  a  case  referred  to  by  Konig), 
or  which  have  become  the  seat  of  inflammation  (M'Clintock). 
The  history  of  the  case  is  exceedingly  important  in  reference  to 
the  diagnosis.  Chronic  cases  of  peri-uterine  hsematocele,  where 
the  tumour  undergoes  a  process  of  liquefaction,  offer,  so  far  as  the 
physical  characters  are  concerned,  most  resemblance  to  cases  of 
pelvic  abscess.  Careful  scrutiny  of  the  facts  relating  to  the  de- 
velopment of  the  tumour,  of  the  attendant  symptoms,  and  the 
result  of  abdominal  examination,  will  afford  means  for  deciding 
the  question.    (See  chapter  on  '  Haematocele.') 

In  cases  where  retroflexion  of  the  uterus  exists  it  sometimes 
happens  that  pelvic  cellulitis,  or  even  pelvic  peritonitis,  is  present 
as  a  complication.  Here  there  would  be  present  a  large  tumour, 
constituted  by  the  much  congested  uterus,  perhaps  fixed  by 
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exudation  around  it.  The  sound  would  render  the  diagnosis  of 
such  a  case  easy.  Malignant  tumours  could  hardly  be  confounded 
with  the  tumour  produced  by  pelvic  cellulitis  or  pelvic  peri- 
tonitis. 

TREATMENT. 

For  practical  purposes  the  remarks  concerning  treatment  of 
pelvic  cellulitis,  pelvic  peritonitis,  and  pelvic  abscess  may  be  made 
collectively,  for,  although  technically  different,  they  must  be  re- 
garded, so  far  as  treatment  is  concerned,  from  pretty  much  the 
same  point  of  view. 

We  have  to  do  with  what  may  be  considered,  if  I  am  not  mis- 
taken, as  a  local  septicsemic  action  in  most  of  these  cases.  The 
general  indications  are  to  prevent  further  advance  of  the  inflam- 
mation or  irritating  action,  to  promote  the  resolution  and  absorp- 
tion of  the  effused  products,  to  promote  the  escape  of  purulent 
collections  when  such  have  formed,  to  sustain  the  strength  of  the 
patient  while  battling  against  the  depressing  infl.uence  of  the 
affection,  to  relieve  pain,  to  assist  the  action  of  the  bowels,  and, 
generally,  to  do  what  seems  required  to  promote  the  restoration 
of  health. 

Eest,  in  bed,  is  absolutely  required.  Nothing,-  perhaps,  is 
more  important  than  this.  And  it  is  even  advisable,  in  most 
cases,  that  the  patient  should  not  be  allowed  to  move  from  the 
horizontal  position  for  any  purpose.  Cases  are  often  unduly  pro- 
tracted from  want  of  attention  to  this  precaution.  This  applies  in 
all  cases,  whether  there  be  simple  cellulitis,  or  pelvic  peritonitis,  or 
abscess.  It  is  in  some  cases  very  useful  to  place  a  pillow,  or  double 
inclined  plane  well  cushioned,  under  the  knees,  to  relax  the  psoas 
and  iliacus  muscles. 

Eest  must  be  continued  for  some  time,  even  days  after  the 
patient  is  feeling  better.  The  malady  is  very  tedious,  and  has  a 
great  tendency  to  recur.  If  the  patient  is  allowed  too  soon  to  sit 
up,  it  is  almost  certain  there  will  be  fresh  inflammation,  exudation, 
and  elevation  of  temperature. 

When  abscess  exists,  or  has  been  opened  on  the  surface,  the 
position  of  the  patient  should  be  such  as  to  favoiu  escape  of  the 
fluid  contents. 

Pain  requires  to  be  treated  by  soothing  remedies.  Vaginal 
injections  of  water,  temperature  100°  to  105°,  are  very  grateful  to 
the  patient,  and  may  be  used  twice  a  day.  Hot  fomentations,  or 
linseed-meal  poultices,  should  be  aj^plied  to  the  hypogastric  region. 
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Morphia  suppositories  or  laudanum  may  be  placed  in  the  rectum 
to  relieve  pain  and  discomfort  and  sleeplessness. 

The  bowels  require  careful  attention.  One  of  two  plans  I  have 
generally  employed— either  to  give  a  small  dose  of  castor-oil 
regularly  every  other  day,  or  to  order  an  enema  of  tepid  water 
"  every  second  day.  Collections  of  faeces  are  liable  to  occur  and 
give  great  discomfort.  The  room  should  be  kept  moderately  warm 
— 60°.  The  whole  body  should  be  sponged  once  a  day  with  warm 
water,  this  being  carefully  done  so  as  not  to  chill  the  patient. 

The  diet  should  be  liberal.  Most  patients  are  weakly  and 
prostrated,  and  there  is  reason  to  believe  that  this  is  an  initial 
condition,  and  that,  had  it  not  been  for  the  general  weakness,  the 
patient  would  not,  in  the  majority  of  cases,  have  become  affected 
with  the  cellulitis.  Hence,  careful  nourishment  is  required.  The 
appetite  is  almost  always  very  indifferent.  For  food,  eggs,  soups. 
Brand's  essence  of  beef,  beef-tea,  and  milk  are  suitable  at  first. 
They  must  be  given  frequently,  in  small  doses  at  a  time.  A  little 
champagne  or  weak  brandy-and-water  are  often  of  service.  If  an 
abscess  exist,  and  it  is  in  process  of  discharging,  the  patient  may 
require  what  seems  a  very  large  quantity  of  nourishment  and 
stimulants.  When  it  can  be  given,  meat  may  be  administered  a 
little  at  a  time.  The  feeding  of  the  patient  in  a  case  of  cellulitis, 
or  abscess,  is  a  matter  of  quite  first-rate  importance,  and  I  have 
several  times  observed  a  most  marked  improvement  to  set  in 
from  the  date  on  which  particular  attention  had  been  devoted  to 
it.  Care  must  be  taken  to  give  food  at  night — a  matter  often 
neglected. 

Quinine  alone,  or  with  iron,  is  often  required ;  dilute  nitro- 
hydrochloric  acid  and  bark  is  a  good  combination  also  in  many  cases. 
Mercury  used  to  be  given,  but  it  has  always  seemed  to  me  to  be 
objectionable.  Later  on  in  the  case,  iodine  of  iron  is  a  good 
medicine. 

The  question  as  to  the  evacuation  of  the  abscess,  when  such  is 
present,  is  an  important  one.  The  natural  evacuation  is  un- 
doubtedly the  best,  unless  this  is  procured  at  the  expense  of  per- 
manent disorganisation  of  the  pelvic  viscera  ;  but  it  is  certain  that 
in  some  cases  artificial  evacuation  hastens  the  cure  very  materially 
The  selection  of  the  time  and  place  for  puncture — if  early  puncture 
be  decided  on— requires  great  judgment.  If  the  abscess  be  opened 
from  the  vagina,  extreme  care  is  necessary  to  avoid  wounding  the 
pelvic  viscera  ;  a  soft  point  may  be  chosen  for  the  puncture,  if  there 
be  no  actual  pointing  of  the  abscess.    Dr.  M'CIintock  believed  that 
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tliose  cases  end  most  favourably  which  are  evacuated  externally. 
Where  the  abscess  points  at  some  part  of  the  abdominal  wall,  it  is 
better  to  wait  until  the  skin  is  thoroughly  implicated.  If  a  punc- 
ture be  made  from  above,  it  should  be  made  as  near  to  the  pelvic 
brim  as  possible,  in  order  to  avoid  the  peritoneum,  and  if  the  swell- 
ing extend  far  out  towards  the  iliac  region,  the  puncture  should  be 
made  close  to  Poupart's  ligament ;  to  avoid  the  sheath  of  the 
crural  vessels,  the  puncture  should  be  made  external  to  the  surface 
of  Poupart's  ligament.  The  aspirator  is  now  frequently  employed 
instead  of  the  bistoury  for  opening  the  abscess.  When  fluctuation 
is  clearly  evident,  the  operation  is  devoid  of  uncertainty,  but  under 
other  circumstances  there  is  risk  of  missing  the  abscess  altogether. 
Unless,  therefore,  the  position  of  the  abscess  be  otherwise  than  by 
fluctuation  distinctly  indicated,  it  would  be  better  to  wait  than  to 
operate  early,  although  by  so  waiting  some  time  would  be  lost. 
The  Listerian  antiseptic  method  of  operating  possesses  very  great 
advantage  in  such  cases,  and  1  have  employed  it  in  some  such  cases 
with  great  success.  A  compress  of  cotton  wool  should  be  afterwards 
lightly  applied  over  the  whole  hypogastric  region. 

Mercurial  inunctions,  recommended  in  chronic  cases,  appear 
objectionable.  Iodide  of  potassium  ointment  is  very  suitable  and 
serviceable.  Painting  the  lower  part  of  the  abdomen  with  strong 
iodine  (liq.  iodi)  appears  of  great  service  where  induration  remains, 
and  it  is  desirable  to  remove  it.  When  the  abscess  burrows  in  the 
thigh,  strapping  of  the  thigh  will  prove  useful,  the  foot  and  leg 
being  previously  bandaged. 

The  treatment  of  cases  of  pelvic  peritonitis  must  be  conducted 
on  the  same  principles  as  those  recommended  in  cases  of  pelvic 
cellulitis. 

In  all  cases  when  pelvic  inflammation  has  existed  there  appears 
to  be  a  great  tendency  for  the  malady  to  be  reproduced,  unless 
great  care  be  taken  of  the  patient  during  convalescence.  The 
impatience  of  the  sufferer  frequently  prompts  her  to  leave  the 
bed  before  the  cure  is  sufficiently  advanced,  and  it  is  generally 
necessary  to  insist  on  the  maintenance  of  the  recumbent  position 
for  a  fortnight  or  so  after  all  pain  and  local  inconvenience  have 
ceased. 

In  some  cases  the  malady  is  very  protracted,  and,  spite  of  good 
treatment,  the  powers  are  so  low  that  no  substantial  advance  is 
made.  Change  of  room  or  change  of  air  are  occasionally  advisable 
under  these  circumstances. 
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CHAPTER  XLII. 

FIBROID  TUMOURS  OF  THE  UTERUS,  POLYPUS,  AND  FIBRO- 
CYSTIC TUMOURS  OP  THE  UTERUS. 

Fibroid  Growths  of  the  Uterus— General  Remarks — Four  varieties:  1.  Sub-peri- 
toneal or  Peri-uterine ;  2.  Interstitial  or  Parietal ;  3.  Submucous  Fibroid 
Tumours ;  4.  Fibrous  Polypi — Progress  of  these  Growths  as  a  whole — Absorp- 
tion— Cystic  Transformation — Fibro-cystic  Tumours — Illustrative  Cases — Re- 
current Fibrous  Polypus  (Sarcoma  of  Uterus)— Symptoms  produced  by  presence 
of  Fibroid  Uterine  Growths — Glandular  and  Mucous  Polypi. 

Diagnosis. — Tabular  statement  of  Cases. 

Etiology. 

Treatment. — Preventive — Removal  by  Surgical  Procedures— Operations  for 
Polypus :  by  Scissors,  Knife,  Ecraseur,  etc.— Operations  when  the  Growth  is 
Intra-uterine — Polypoidal  Tumours — Removal  by  Enucleation — Destruction  by 
Partial  Removal — Treatment  of  the  Hsemorrhage  they  produce  by  Incision  of 
the  Cervix— Treatment  of  Interstitial  and  Sub-peritoneal  Growths — Removal  of 
Fibroid  Tumours  by  Gasti'otomy — Statistics  of  the  Operation — Hysterectomy— 
Battey's  Operation — General  and  Palliative  Ti-eatment  in  cases  of  Fibrous 
Tumour  of  the  Uterus — Food ;  Ergot  ;  Kreuznaoh  Baths  ;  Electrolysis  ;  other 
Remedies. 

The  uterus  is  liable  to  be  affected  with  growths  of  a  peculiar 
character,  variously  designated  'fibroid  tumour,'  'fibroma,'  'myoma,' 
'  fibrous  polypus,'  etc.  The  '  fibro-cystic  '  tumour  of  the  uterus 
appears  to  be  a  variety  of  the  same  kind  of  growth. 

These  fibroid  growths  are  very  important  in  the  pathology  of 
the  female  sexual  organs.  They  often  interfere  mechanically  with 
the  uterine  functions,  cause  difficulties  in  menstruation,  pain, 
prevent  impregnation,  lead  to  miscarriages,  and  give  rise  to  various 
minor  inconveniences.  They  sometimes  destroy  the  subjects  of 
them. 

Any  part  of  the  uterus  may  be  the  original  seat  of  the  affection. 
In  their  essence  these  fibroid  growths  have  a  structure  like  that  of 
the  uterus.  They  are,  for  the  most  part,  rounded,  well-defined 
masses,  more  or  less  isolated  from  the  adjacent  parts,  but  still  pre- 
serving, when  in  an  active  state,  a  regular  vascular  connection  with 
those  parts.  They  are  subject  to  decay,  absorption,  and  certain 
curious  changes,  and  their  period  of  activity  is  usually  limited  to 
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the  period  of  sexual  vigour.  They  are  found  equally  in  the  single 
and  the  married,  are  more  usually  observed  after  the  age  of  25, 
but  often  remain  up  to  an  advanced  age.  The  particular  period  of 
life  in  which  these  growths  have  been  observed  is  that  during 
which  the  uterus  is  in  the  highest  degree  functionally  active. 
Scanzoni  considers  that  the  fibrous  tumour  of  the  uterus  is  most 
common  between  the  ages  of  35  and  45  ;  but  of  eighty-seven  cases 
tabulated  by  Dr.  West,  twenty-one  cases  occurred  between  the 
ages  of  20  and  30.  Out  of  ninety-six  cases  it  was  observed  by 
myself  in  eight  cases  before  the  age  of  26. 

It  is  highly  probable  that  the  fibroid  tumour  of  the  uterus  is 
very  frequently  present  in  cases  where  its  existence  is  not  sus- 
pected ;  for,  in  certain  positions  of  these  tumours,  the  symptoms 
are  not  such  as  to  attract  particular  attention.  For  this  reason 
we  may  perhaps  be  justified  in  presuming  that  the  frequency  of 
the  disease  before  the  age  of  30  is  not  indicated  in  most  tables 
given  on  this  subject.  The  statement  of  Bayle,  to  the  effect  that 
the  fifth  part  of  women  above  35  years  old  are  affected  with  fibrous 
tumour  of  the  uterus,  does  not  appear  to  be  borne  out  by  more 
recent  pathological  inquiries.  The  disease  is  of  frequent  occurrence 
undoubtedly,  but  the  case  is  overstated  by  Bayle.  Sometimes  they 
occur  singly  ;  more  often  we  meet  with  two  or  more  in  the  same 
uterus. 

The  size  of  these  growths  varies  from  a  pea  to  a  mass  large 
enough  to  occupy  the  whole  abdominal  cavity.  In  a  case  which 
I  have  related  in  the  '  Obstetrical  Transactions,'  ^  the  tumour, 
which  grew  from  the  uterus  near  the  cervix,  measured,  when 
removed  from  the  abdomen,  16  inches  in  diameter  and  44 
inches  in  circumference,  and  its  weight  was  42  lbs.  The 
patient,  who  had  been  under  the  care  of  the  late  Dr.  Uvedale 
West,  of  Alford,  died  almost  suddenly,  from  an  attack  of  haemor- 
rhage, at  the  age  of  53,  and  the  tumour  had  been  growing  for  ten 
years. 

In  Walter's  celebrated  case  the  tumour  weighed  71  lbs.,  and 
others  of  still  greater  bulk  have  been  described. 

Fibroid  growths  of  the  uterus  are  now  divided,  according  to 
the  accident  of  their  position,  into  the  following  classes : — 

a.  Those  growing  from  the  exterior  of  the  uterus  by  a  pedicle, 
or  sessile,  as  the  case  may  be — sub-peritoneal. 

b.  Those  growing  in  the  thickness  of  the  uterine  wall,  covered 
on  both  sides  by  uterine  tissue — parietal  or  interstitial. 

I  Vol.  ii.  p.  240. 
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c.  Those  growing  from  the  internal  wall,  projecting  more  or 
less  into  the  ca\ity— suh-mucous. 

d.  Those  attached  to  and  growing  from  the  interior  of  the 
uterus,  and  connected  to  it  by  a  narrower  portion— the  pedicle— 
fibrous  polypus.    Many  of  these  cases  have  been  at  one  time  of 
their  career  sub-mucous  fibroid  tumours. 

Each  of  these  must  be  considered  separately. 

a.  The  sub-peritoneal  fibroid  groiuths  may  originate  at  any 
part  of  the  surface  of  the  uterus,  mostly  from  the  upper  part  of 
the  organ.  Sometimes  they  originate  quite  low  down  on  the  part 
of  the  uterus  designated  as  the  cervix.  These  tumours  attain  a 
larger  size  than  those  situated  in  the  wall  of  the  uterus  or  within 
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it ;  the  very  large  specimens  belong  to  it ;  they  are  attached  by  a 
broad  or  narrow  portion.  The  pedicle  may  be  of  considerable 
length  and  corresponding  tenuity,  and  the  tumour  then  hangs 
freely  in  the  abdominal  or  pelvic  cavity.  If  the  tumour  is  broadly 
attached  to  the  uterus,  this  organ  generally  increases  much  in  size, 
but  if  the  pedicle  is  narrow,  such  is  not  the  case.  In  the  very 
large  tumour  (41  lbs.)  previously  alluded  to,  the  uterus  was  quite 
atrophied.  We  often  see  more  than  one  sub-peritoneal  tumour  in 
the  same  patient. 

A  very  curious  feature  in  the  history  of  these  sub-peritoneal 
tumours  is  that  the  pedicle  is  sometimes  torn  across,  and  the  mass 

'  Fig.  170  represents  a  small  fibroid  tumour  of  the  interstitial  variety  growing 
in  the  uterine  wall.    From  a  preparation  in  University  College  Museum. 

R  R 


610 


FIBROID  TUMOURS,  POLYPUS,  AND 


entirely  separated  from  the  uterus,  while  the  tumour  itself  becomes 
fixed  to  and  grows  on  some  other  part  of  the  peritoneal  surface. 
This  transplantation  of  fibroid  tumours  has  been  observed  in  several 
cases  :  it  appears  to  be  produced  by  the  tumour  becoming  adherent 
elsewhere  ;  the  pedicle  becomes  stretched,  possibly  also  rotated  in 
consequence  of  the  motions  of  the  uterus  and  intestines,  and 
finally  gives  way. 

Here  it  must  be  mentioned  that  fibroid  growths  are  sometimes 
found  connected  with  the  peritoneum  in  the  vicinity  of  the  uterus 

Fig.  171.1 


which  have  an  origin  independent  of  the  uterus  altogether.  These 
must  not  be  confounded  with  transplanted  fibroid  tumours  of  the 
uterus.  It  appears  that  growths  in  no  way  distinguishable  by 
their  microscopic  characters  from  uterine  fibroid  tumours  ^may 
originate  in  the  position  above  indicated.  Sir  James  Paget 
observes  that  they  are  probably  limited  to  those  parts  in  which 
fibrous  and  smooth  muscular  tissue,  like  that  of  the  uterus,  ex- 

'  By  way  of  contrast  to  fig.  170,  fig.  171  shows  a  (ibrous  mass  of  enormous 
.size,  from  a  patient  at  University  College  Hospital,  who  ha.T  been  the  subject  ol 
this  growth  for  upwards  of  ten  years. 
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4  tends — that  is  to  say,  the  utero-rectal  and  utero-vesical  folds  of 
d  the  broad  ligament.'  Muscular  fibres  lying  under  the  peritoneum 
Q  covering  the  uterus,  broad  ligaments,  and  ovaries,  and  serving 
;8  certain  important  purposes  in  the  process  of  ovulation  (see  p.  13), 
exist  in  the  positions  mentioned  by  this  eminent  pathologist  as 
those  in  which  fibroid  tumours  may  originate.  It  is  likely  that 
the  fibroid  tumours  of  the  ovaries — which  are  extremely  rare — 
belong  really  to  the  category  now  under  consideration,  and  that 
they  originate  in  the  muscular  layer  under  the  peritoneum  in  the 
neighbourhood  of  the  ovary.  Even  in  the  ovaries  themselves — if 
we  adopt  the  views  of  some  observers — are  to  be  found  muscular 
fibres,  the  presence  of  which  would  account  for  the  initiation  of 
fibroid  tumours  of  the  ovary.  I  believe  it  will  serve  a  useful 
purpose  if  we  denominate  these  tumours 
•ds  peri-uterine  fibroid  tumours,  in  order  Fig.  172.* 

to  distinguish  them  from  those  actually 
and  primarily  connected  with  the  uterus. 

b.  Interstitial  or  parietal  fibroid 
tumours. — These  do  not  attain  usually 
so  large  a  size.  The  uterus  always  grows 
as  a  whole,  enlarging  often  to  a  very 
great  size.  These  tumours  have  usually 
a  loose  connection  with  the  organ,  being 
enclosed  in  a  capsule,  out  of  which  they 
may  be  generally  shelled  on  cutting 
through  the  uterine  wall  containing  them 

(see  fig.  170).  They  have  vascular  relations  with  the  uterus  at  one 
or  more  points  only.  They  are  found  in  the  wall  of  the  body  of 
the  uterus ;  they  distort  and  alter  the  shape  of  the  cavity  of  the 
uterus ;  if  the  whole  organ  become  very  large  the  uterus  gene- 
rally rises  as  a  whole  out  of  the  pelvis.  In  some  instances  its 
shape  prevents  its  escape  from  the  cavity  of  the  pelvis,  and  dis- 
tressing results  may  then  ensue. 

c.  The  sub-mucous  fibroid  tumours  resemble  those  last  de- 
scribed, but  they  project  more  into  the  uterine  cavity.  Thus 
we  may  find  the  uterine  cavity  of  great  length,  but  having  a 
crescentic  outline  owing  to  one  of  these  tumours,  which  may  be 
of  great  size,  occupying  one  side  of  the  uterus.  The  opposite  side 
is  expanded  and  stretched  over  it. 

'  Surgical  Patholor/y ,  p.  140,  1st  ed. 
Fig.  172  represents  the  outline  of  a  uterus  affected  with  fibroid  tumours 
interstitial  and  sub-peritoneal,  from  a  patient  in  University  College  Miiseum  ' 

If  n  2 
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All  sorts  of  varieties  in  regard  to  position  are  observed.  These 
sub-miicons  tumours  are  generally  encapsuled.  After  the  lapse 
of  some  time  many  of  them  become  fibrous  polypi. 

d.  Fibrous  jjolypi  of  the  uterus. — These  generally  originate 
as  sub-mucous  fibroid  tumours.  They  are  attached  to  the  inner 
surface  of  the  uterus  by  a  pedicle  of  very  varying  thickness. 
Sometimes  the  attachment  is  very  wide,  covering  the  whole  fundus 
or  the  whole  of  one  side.  Their  size  varies  from  a  pea  to  the 
size  of  a  child's  head,  or  even  larger.  When  not  larger  than  an 
egg,  they  usually  escape  from  the  uterus,  or  partially  so,  and 
hang  down  into  the  vagina ;  but  when  larger  than  this  they  may 
be  retained  wholly  in  the  uterus  for  some  years.  Much  depends 
on  the  size  of  the  pedicle;  when  narrow,  they  may  be  pushed 
down  into  the  os  uteri  early.  They  present  a  smooth  exterior, 
and  are  usually  quite  hard  and  firm.  They  excite  much  irritation, 
bleeding,  and  frequent  contractions  of  the  uterus  (see  fig.  176). 

We  may  now  consider  the  nature,  history,  and  progress  of 
these  fibroid  growths  of  the  uterus  as  a  whole. 

Their  growth  is  always  slow.  Thus  a  tumour  may  be  ten  or 
twelve  years  attaining  the  size  of  a  melon,  and  it  would  hardly 
attain  such  a  size  as  this  in  less  than  three  or  four  years.  This 
will  convey  some  idea  as  to  the  rate  of  progress. 

As  to  their  structure,  it  is  pretty  uniform.  Vogel  named  them 
'  muscular  '  tumours.  They  contain  many  muscular  fibres  of  the 
unstriped  variety,  precisely  like  those  found  in  the  substance  of 
the  uterine  walls  (see  fig.  1a,  and  fig.  176).  There  are  also  many 
delicate  filaments  presenting  an  undulating  or  waved  arrangement. 
These  two  elements  constitute  the  bulk  of  the  tumour,  but  there 
are  to  be  seen  also  many  fusiform  nucleated  cells  with  granules  and 
molecular  matter.  They  have  on  section  a  dense  whitish  structure, 
in  which  can  be  recognised  the  rounded  nest-like  portions  of 
which  they  are  made  up.  The  appearance  of  the  section  much 
resembles  that  of  the  uterine  wall.  Harder  or  softer,  now  vascular, 
now  paler  ;  such  are  the  variations  observed. 

They  sometimes  remain  stationary  as  regards  growth.  More 
generally  they  tend  outwards,  growing  towards  the  exterior  or 
interior  of  the  uterus,  according  to  their  primary  position. 
Grrowing  internally,  they  become  polypi,  and  either  remain  sus- 
pended for  a  longer  or  shorter  time  by  a  pedicle  from  the  interior 
of  the  uterus,  or  become  detached  therefrom  and  expelled 
entirely. 

The  question  as  to  whether  they  are  capable  of  undergoing 
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8  absorption  has  been  much  debated.  There  can  be  no  question, 
{  however,  that  these  growths  do  undergo  absorption  in  certain  cases. 
I  Dr.  Playfair'  has  adduced  cases  to  prove  this.  I  have  observed  in 
r.  my  own  practice  a  sufficient  number  of  facts  to  thoroughly  convince 
r  me  that  such  absorj^tion  may  occur,  and  have  known  tumours  of 
considerable  size  to  actually  disappear  after  a  lapse  of  time  vary- 
j  ing  from  two  to  three  or  four  years.  In  other  cases,  again,  I  have 
known  them  to  undergo  great  diminution.  This  point  will  be 
considered  further  under  the  head  of  treatment. 


Fig.  173.2 


Dr.  John  Williams  has  observed  that  fibroid  tumours  of  tlie 
uterus  undergo,  frequently  at  all  events,  notable  alterations  in 
size  at  apparently  regular  times,  these  changes  having  important 
relations  to  the  menstrual  periods. 

Dr.  Williams '  relates  five  cases  in  which  the  changes  which  occm- 

'  Ohst.  Trans,  vol.  x.  p.  102. 
Fig.  173  gives  a  lateral  view  of  an  enormous  fibroid  growth,  from  a  patient 
m  Unwersity  College  Hospital.    The  sound  could  be  introduced  within  t  ' 
uterine  cavity  as  far  as  the  point  to  whicli  the  lines  in  the  drawing  extend 

•"  On  some  I'eriodical  Changes  which  occur  in  Fibroid  Tumours  of  the  Uterus 
and  their  Significance.'    By  John  Williams,  M.D.   Lcncet,  May  15,  1880 
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in  the  size  of  the  uterus  in  cases  of  fibroid  tumour  were  observed 
over  a  considerable  time.  The  tumours  were  all  of  considerable 
size.    Considerable  variations  were  found  to  take  place. 

The  tumour  was  in  each  case  lodged  in  the  uterine  wall.  In 
all  the  cases  there  was  profuse  haemorrhage.  The  variations  in 
size  amounted  to  over  one  inch  in  vertical  measurement,  and  in 
one  case  the  transverse  measurement  varied  two  inches.  The 
uterus  was  found  to  decrease  in  size  immediately  after  the  men- 
strual period  began.  The  increase  in  size  was  noted  to  occur  as 
early  as  one  week  after  menstruation,  and  was  found  to  be  pro- 

FiG.  174.> 


gressive  afterwards  The  decrease  was  equally  great  whether  the 
flow  was  profuse  or  not.  Dr.  Williams  considers  that  the  decrease 
was  due  to  contractions  of  the  uterus  and  tumour,  these  contrac- 
tions resulting  in  expulsion  of  the  blood  into  the  plexuses  of 
the  pelvis,  the  vessels  of  the  broad  ligament,  and  the  decidua, 
giving  rise  to  the  appearance  of  congestion,  and  which  has  been 
described  as  present  during,  and  the  cause  of,  menstruation. 

Fibroid  growths  of  the  uterus  sometimes  undergo  a  cretaceous 
transformation,  becoming  smaller  in  bulk  at  the  same  time. 
Another  change  occasionally  observed  is  the  cystic  transformation. 
Thus  a  fibrous  polypus  may  become  changed,  after  remaining  in 

'  Fig.  174,  from  a  preparation  in  Univcrsitj'-  College  Museum,  A  sub-mucous 
fibroid  tumour,  polypoidal  in  character. 
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utero  some  time,  into  a  cyst-like  body,  each  cyst  containmg 
.  Lty  daris.    Here  the  'cysts'  probably  -P-^-VtHsTh! 
.  of  development  of  the  original  fibroid  tumour     0^  t^.^  I^^ 
t  related  a  case.    The  so-called  '  fatty  polypi    of  the  uterus  are 
'  instances  of  the  same  kind.    The  cystic  transformation  does  not 
I  pnpear  to  affect  parietal  fibroid  tumours,  but  we  have  some  very 

iinnortant  instances  of  it  in  that  tumour  which  is  now  and  then 
I  found  external  to  the  uterus-the  fibro-cystic  tumour  of  the 

Fig.  175.' 


uterus.  A  careful  examination  of  the  facts  recorded  leads  to  the 
conclusion  that  these  fibro-cystic  tumours,  which  in  many  par- 
ticulars so  much  resemble  ovarian  cystic  tumours,  are  primarily 
fibroid  tumours,  either  sub-peritoneal  uterine  fibroids,  or  sub- 
peritoneal peri-uterine  fibroids  (see  ante,]).  609).  The  importance 
of  these  rare  tumours  is  great,  inasmuch  as  they  have  been  mis- 
taken for  ovarian  tumours.  Hence  the  interest  of  this  cystic 
transformation.    Paget'^  remarks  on  this  subject,  that  the  forma., 


'  Fig.  175  represents  a  fibrous  polypus  projecting  from  tlic  uterus  into  the 
vagina:  operated  on  in  University  College  Hospital. 
^  Svrrj'eal  Pathology,  vol.  ii.  p.  137,  1st  ed. 
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tion  of  cysts  in  fibrous  tumours  is  not  rare,  especially  if  they  be 
more  than  usually  loose-textured  ;  that  the  cyst  formation  may  be 
due  to  a  local  softening  and  liquefaction  of  part  of  the  tumour, 
with  effusion  of  fluid  in  the  affected  part,  or  to  an  accumulation  of 
fluid  in  the  interspaces  of  the  intersecting  bands ;  and  he  accounts 
thus  for  the  formation  of  the  roughly  bounded  cavities  which  may 
be  found  in  uterine  tumours. 


Fig.  17(5.' 


Case  I.  The  following  case  of  jSbro-eystic  tumour  of  the  uterus  is 
related  by  Mr.  Spencer  Wells.^  The  patient  was  single,  set.  53 ;  there 
was  an  irregular,  obscurely  fluctuating  tumour  in  the  abdomen,  menstru- 
ation latterly  scanty,  abdomen  increased  in  size  from  1853  to  1863, 
when  an  operation  was  undertaken.  The  tumour  was  closely  adherent 
to  the  right  iliae  fossa,  connected  with  the  uterus  by  a  thick  band  ;  it  was 
a  fibro-c^stic  growth  from  the  right  side  of  the  fundus;  its  solid  portion 
weighed  16  lbs.,  and  from  a  large  cyst  within  it  26  pints  of  fluid  and  4  lbs. 
of  lumpy  masses  of  decomposed  fibrin  were  removed.  The  uterus  was 
twice  its  natural  size,  the  os  was  situated  high  up,  and  behind  the  tumour. 

Case  II.  A  second  very  interesting  case  is  also  recoi-ded  by  Mr. 
Spencer  "Wells.^  The  lady,  aet.  45,  was  operated  upon  as  for  ovariotomy. 
Ten  years  before,  two  tumours  the  size  of  a  goose  egg  had  been  detected 
by  Dr.  Stokes,  one  central,  a  little  above  the  umbilicus,  the  other  under 
the  anterior  superior  spinous  process  of  the  ilium.  At  the  time  of  the 
operation  there  was  above  much  ascitic  fluid,  below  what  appeared  to 
be  a  multilocular  cyst.  The  tumour  A^as  found  to  consist  of  two  parts  : 
the  left,  which  was  removed,  was  attached  to  the  uterus,  and  to  the  other 
part,  which  was  not  removed.  The  removed  portion  measured  18  inches 
by  12,  and  was  7  inches  thick,  weighed  20  lbs.,  in  addition  to  12  pints 
of  bloody  serum  removed  during  operation.  It  was  composed  of  fibrous 
tissue  split  up  by  little  cavities  containing  serum.    In  some  parts  were 

'  Fig.  17(3  represents  tlie  microscopical  structure  of  an  ordinar}--  fibrous  poly- 
l^us  :  A  the  harder  central,  and  B  the  softer  external  layers. 

On  Diseases  cfthe,  Ovaries,  vol.  i.  p.  354.  '  Oj*.  clt.  p.  356. 
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little  masses  like  fibroid  tumours— these  in  process  of  fatty  and  calcareous 
transformation.  In  others  cysts  with  blood  contents,  one  of  which  was 
the  size  of  an  adult  head,  divided  into  several  compartments.  The 
second  tumour,  removed  after  death,  measured  18  inches  by  16,  and  7 
inches  thick,  attached  by  a  pedicle  3^  inches  long  and  2  broad,  which 
pedicle  was  itself  hollowed  into  cysts.  In  it  was  one  large  cyst  12  inches 
in  diameter.    The  uterus  was  a  narrow  tube  7  inches  long. 

Case  III.  In  a  case  operated  on  by  Mr.  Baker  Brown  in  1862.  the 
age  of  the  patient  was  36.  Eulai-gement  of  the  abdomen  for  six  years. 
The  tumour  could  not  be  removed.  The  specimen,  removed  after  death, 
was  exhibited  at  the  Pathological  Society,  and  reported  on  by  Mr. 
Holmes  and  Mr.  Nunn.^  The  fundus  of  the  uterus  was  directly  con- 
tinuous with  the  substance  of  the  tumour,  the  solid  part  of  the  tumour 
separated  into  two  parts  near  the  utei-us  by  interposition  of  large  cysts. 
The  mass  of  the  tumour  was  situated  in  the  sub-peritoneal  tissue,  and 
adhered  above  to  the  omentum,  in  the  tissue  of  which  some  fibrous 
nodules  were  to  be  seen.  .  .  .  '  The  great  tumour  was  made  up  of  a  mass 
of  nodules  or  rounded  tumours  of  a  fibrovis  appeartince  and  consistence, 
separated  from  each  other  by  large  cysts,  in  many  of  which  a  purulent 
fluid  was  still  contained.  The  tissue  of  the  tumours  resembled  under 
the  microscope  the  ordinary  fibroid  tumours  of  the  uterus,  but  many  of 
them  contained  cysts  of  various  sizes,  and  in  almost  all  some  very  small 
spaces,  which  seemed  the  commencement  of  such  cysts,  could  be  seen. 
The  reportei-s  considered  it  to  be  a  specimen  of  fibro-cystic  tumovir 
attached  to  and  incorporated  with  the  fundus  \iteri,  but  probably  origi- 
nating in  the  sub-peritoneal  tissue  in  its  neighbourhood. 

A  review  of  the  facts  relating  to  these  fibro-cystic  tumours 
renders  it  probable  that  the  cavities  in  them  are  hardly  cystic  in 
the  true  sense  of  the  word  at  all.  They  appear  to  be  often  formed 
by  the  breaking  up  or  softening  of  parts  of  the  tumour  by  haemor- 
rhage within  it,  by  formation  of  piuiform  material,  and  other 
changes  of  a  destructive  character.  Further,  these  tumours  appear 
always  to  have  a  very  chronic  course,  a  fact  which  should  be  of 
great  service  in  their  diagnosis  from  ovarian  tumours. 

Recurrent  fibrous  'polypus.  Sarcoma  of  the  uterus. — This 
designation  is  applied  to  a  very  rare  affection.  It  is  a  growth  pro- 
ceeding from  the  inner  wall  of  the  uterus,  and  projecting  down- 
wards through  the  os  in  the  manner  of  ordinary  fibrous  polypus, 
but  differing  from  ordinary  polypus  in  that  a  new  tumour  is  liable 
to  grow  soon  after  the  old  one  is  removed. 

Case  of '  recurrent  fibroid  tuviour  '  (Dr.  West).^ — A  polypus  the  size 
'  Trwiu.  of  Path.  Soc.  vol.  xiv.  p.  199. 

2  JJisc.mcH  of  Women,  2nd  ed.  p.  333.  For  a  particular  account  of  tlie  poni- 
mortem  appearances  in  this  case,  drawn  up  by  Mr.  Callender,  see  Trans,  of  the 
Path.  SoG.  vol.  ix.  p.  327. 
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of  a  pigeon's  egg  was  found  i:)roti-ucling  from  the  os  uteri.  Portions  of 
it  were  torn  away  by  repeated  opei-ations,  nine  of  which  were  perfonucil 
in  the  course  of  a  year  and  a  half,  but  the  growth  always  recurred,  and, 
after  having  been  six  years  undej-  observation,  the  patient  died.  Her  a^'(; 
was  22  when  first  seen  ;  after  death  a  large  tumour  was  found  in  tlir; 
abdomen,  like  that  in  the  uterus,  and  continuous  through  the  uteriiK 
wall  with  it.  Similar  tumours  were  found  in  the  lungs,  in  the  pei  i- 
cardium,  and  in  the  body  of  the  sixth  cervical  vertebra.  The  tumours 
were  all  alike,  composed  of  oat-shaped  cells,  mingled  with  others  of  a 
flattened  fibroid  form.  The  tumours  were  lobulated,  divided  by  septa ; 
they  were  soft  and  elastic.  The  tumour  within  the  uterus  grew  from  a 
broad  base. 

Case  related  hy  Mr.  Hutchinson.^ — Thei^e  was  a  recurrent  fibroid 
tumour  of  the  uterus,  assuming  a  polypoid  shape,  in  a  woman,  a;t.  39, 
the  history  of  which  extended  over  a  period  of  three  years,  at  the  end  of 
which  time  the  case  ended  fatally.  The  growth  was  polypoid  in  shape, 
soft,  and  lacerable,  and  attempts  to  remove  it  entirely  failed  from  thLs 
circiimstance.  It  was  three  times  pai^tially  removed,  growing  again  after 
each  operation.  The  growth  was  attached  by  a  broad  base  to  the  whole 
of  the  fundus  and  posterior  uterine  wall.  It  was  soft,  lobulated,  of  a 
grey-white  colour,  and  readily  tore  up  into  fibrils,  all  of  which  had  a 
parallel  arrangement.  Nuclei  and  numerous  small  cells  were  seen.  The 
tumour,  very  distinct  from  ordinary  fibrous  tumours  of  the  uterus,  pre- 
sented no  resemblance  to  epithelial  or  scirrhous  cancer.  There  were  no 
secondary  deposits  in  this  case. 

The  tumours  in  both  these  cases  appear  to  have  been  identical  with 
those  found  in  other  parts  and  known  as  recurring  fibrous  tumours.  In 
both  instances  there  were  severe  floodings,  oflfensive  discharges,  and  other 
symptoms  present  in  bad  cases  of  polypus  uteri. 

(Further  remarks  on  the  subject  will  be  found  in  the  chapter 
on  '  Cancer.') 

The  symptoms  produced  by  the  presence  of  fibroid  growths  of 
the  uterus  vary  excessively.  Haemorrhage  is  frequent  when  fibrous 
polypus  is  present,  less  so  in  the  parietal  form,  least  so  in  the  sub- 
peritoneal tumour.  Watery  discharges,  sanious,  or  even  oflfensive 
discharges  attend  polypi,  but  not  other  cases,  as  a  rule.  Pain  is 
usually  observed  in  all  varieties  of  cases.  In  some  cases  the  suf- 
fering experienced  is  most  intense  in  degree.  The  degree  of  pain 
is  in  no  way  related  to  the  size  of  t  he  tumour,  for  very  large  tumom's 
may  give  comparatively  little  uneasiness.  Menstruation  is  gene- 
rally disturbed.  In  some  cases  very  severe  dysmenorrhoea  results. 
The  mechanical  results  are  difficulties  in  micturition,  in  deftecation, 

'  Tram,  of  the  Path.  Sor.  vol.  viii.  j).  287. 
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ol  prolapsus  of  the  uterus,  pressure  on  the  veins  in  the  pelvis,  and 
i*  consequent  oedema,  pressure  on  the  nerves  giving  rise  to  pain  or 
u  numbness  extending  usually  down  one  of  the  thighs,  &c.  These 
•?  mechanical  disturbances  vary  in  kind  and  degree  as  the  tumour  is 
f  large  or  small,  and  according  to  its  shape  and  position.  It  may  be 
so  placed  and  so  large  as  to  actually  block  up  the  pelvis,  the  func- 
(  tions  of  the  rectum  and  bladder  being  then  so  seriously  interfered 
i  with  that  death  results. 

CERTAIN  OTHER  VARIETIES  OF  UTERINE  POLYPUS. 

Certain  growths  from  the  interior  of  the  uterus  which  now  and 
then  assume  the  characters  of  polypi  must  here  be  mentioned. 
One  of  these  is  the  glandular  polypus.  It  is  an  hypertrophy  of 
the  mucous  lining  of  the  uterus,  containing  canals  or  channels, 
which  appear  to  be  the  uterine  glands  enlarged.  Dr.  Oldham's 
*  channel  polypi '  seem  to  belong  to  this  category.  Mr.  Wood  ' 
exhibited  a  specimen  at  the  Pathological  Society  having  the  size 
of  a  small  walnut,  a  broad  base  growing  from  the  fundus.  It  was 
soft,  very  vascular,  and  there  were  seen  numerous  tubes  or  canals 
travelling  through  the  substance  and  connected  by  strong  pro- 
cesses of  fibrous  tissue.  This  specimen  will  serve  as  a  type  of  the 
class.  They  are  not  common.  The  so-called  '  fungous '  growths 
now  and  then  found  in  the  uterus  are  in  most  cases  simply 
the  result  of  congestive  hypertrophy  of  the  mucous  membrane 
(see  p.  109). 

Next  we  have  mucous  polypi,  as  they  have  been  termed,  con- 
sisting of  enlarged  mucous  follicles  from  the  cervical  cavity  of  the 
uterus,  attached  generally  by  a  long  pedicle,  and  hanging  down  in 
the  vaginal  canal.  Their  size  varies  from  a  barleycorn  to  that  of 
a  walnut. 

These  smaller  polypi  may  occasion  haemorrhages  and  other  in- 
conveniences apparently  disproportionate  to  their  size. 

DIAGNOSIS. 

The  diagnosis  of  the  existence  of  the  various  forms  of  fibroid 
growths  of  the  uterus  is  only  to  be  satisfactorily  made  by  investi- 
gating the  condition  of  the  uterus  physically.  The  digital  ex- 
amination of  the  uterus  from  the  vagina  is  of  great  service  in  this 
respect.  The  finger,  aided  by  the  sound,  in  this  way  enables  us  to 
estimate  very  accurately  the  general  relations  of  fibroid  tumours 

'  Trans,  of  the  Path.  Soo.  vol.  x.  p.  20G. 
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when  not  of  great  size.  The  existence  of  polypi  is  ascertained  i 
the  same  way,  it  being  now  and  then  necessary  also  to  dilate  th 
OS  uteri,  to  gain  access  to  these  polypoidal  growths. 

The  examination  of  the  abdomen  by  the  touch  is  always  require 
to  determine  the  relations  of  the  larger  varieties,  and  the  conjoin 
examination  by  one  finger  in  the  vagina  and  the  other  hand  lai 
on  the  abdomen  is  frequently  a  great  aid  to  the  diagnosis. 

It  will  thus  be  seen  that  when  the  case  before  us  dates  bac 
for  any  considerable  time,  the  diagnosis,  up  to  a  certain  point,  is 
comparatively  easy  ;  the  firmness  and  density  of  the  tumour  being 
peculiar  and  characteristic.  The  slow  growth  of  the  tumour  and 
its  firmness  and  solidity  separate  it  from  the  ordinary  forms  of 
ovarian  tumour,  but  there  are  some  forms  of  ovarian  tumour  with 
which  it  may  more  readily  be  confounded.  In  cancerous  enlarge- 
ment of  the  uterus  the  progress  is  less  chronic  than  in  fibrous 
tumour ;  moreover,  cancer  is  often  present  in  other  organs  also. 
There  are  other  considerations  which  are  equally  significant  in  the 
diagnosis  of  fibrous  growths.  When  the  fibrous  growths  are  exter- 
nal to  the  cavity  of  the  uterus,  the  symptoms  are  often  very  slight, 
and  the  general  health  of  the  patient  may  be  unaffected,  unless  the 
shape  or  position  of  the  tumour  be  such  as  to  mechanically  inter- 
fere with  the  evacuation  of  the  bladder  or  of  the  rectum.  In  the 
early  stage  of  the  growth  of  such  tumours  there  may  be,  however, 
mechanical  derangements,  these  being  entirely  absent  at  a  later 
period  when  the  tumour  has  risen  out  of  the  pelvis  into  the  abdo- 
men. If,  on  the  other  hand,  the  uterus  be  enlarged  together  with 
the  tumour,  as  it  necessarily  is  when  the  tumour  is  enclosed 
within  it,  the  symptoms  are  almost  always  more  severe  and  such 
as  to  attract  attention  at  an  early  period.  Profuse  menstrua- 
tion, haemorrhages,  serous  discharges,  more  or  less  constant  pains, 
and  discomfort  of  various  kinds,  which  by  their  association  and 
long  continuance  not  rarely  reduce  the  patient  to  a  very  low  debili- 
tated state,  are  present  under  such  circumstances ;  and  a  slow- 
growing,  hard,  symmetrical  tumour,  felt  above  the  pubes  in  a 
patient  with  symptoms  such  as  those  described,  generally  proves 
to  be  a  large  polypus  of  the  uterus.  The  only  condition  capable 
of  closely  simulating  this  condition  is  internal  cancer  of  the  uterus 
—a  very  rare  disease,  and  one  which  might  be  expected  to  have  a 
less  chronic  course  than  fibrous  polypus.  The  state  of  the  lower 
segment  of  the  uterus  affords  valuable  diagnostic  information  in 
cases  of  hard  uterine  enlargement.  When  a  ]iolypus  is  present, 
the  examination  of  the  os,  and  through  this  opening  of  the  interior 
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)  of  the  uterus  by  means  of  the  uterine  sound,  generally  gives  con- 

0  elusive  information  on  this  point.  Slight  consideration  will  be 
6  sufficient  to  show  that  between  fibrous  tumours  situate  in  the  wall 
r  of  the  uterus,  but  partly  projecting  into  the  cavity,  and  fibrous 
;  polypi,  the  diagnostic  signs  would  not  be  very  decided.  The 
!  symptoms  presented  by  the  patient  give,  however,  some  material 

assistance.    Thus,  as  observed  by  Scanzoni,  in  the  case  of  fibrous 

1  tumours  growing  near  the  cavity,  but  interstitial  in  character,  the 
i  pains  experienced  by  the  patient  are  generally  more  severe  than 
f  when  there  is  a  polypus  present,  while,  at  the  same  time,  the 

amount  of  hgemorrhagic  loss  is  generally  much  less  considerable  in 
the  former  than  in  the  latter  case. 

I A  hard,  firm,  resisting,  well-defined  tumour,  involving  the 
uterus,  reaching  as  far  as  or  beyond  the  umbilicus,  which  has 
i  been  growing  for  three  or  more  years,  will,  if  uniform  and  sym- 
metrical in  shape,  probably  prove  to  be  a  fibrous  polypus  of  the 
1  uterus,  but  if  there  be  a  want  of  symmetry  about  the  tumour  we 
have  probably  to  do  with  a  fibrous  growth  which  is  not  within  the 
uterine  cavity.    More  generally  we  are  able  to  recognise  this 
latter  fact  at  once,  judging  by  the  unevenness  of  the  surface  of 
the  tumour  felt  through  the  abdominal  jmrietes,  while  in  other 
I  cases  it  is  still  more  evident  from  the  circumstance  that  the 
I  fingers  recognise  the  presence  of  rounded,  knob-like  masses, 
which  are  fibrous  tumours  growing  from  the  exterior  of  the 
uterus.    Sometimes  these  growths  are  pedunculated,  and  then 
they  are  movable  to  an  extent  varying  with  the  length  of  the 
pedicle. 

The  solid  tumours  of  the  ovaries  may,  under  certain  circum- 
stances, present  physical  signs  very  closely  resembling  those 
present  in  the  case  of  fibrous  tumours  of  the  uterus,  has  been 
just  observed.  The  greatest  amount  of  difficulty  is  in  deciding 
between  a  tolerably  large  fibrous  tumour  pedunculated,  and  to  a 
certain  extent  movable  independently  of  the  uterus,  and  some 
solid  tumours  of  the  ovary,  both  being  chronic  in  their  course, 
while  the  physical  inconveniences  produced  may  be  identical  in 
the  two  cases.  I  recollect  seeing  an  enormous  fibroid  tumour  which 
had  been  removed  from  the  abdomen  by  Mr.  Spencer  Wells,  and  to 
the  touch  exactly  resembled  a  semi-fluctuating  ovarian  tumour.^ 
T  have  myself  removed  a  very  large  fibroid  tumour,  the  history 
connected  with  which  suggested  the  idea  of  an  ovarian  tumour 
previous  to  the  operation.  The  diagnosis  of  ovarian  tumours,  of 
'  Described  in  Obst.  Trann.  vol.  xi,  p.  73. 
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which  the  contents  are  chiefly  fluid,  from  flbrous  tumours  of  tlic 
uterus,  is  more  easy,  the  presence  of  fluctuation  and  otho- 
characters  giving  important  diagnostic  criteria.  (See  '  Ovarian 
Tumours.') 

The  following  is  a  tabular  statement  of  cases  of  fibroid  tumour 
and  polypus  observed  by  me  at  University  College  Hospital  in  a 
period  of  a  little  over  four  years.  It  will  serve  to  exhibit  the 
more  essential  particulars  connected  with  the  clinical  history  of 
these  diseases.  Of  the  total  number  of  96  it  will  be  found  that 
72  were  instances  of  fibroid  tumour  and  14  of  polypus.  Of 
the  women  who  were  married,  78  in  number,  30  were  sterile.  It 
will  be  observed  that  in  so  many  as  8  the  disease  was  observed 
before  the  age  of  26. 


Fibroid  Tumours  and  Fibrous  Polypi. 
(^Universiti/  C'ollef/e  Hosjntal,  18G6-!).) 


Age. 

Initials. 

Married 
or  Single. 

No.  of 
Children 

t  7 

A.  -tl. 

S. 

0 

20 

J.  G. 

M. 

1 

OA 

S*i.  (jr. 

s.- 

22 

E.  D. 

M. 

0 

22 

B. 

M. 

1 

23 

C. 

M. 

0 

24 

A.  C. 

S. 

25 

L.  D. 

M. 

2 

26 

L.  D. 

M. 

0 

26 

M.  M. 

M. 

0 

27 

E.  A. 

S. 

27 

A.  T. 

s. 

27 

M.  A.  G. 

M. 

1 

27 

E.  S. 

M. 

0 

28 

E.  L. 

M. 

i 

30 

M.  A.  H. 

M. 

1 

30 

S.  H. 

M. 

1 

30 

E.  P. 

M, 

0 

30 

J.  0. 

M. 

7 

30 

E.  D. 

M. 

0 

30 

A.  F. 

M. 

1 

Remarks. 


Fibroid  tumour  in  front  and  to  right  of  uterus. 

Fibroid  tumour  left  side  of  uterus. 

Small  mucous  polypus  of  os  uteri. 

Tumour  behind  uterus  size  of  egg. 

Fibroid  tumour  in  anterior  wall  (?  anteversion). 

2  miscarriages.    Fibroid  tumour. 

Fibroid  tumour,  size  egg,  in  left  side  of  uterus. 

Dysmenorrhcea. 
Fibroid  tumour,  size  pigeon's  egg,  to  front  and  right 

of  uterus. 

Fibroid  tumour,  size  small  orange,  in  anterior  wall 
of  uterus. 

Married  5  years.  Large  fibroid  tumour  on  left 
anterior  side  of  uterus.  (Injection  with  acetic 
acid.) 

Fibroid  tumour,  size  small  foetal  head,  right  side  of 
abdomen. 

Large  fibroid  tumour.    (Incision  of  cervix.) 
Fibroid  tumour  at  back  of  uterus. 
Fibroid  tumour,  size  of  orange,  in  anterior  wall  of 
uterus. 

Fibroid  tumour  behind  uterus,  size  Maltese  orange. 

Last  child  three  years  ago. 
Child  5  years  old.    Fibroid  tumour  on  right  side  of 

uterus. 

Fibroid  tumour  on  posterior  aspect  of  uterus. 
Married  11  years.    Fibroid  tumour  of  uterus,  size  of 
fist. 

Fibroid  tumour  to  left  of  uterus,  size  of  small  egg 

Uterus  or  bladder  prolapsed. 
Married  4  years.    Fibroid  tumour  in  front  of  cervix, 

size  filbert. 

Child  10  years  old.    Fibroid  tumour  in  anterior  right 
wall  of  uterus.    Cavity  of  uteru.s  ■{  inch  too  long. 
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Fibroid  Tumouks  and  Fibroid  Foly pi— co/itimied. 


Age. 

Initials. 

Marrieil 
or  Single. 

No.  of 
ChUdren. 

Remarks. 

30 

D.  W. 

S. 

Fibroid  tumour,  size  orange,  to  right  of  uterus. 

31 

E.  N. 

M. 

1 

Child  2  years  old.    Large  hard  tumour,  6  inches  in 
diameter,  on  right  side  of  abdomen,  apparently 
uterine.    Sound  goes  m  behind  it. 

31 
31 

M.  A.  S. 
M.  B. 

M. 
S. 

0 

Very  hard  tumour  behind  uterus,  size  of  fist,  con- 
tinuous with  uterus.  Tumour  also  above  pubes 
half  way  to  umbilicns. 

Uterus  enlarged,  anteriorly  and  to  right.  Ambigu- 
ous swelling  also  behind  it. 

32 

J.  W. 

M. 

I 

Child  lo  years  old.    Two  rounded  fibroid  tumours, 
one  in  front  and  one  to  left  of  uterus,  connected 
together.    Uterus  pressed  downwards  and  retro- 
tlexed. 

32 

S.  R. 

M. 

0 

Married  9  years.    Small  fibroid  tumour  to  right  of 
uterus. 

32 

C. 

M. 

0 

Married  4  years.    Large  fibroid  tumour,  size  foetal 
head,  in  front  of  uterus.    Sound  enters  3  inches. 

33 

E.  W. 

M. 

5 

Last  child  6  years  old.  Fibroid  tumour,  anterior  wall. 

33 

S.  K. 

M. 

2 

Last  child  9  years  old.    J  ibroid  tumour  to  right  side 
of  uterus. 

33 

A.  H. 

M. 

0 

Married  9  years.    Tumour,  size  pigeon's  egg,  in  right 
latero-anterior  wall.    Ireated  by  incision  of  cervix 
internally,  and  use  of  stem  pessary.  Pregnancy 
followed  end  of  1869. 

3-1 

E.  M. 

M. 

7 

Last  child  1|  year.    Has  passed  an  egg-shaped  hard 

II                                        lTTr*l             'T  1 

substance,  probably  fibroid  polypus. 

0  t 

o-t 

C.  T. 

S. 

Enormous  fibroid  tumour. 

o 

00 

M.  A.  T. 

Fibroid  tumour. 

no 

A.  15. 

M. 

0 

Fibroid  tumour  right  side  of  uterus. 

35 

E.  R. 

M. 

7 

Retroflexion  of  uterus,  and  a  soft  flattish  tumour  be- 
hind it. 

L.  N. 

M. 

6 

Polypus  attached  to  cervix.  Operation. 

•>  — 

S.  C. 

M. 

8 

(?)  Fibroid  tumour  m  anterior  wall. 
I"'olypus.    Operation  by  scissors. 

•J 

PI.  B. 

S. 

E.  C. 

M. 

1 

C/hild  aged  16.    P  ibroid  tumour  growing  from  back 
or  uterus  at  junction  of  cervix  and  body,  size 
pigeon's  egg,  flattened. 

3o 

E.  M. 

M. 

0 

TT  •  1             'Ti                                                 i*                         T  J*<. 

b  ibroid  tumours,  anterior  and  posterior  to  uterus. 

36 

J.  W. 

M. 

0 

Fibroid  tumour  right  side  of  uterus. 

36 

M.  A.  E. 

M. 

0 

Fibroid  tumour  externally.    Signs  of  disintegration 

.>o 

of  uterine  polypus. 

E.  L. 

M. 

4 

Fibroid  tumour  growing  from  back  of  uterus  low 
down.    Last  child  2^  years  old. 

30 

E.  >I. 

M. 

3 

Last  child  10  years  old.     Fibroid  tumour  to  ritrht 
01  uterus  (.') 

i  36 

A.  (jr. 

M. 

0 

Married  20  years.    General  enlargement  of  uterus 
but  especially  on  right  side.    Cervix  also  large! 

.So 

Vaginal  hypenesthesia. 

E.  L. 

M. 

4 

Also  5  miscarriages,  last  9  years  ago.    Fibroid  tu- 
mour right  side,  size  egg.    Membranous  menstru- 

36 

A. 

3 

Fibroid  tumour  on  right  side  and  front  of  uterus. 

J.  B. 

M 

3 

Also  5  miscarriages.    Says  has  had  fibroid  tumour 
removed.    Uterus  still  large. 

1 

A.  W. 

M. 

0 

liarge  fibroid  tumour  8  inches  oblique  vertical  dia- 
meter. Lies  most  to  right  side.  Os  uteri  drawn  up. 

G2t 
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Fibroid  Tumours  and  Fibrous  Vojsyvi- coniinued. 


Age. 

Initials. 

Married 
or  Single. 

No.  of 
Children. 

37 

s.  c. 

M. 

0 

87 

w. 

M. 

3 

37 

c. 

M. 

2 

37 

M. 

M. 

0 

38 

s.  s. 

l\'f 

0 

39 

c.  p. 

M. 

7 

DC 

E.  A. 

M. 

3 

40 

A.  C. 

M. 

0 

40 

W. 

M 

0 

40 

M.  D. 

M. 

0 

40 

M.  W. 

M. 

0 

40 

TV' 

E.  F. 

M. 

0 

40 

E.  D. 

« 

k  I. 

40 

C.  L. 

M. 

1 

E.  C. 

S. 

0 

4.1 

D. 

M. 

42 

E.  W. 

S. 

42 

(J.  B. 

M. 

1 

42 

c.  s. 

M. 

2 

42 

E.  M. 

M. 

2 

42 

C.  T. 

M. 

0 

43 

F.  Y. 

M 
ill. 

1 

X 

43 

M.  A.  F. 

M. 

3 

ill 

Q  n 

O.  \J, 

S. 

44 

E.  E. 

S. 

44 

C.  L. 

iu. 

45 

C.  M. 

O.  U t 

M. 

1 

46 

E.  F. 

M. 

1 

4fi 

S,  R. 

S. 

46 

B. 

M. 

0 

47 

E.  D. 

M. 

0 

Remarks. 


Fibroid  tumour,  size 


uterus, 
IncLsed 


head, 


1  raiscarriajje  18  year.s  ago. 

orang-e,  r'u^ht  side  of  uterus. 
Last  child  3^  years  old.    Fibroid  tumour  to  right  of 

uterus,  pendulous. 
Last  child  20  years  old.    Fibroid  tumour  to  left  of 

uterus. 

Polypoid  fibroid  tumour,  size  of  fist.    Patient  died 

of  pyfemia  following  dilatation  of  cervix  uteri. 
Married  16  years.    Fibroid  tumour  size  of  gravid 

uterus  at  6  months.    Sound  passes  a  little  to  left, 

and  in  front  of  it. 
Nodular  enlargement  to  right  front  of  uterus. 
Last  child  10  years  old.    Fibroid  tumour  back  of 

uteru=,  size  of  an  egg. 
Married  4  years.     Fibroid  tumour  behind 

size  hen's  egg. 
Large  fibroid  tumour  posterior  to  uterus. 

freely. 

Very  large  fibroid  tumour  of  uterus. 

Married  18  years.     Fibroid  tumour,  size  orange 

behind  nterus.  Retroversion  of  uterus  also. 
Married  18  years.    Fibroid  tumour,  size  foetal 

round,  movable,  small  pedicle. 
Two  large  fibroid  tumours,  anterior  part  of  uterus. 
Child  15  years  old.    Fibroid  tumour,  size  1^  inch  in 

diameter  behind  uterus.    Sound  passes  to  left. 
Large  fibroid  tumour. 
Soft  polypus,  breaking  down  (?),  clots,  &c. 
Large  fibroid  tumour.  (In-Patient.) 
Fibroid  tumour  behind  uterus,  size  of  fist.  Retro- 
flexion also.    Child  many  years  ago. 
Last  child  16  years.   Fibroid  tumour  back  of  uterus. 
Last  child  15  years.    Polypus.  Operation. 
Considerable  fibroid  tumour  to  right  of  uterus. 
Last  child  22  years  old.    1  miscarriage  5  years  after. 

Fibroid  polypvis  or  fibroid  tumour.  Sound,  4  inches. 
Last  child  20  years  old.    Fibroid  tumour,  size  foetal 

head.  Uterus  also  enlarged  to  left  side  low  down. 
Enormous  fibroid  tumour,  size  adult's  head,  in  3 

portions. 

Aggregation  of  3  or  more  large  fibroid  tumom-s, 
altogether  exceeding  size  of  foetal  head. 

Last  child  10  months  old.  Small  fibroid  tumour  in 
anterior  wall  of  cervix. 

Polypus,  size  of  filbert. 

Also  5  miscarriages.  Polj^^s.  Removed  by  Ecra- 
seur. 

Enormous  fibroid  tumour  extending  to  3  inches 
above  umbilicus.  8  inches  in  transverse  diameter. 
Appears  to  originate  in  posterior  wall  of  uterus. 
Sound  passes  4|  inches  in  front  of  tumour. 

Fibroid  tumour  size  of  adult  head. 

Married  17  years.    Fibroid  tumour  to  left  of  uterus. 

Pelvis  filled  posteriorly  with  fibroid  enlargement  of 
uterus,  growing  also  upwards  to  a  little  above  um- 
bilicus. 
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Fibroid  Tumours  and  Fibrous  VohYvi—eontimied. 


Age. 

Initial. 

Married 
or  Single. 

No.  of 
Caiildreu". 

Remarks. 

48 

E.  M. 

M. 

7 

Last  child  6  5'ears.    Mucous  polypus.  ■  Operation. 

48 

C.  J. 

S. 

Small  polypus. 

48 

S. 

M. 

0 

Fibroid  enlargement  of  anterior  part  of  cervix. 

48 

E.  M. 

S. 

Large  fibroid  tumour,  size  of  head.    (At  one  time 
.   thought  to  be  ovarian.) 

49 

R.  G. 

M. 

2 

Last  child  10  years.    Large  fibroid  tumour,  size 
head.    Partly  in  pelvis. 

49 

M.  A.  M. 

M. 

9 

Polypus.  Operation. 

49 

M.  B. 

M. 

9 

Fibroid  tamour,  size  nut,  in  front  of  cervix. 

49 

J.  R. 

iVl. 

Fibroid  tumour,  size  orange,  back  of  uterus. 

50 

J.  D. 

M. 

0 

Fibroid  tumour,  size  orange,  at  back  of  uterus. 
Prolapsus  of  the  uterus  and  tumour  externally. 

Uterine  canal  almost  closed. 

50 

A.  S. 

M. 

Large  fibroid  tumour  as  high  as  umbilicus. 

50 

E.  S. 

M. 

0 

Large  fibroid  tumour  filling  pelvis. 

50 

M.  C 

M. 

9 

Polypus.    Removed  by  scissors. 
Polj'pus,  size  pigeon's  egg.  Operation. 

50 

C. 

M. 

6 

50 

F.  D. 

M. 

12 

Polypus,  size  of  apple.  Operation. 

58 

M.  S. 

M. 

5 

64 

J.  N. 

M. 

7 

Fibroid  tumour  behind  uterus. 

ETIOLOGY. 

No  considerable  degree  of  light  has  been  thrown  on  the  ques- 
tion as  to  the  cause  of  the  formation  of  fibroid  growths  in  the 
uterine  tissues.  Although  various  theories  have  been  put  forward 
to  account  for  their  production,  these  theories  are  unsupported  by 
facts  of  a  reliable  character. 

These  fibroid  growths  may  be  considered  to  be  parts  of  the 
uterine  tissues  which  have  become  isolated  in  some  way  from  the 
uterus  as  a  whole,  and  which  take  on  a  quasi-independent  mode  of 
growth,  being  subject,  as  regards  their  growth,  to  certain  laws 
different  from  those  which  they  obeyed  previous  to  their  isolation. 

It  seems  probable  that  there  may  be  some  influence  at  work 
acting  prejudicially  on  the  nutrition  changes  in  the  uterus  and 
leading  to  the  formation  of  these  growths.  They  certainly  have 
apj)eared  to  me  to  be  more  liable  to  be  observed  in  individuals 
whose  general  health  was  in  a  defective  state,  and  in  whom,  con- 
sequently, the  nutrition  changes  in  the  body  generally  were  and 
had  been  habitually  moving  slowly,  languidly,  and  imperfectly. 
General  weakness  implies  local  weakness,  and  I  have  come  to  the 
conclusion  that  the  foimation  of  fibroid  tumours  in  the  uterus  is 
connected  with  defective  nutritional  vigour  of  the  uterus  as  a  whole. 

s  s 


626 


FIBROID  TUMOURS,  POLYPUS,  AND 


The  foregoing  explanation  was  suggested  to  me  in  consequem  <• 
of  my  having  read,  some  little  time  since,  papers  by  Dr.  Salisbury 
of  Cleveland,  Ohio,  and  Dr.  Ephraim  Cutter,  advocating  the  ad- 
ministration of  a  diet  largely  composed  of  meat  in  the  treatment 
of  cases  of  fibroid  tumour  of  the  uterus,  and  from  the  success 
which  in  certain  well-marked  cases  under  my  own  observation  had 
followed  the  adoption  of  this  plan  of  treatment.  (See  later  on  for 
re  marks  on  '  Treatment.') 

TREATMENT. 

The  danger  to  life  consequent  on  the  presence  of  fibroid  growths 
in  or  about  the  uterus  varies  very  much  in  difierent  cases,  and  is 
connected  almost  entirely  with  the  severity  and  intensity  of  the 
secondary  symptoms.  The  most  considerable  source  of  danger 
lies  in  the  oft-repeated  hsemorrhages,  the  chronic  menorrhagia, 
leucorrhoea,  etc.,  present  in  bad  cases,  and  in  the  exhausting 
effects  of  these  on  the  constitution  of  the  patient.  In  themselves 
these  tumours  are  almost  innocuous,  but  they  may,  when  large, 
mechanically  interfere  with  important  functions  of  the  body,  and 
in  that  way  bring  about  a  fatal  result.  In  one  case  where  the 
tumour  was  of  considerable  size  the  irritation  of  its  presence  occa- 
sioned enormous  accumulations  of  ascetic  fluid  in  the  abdomen, 
which,  by  its  pressure,  threatened  life.  Hence  the  indications  for 
treatment  vary  in  difi"erent  cases. 

The  removal  of  the  tumour  should  be  effected  whenever  the 
circumstances  are  such  as  to  render  the  removal  safe  for  the 
patient.  Very  frequently  the  tumour  can  only  be  extirpated  at 
great  risk,  and  in  other  cases  the  connections  of  the  growth  with 
the  uterus  are  such  that  nothing  less  than  the  removal  of  the 
entire  uterus  will  accomplish  its  complete  eradication. 

The  most  simple  case  is  that  in  which  there  is  a  fibrous  polypus 
pendulous  in  the  vagina  or  projecting  at  the  vulva,  attached  by  a 
pedicle  to  the  interior  of  the  uterus.  The  only  proper  treatment 
in  cases  of  this  kind  is  removal  of  the  polypus.  A  whipcord 
ligature  was  formerly  employed  for  the  purpose  of  cutting  through 
the  pedicle  of  the  polyi^us,  the  loop  being  passed  round  the  pedicle 
and  tightened  by  means  of  the  well-known  apparatus  of  Dr.  Gooch. 
The  pressure  of  the  ligature  caused  the  separation  of  the  tunioin- 
in  a  few  days,  or  longer  when  the  pedicle  was  of  considerable 
thickness.  This  method  of  procedure  is  now  almost  ftillen  inte 
disuse.  The  knife,  the  scissors,  or  the  ecraseur  armed  with  the 
chain,  the  wire  rope,  or  a  strong  wire,  are  now  most  largely 
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employed.  It  has  been  found  that  when  the  knife  or  scissors  are 
used  the  haemorrhage  is  either  very  trifling  or  very  easily  control- 
lable ;  and  by  the  use  of  the  ecraseur  the  liability  to  haemorrhage 
is  reduced  almost  to  oiil  The  old  plan  is  vastly  inferior  to  the 
knife,  scissors,  or  ecraseur ;  for,  unless  the  pedicle  be  very  small, 
the  whipcord  ligature  does  not  cut  it  through  in  less  than  two  or 
three  days,  during  which  time  the  patient  is  subjected  to  the  great 
inconvenience  of  having  a  semi-putrid  mass  lying  in  the  vagina, 
and  to  the  great  danger  of  putrid  absorption  and  consequent 
pyaemia.  It  is  undoubtedly  a  matter  of  great  importance  to  com- 
plete the  removal  of  the  polypus  at  once  in  all  cases  where  it  is 
found  feasible. 

In  the  choice  of  the  particular  instrument  we  must  be  guided 
by  the  circumstances  of  the  case.  In  tbe  case  of  a  polypus  with  a 
pedicle  the  size  of  a  shaft  of  a  feather,  it  is  quite  immaterial 
whether  we  use  the  curved  scissors,  the  polyptome  (a  long  hook, 
the  concave  side  of  which  has  a  cutting  edge),  or  the  ecraseur 
armed  with  chain,  or  wire,  or  wire  rope.  Each  operator  will 
choose  the  instrument  with  the  manipulation  of  which  he  is  best 
acquainted.  There  is  necessarily  more  danger  of  injuring  the 
vagina  when  the  scissors  or  the  knife  are  used,  but  even  this 
depends  rather  on  the  operator  than  the  instrument.  When  the 
pedicle  is  larger  than  that  above  stated,  the  ecraseur  armed  with 
chain,  or  wire  rope,  is  the  best  instrument,  inasmuch  as  thus  the 
operation  is  more  easily  effected,  and  there  is  less  liability  to 
bleeding.  This  latter  method  of  cutting  across  the  pedicle  is 
applicable  also  in  cases  where  the  scissors  or  knife  could  not 
possibly  be  used  owing  to  the  position  of  the  pedicle.  The  chain 
ecraseur  is  applied  with  difficulty  when  the  pedicle  is  thick,  and 
here  the  wire,  or  wire  rope  (as  used  in  Dr.  Braxton  Hicks's  in- 
stiiiment),  is  most  valuable.  The  size  of  the  rope  must  be 
increased  in  proportion  to  the  thickness  of  the  pedicle.  A 
modification  of  Grooch's  apparatus,  made  extremely  strong,  and 
capable  of  being  used  with  any  size  of  the  wire,  or  wire  rope,  is 
made  by  Messrs.  Weiss,  and  has  proved  very  useful  in  cases  of 
polypus  with  a  very  thick  pedicle.  Dr.  Braxton  Hicks's  in- 
strument has  been  found  effective  in  many  such  cases.  Meyer's 
instrument  (see  fig.  1 40),  in  which  a  very  strong  pianoforte  wire  is 
employed,  is  exceedingly  good,  and  I  have  used  it  successfully  in 
numerous  cases.  I  have  employed  the  ecraseur  with  chain,  and 
also  with  strands  of  wire,  and  the  scissors,  for  the  removal  of  fibrous 
])olypi.    If  the  pedicle  is  small,  the  scissors  answer  every  purpose, 
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but  if  it  is  thick  the  ecraseur  is  to  be  preferred.  In  the  case  of  a 
large  polypus  projecting  through  the  os  uteri  into  the  vagina,  we 
may,  it  must  be  recollected,  have  to  deal  with  a  partially  inverted 
uterus  as  well  as  the  polypus.  The  following  case  illustrates  this 
point : — 

A  tumour  was  exhibited  by  Dr.  J.  Ogle  at  the  Pathological  Society, 
sent  to  him  by  Dr.  Slater  of  Halifax,  Nova  Scotia.  Dr,  Slater  had  re- 
moved it  by  means  of  the  ecraseur,  and  the  patient  is  said  to  have  made 
a  very  good  recovery.  The  tumour  was  referred  to  Dr.  Ogle,  Dr.  Marion 
Sims,  and  myself  for  a  report,  the  substance  of  which  was  as  follows  :  ' 
'  The  tumour  has  the  shape  of  a  melon  ;  it  is  4^  inches  in  diameter,  2^ 
in  thickness.  On  one  aspect  is  a  surface  1  inch  long,  ovoid  in  shape, 
slightly  depressed,  and  perfectly  smooth.  This  surface  was  evidently  a 
part  of  the  peritoneal  surface  of  the  u.terus.  The  tumour  consists  of  a 
polypus  growing  centrally  from  the  interior  of  the  uterus.  In  separating 
the  tumour,  the  ecraseur  had  cvit  away  the  portion  of  the  uterus  with 
which  the  polypus  was  connected,  which  portion  formed,  in  fact,  this 
pedicle  of  the  tumour.' 

This  case  is  a  very  unusual  one,  and  indicates  the  propriety  of 
measuring  the  cavity  of  the  uterus  before  cutting  through  what 
may  appear  to  be  the  pedicle.  A  somewhat  similar  case  is  depicted 
in  %.  130. 

The  manipulations  necessary  to  remove  a  polypus  of  the  more 
ordinary  form  require  a  word  or  two.  I  have  found  the  best 
method  is  to  pass  a  piece  of  stout  whipcord  round  the  pedicle,  to 
slightly  tighten  this,  and  then  to  drag  upon  it.  This  brings  the 
neck  of  the  polypus  lower  down  and  better  within  reach,  supposing 
the  scissors  or  any  other  cutting  instrument  to  be  used.  A  strong  vul- 
sellum  forceps  answers  the  same  purpose,  but  not  quite  so  efficiently. 

In  rare  instances  uterine  fibrous  polypi  attain  an  enormous  size 
before  they  are  expelled  from  the  uterine  cavity  into  the  vagina ; 
and  in  nuch  cases,  although  the  tumour  is  in  the  vagina,  the  mere 
size  of  the  tumour  creates  a  difficulty  in  reaching  the  neck  of  the 
polypus.  Under  these  circumstances  it  has  been  found  necessary 
to  remove  the  tumour  piecemeal ;  to  cut  away  or  remove  as  much 
of  the  tumom-  as  can  be  reached  at  one  operation,  and  to  wait  until 
the  xemaind  er  is  expelled  lower  down  before  again  operating.  When 
the  mass  is  very  large,  it  may  be  necessary  to  dilate  the  vagina  by 
means  of  a  caoutchouc  bag  filled  with  water  or  sponge  in  order  to 
reach  the  tumour  more  readily. 

AVhen  the  polypus  has  been  removed,  the  patient  should  be 

1  Trans,  of  Path.  Soc.  vol.  xvi.  p.  211. 
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kept  quiet  for  a  few  days,  and  in  most  cases  it  is  advisable  to  give 
an  opiate  after  the  operation.  Should  htemorrhage  occur  after  the 
operation,  it  will  be  easily  controllable  by  carefully  plugging  the 


vagina. 


To  Sir  J. 


Fig.  177." 


The  next  cases  we  have  to  consider  are  those  in  which  the 
fibrous  growth  is  attached  to  the  interior  of  the  uterus  by  a  pedicle, 
the  growth  itself,  however,  remaining  still  within  the  uterus.  The 
OS  uteri  may  be  found  small  or  tolerably  widely  open. 
Y.  Simpson  is  due  the  merit  not  only  of  first  pointing 
out  how  the  diagnosis  is  to  be  made  where  the  os  is 
found  closed — viz.  by  artificial  dilatation  of  the  os  uteri 
— but  also  of  first  practising  the  operation  of  removal  of 
polypi  from  the  interior  of  the  uterus  under  these 
circumstances.^  The  thickness  of  the  pedicle  of  the 
polypus  may  vary  ;  the  size  of  the  growth  itself  also 
may  vary  ;  but  as  a  rule  we  do  not  find  that  very  large 
polypi  attached  by  a  narrow  pedicle  remain  long  within 
the  uterine  cavity  ;  the  more  usual  circumstance  being 
that  the  os  gradually  expands  and  allows  the  tumour  to 
fall  wholly  or  in  part  beyond  the  os  uteri.  Where  the 
pedicle  is  naiTow,  the  operation  for  the  removal  of  such 
polypi  is  not  difficult,  but  it  is  more  difficult  than 
when  the  polypus  is  lying  in  the  vagina.  The  re- 
moval of  a  polypus  from  within  the  uterus  is  quite 
feasible,  and  it  is,  in  most  cases,  a  proper  operation. 
We  may  judge  roughly  of  the  thickness  of  the  pedicle 
by  endeavouring  to  twist  the  growth  on  its  axis. 
Torsion  has  been  employed  in  a  very  few  of  these  cases, 
but  the  pedicle  is  rarely  so  small  as  to  allow  of  its 
being  attempted  successfully.  Knives  of  various  forms 
bave  been  contrived  to  cut  across  the  pedicle ;  such 
is  the  polyptome  of  Professor  Simpson — a  hook  with  a 
knife  in  the  concavity — or  the  polyptrite  of  Dr.  Aveling  (^3) 
(fig.  177),  which  is  a  modification  of  Simpson's.  The 
instrument  is  introduced  through  the  os,  the  pedicle  embraced 
and  thus  cut  through.  Curved  scissors  may  be  also  employed, 
but  the  manipulations  necessary  are  not  very  easy  to  perform 
if  the  OS  be  narrow  or  unyielding.  The  wire  or  the  wire  rope 
is  best  adapted  for  cutting  across  the  pedicle,  the  only  difficulty 
being  the  placing  of  the  rope  on  the  neck  of  the  tumour.  In 

'  Fig.  177  represents  Dr.  Aveling's  poljptrite. 
-  Oiiginal  edition  of  Ohst.  7IV/r7«,  vol.  i.  p.  128. 
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order  to  enable  us  to  perform  the  necessary  manipulations,  the 
OS  frequently  requires  to  be  artificially  dilated.  Dr.  Lombe 
Atthill  ^  describes  and  figures  a  very  nicely-conceived  method 
of  dilating  the  cervix  in  such  cases — viz.  by  the  conjoined  u.m- 
of  a  bundle  of  tangle  tents,  by  means  of  which  the  cervix  can  be 
rapidly  dilated  and  the  necessary  operative  procedures  within 
the  cavity  of  the  organ  facilitated. 

Another  class  of  cases  are  those  in  which  there  is  a  fibrous 
growth  developed  in  the  substance  of  the  cervix  uteri,  or  one  lip 
of  the  OS  uteri.  These  cases  are  not  very  common,  but  the  tumour 
here  situate  may  attain  a  great  size.  The  treatment  of  such  cases 
is  identical  with  that  applicable  in  cases  of  hypertrophy  of  the 
cervix  uteri  (see  p.  102). 

We  next  come  to  the  series  of  cases,  respecting  the  proper 
treatment  of  which  there  is  some  difference  of  opinion — viz.  those 
fibrous  tumours  attached  to  the  uterus  by  a  very  broad  base,  there 
being  a  complete  absence  of  anything  that  can  be  termed  a 
pedicle.  The  most  manageable  of  such  cases  are  those  in  which, 
although  the  basis  of  attachment  is  broad,  yet  the  tumour  itself  is 
of  a  polypoidal  shape.  Such  a  tumour  may  project  partially 
through  the  os  uteri.  The  wire-rope  ecraseur,  or  the  wire  ligature, 
may  be  used  to  cut  across  such  a  tumour,  even  when  tolerably 
high  up.  Various  methods  of  treatment  have  been  practised  in 
cases  where  there  has  been  no  such  polypoidal  character  of  the 
tumour.  Amussat  incised  the  os  and  cervix,  and  then  separated 
the  tumour  from  the  inside  of  the  uterus  by  a  kind  of  enucleation, 
or  shelling  out.  This  operation,  variously  modified,  has  been 
carried  out  more  recently  by  others  also.  Thus  Mr.  Baker  Brown 
adopted  in  several  cases  a  procedure  for  the  removal  of  such 
tumours  based  on  the  supposition  that,  when  these  tumours  are 
partially  broken  up  or  disintegrated,  as  by  cutting  a  piece  out  of 
the  centre,  they  have  a  tendency  to  perish  and  separate  spontane- 
ously. Dr.  Gooch  was  the  first  to  allude  to  this,  for  he  held  that 
when  a  ligature  was  applied  round  the  neck  of  a  polypus,  the  part 
above  as  well  as  the  part  below  the  ligature  perished.  In  some 
cases,  however,  the  attachment  and  connection  of  the  tumour 
with  the  uterus  being  considerable,  little  or  no  effect  would  be 
produced  on  the  remainder  by  the  removal  of  a  part  of  the 
tumour. 

Dr.  Marion  Sims^  has  published  reports  of  several  difficult 

'  Lectures  on  Diseases  of  Women.         *  Obst.  Trans,  vols.  i.  and  iii. 
*  '  On  Intra-Uterine  Fibroids,'  Nciv  York  Med.  Joiirn.  April  1874. 
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Fig.  178 


operations,  and  describes  some  new  valuable  instruments  for  aiding 
in  removing  intra-uterine  fibroids.  One  of  these  (fig.  178)  he  terms 
a  tumour-hook,  by  means  of  which  the 
tumour  can  be  firmly  seized  and  dragged 
downwards.  Another  (fig.  1 79)  is  a  strong 
bent  hook  with  a  cutting 
edge  ;  the  stem  very  strong 
but  of  such  a  material  that  it 
can  be  bent  as  required.  This 
i  s  a  new  form  of  enucleator, 
and  by  means  of  these  in- 
struments the  tumour  is 
irradually  separated  from 
the  uterus. 

Dr.  Washington  Atlee 
says :  If  haemorrhage 
is  serious  and  uncontrol- 
lable, the  OS  and  cervix 
must  be  well  dilated  so  as 
to  get  free  access.  Then 
establish  action  of  ergot ; 
and  when  this  is  done  pass 
in  a  long  probe-pointed 
bistoury,  flatwise,  by  finger, 
and  carry  it  till  it  reaches 
the  upper  border  of  tumour. 
Uterus  is  now  steadied 
through  abdominal  walls  by 
an  assistant.  The  bistom-y 
is  then  tmned,  and  a  bold 
deep  incision  made  into  the 
tumour  by  drawing  the  bis- 
toury downwards.  It  often 
happens  that  if  haemorrhage 
has  existed  before  this  inci- 
sion it  ceases  afterwards. 
After  incision,  enucleation 
should  be  attempted,  and 
will  succeed  if  tumours  not 
too  massive.     It  is  better 


'  Fig.  178  shows  Sims's  tumour  tenaculum  hook. 
*  Fig.  179  gives  two  views  of  Sims's  enucleator. 
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to  remove,  if  possible,  at  the  time.  Ergot  is  to  be  continued 
afterwards. 

Professor  T.  Gaillard  Thomas  '  describes  a  new  instrument, 
'  the  serrated  scoop,'  for  the  detachment  of  sessile  uterine  fibroids. 
When  the  tumour  is  a  sessile  growth  not  exclusively  attached 
and  not  pediculated  (these  two  cases  requiring  other  procedures), 
Dr.  Thomas  resorts  to  '  avulsion ' ;  and  he  offers  an  instrument, 
the  '  serrated  scoop,'  to  perform  this.  The  cervix  having  been 
dilated,  a  powerful  vulsellum  forceps  is  applied,  and  the  serrated 
scoop  is  employed  to  detach  the  growth.  Dr.  Thomas  reports  its 
action  as  admirable. 

Dr.  Emmet  ^  finds  it  very  advantageous  to  use  continuous 
traction  half-an-hour  or  longer  during  the  operation,  so  as  to 
ensure  contraction  of  uterus  as  an  aid.    By  traction  there  is  pro- 


duced  a  gradual  pedunculation  owing  to  vigorous  muscular  con- 
traction of  uterus,  especially  round  the  base  of  the  fibroid.  In  two 
cases  weight  was  seven  and  four  and  a-half  pounds.  When  size 
over  a  pigeon's  egg  he  controls  hgemorrhage  and  forces  tumour  out 
of  its  bed  by  frequent  use  of  rectal  and  intra-uterine  suppositories  of 
Squibbs'  aqueous  extract  of  ergot  (xv.-xx.  gr.  each).  As  soon  as 
fibroid  projects  sufficiently  he  seizes  it  with  double  tenaculum 
passed  up  as  high  on  tumour  as  possible,  traction  being  kept  up 
for  as  long  as  one  and  a-half  minute.  Plaemorrhage  is  aiTested  and 
uterine  contraction  excited  by  hot-water  injections,  and  uterme 
cavity  injected  or  painted  with  Churchill's  strong  tincture  of  iodine. 

'  Amcr.  Journ.  of  Ohst.  vol.  x.  p.  645. 

2  Xhid.,  New  York  Obst.  Soc.  1874. 

3  Fig.  1 80  represents  Thomas's  serrated  scoop. 
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Occasionally  uterus  packed  with  cotton  wool,  and  glycerine  and 
vagina  tamponned  ;  frequent  injections  of  carbolised  warm  water 
invariably.  Dr.  Emmet  finds  Thomas's  scoop  very  good ;  he  also 
describes  an  enucleator  of  his  own,  which  can  be  fastened  to  the 
tip  of  the  finger. 

The  enucleation  of  interstitial  or  parietal  fibroid  tumours  is  not 
generally  practicable  from  the  internal  passages,  unless  the  tumour 
be  situated  very  low  down,  or  in  the  substance  of  the  cervix. 
Thus,  in  a  case  related  by  Dr.  Whiteford,  a  fibroid  situated  in  the 
anterior  wall  of  the  uterus  near  the  cervix  was  cut  into  after  the 
cervix  had  been  dilated  ;  the  tumour  itself  seized  a  few  days  later 
and  dragged  downwards  and  finally  removed,  the  patient  recover- 
ing.   Here  the  haemorrhages  had  been  very  severe. 

All  operations  on  fibrous  tumours  of  the  non-polypoidal  form 
and  shape  are  somewhat  hazardous ;  pyaemia,  inflammation  of  the 
uterus,  etc.,  being  always  liable  to  occur.  These  dangers  are  often 
very  considerable  :  the  risk  of  perforating  the  uterus,  the  inflam- 
mation of  the  uterus  which  may  be  set  up,  the  pysemic  condition 
liable  to  arise  from  the  cutting,  the  tearing,  and  prolonged  mani- 
pulations which  may  be  required  to  carry  the  operation  to  a 
termination, — all  these  are  evils  not  to  be  lightly  encountered ;  but 
the  cases  reported  by  various  operators  show  that  the  operation 
of  removal  of  large  intra-uterine  tumours  is  tolerably  safe.  It 
appears  to  be  important  to  establish  a  contracting  condition  of  the 
uterus  prior  to  commencing  the  operation,  and  to  enucleate  and 
tear  away  rather  than  to  incise  in  separating  the  tumour,  and  it 
appears  to  be  advantageous  to  remove  the  whole  tumour  at  once 
when  practicable. 

Dee-p  incision  of  the  os  and  cervix  alone  has  been  occasionally 
practised  with  the  view  of  lessening  or  arresting  the  severe  and 
exhausting  haemorrhages  sometimes  present.  The  procedure 
appears  to  have  been  first  employed  simultaneously  by  Nelaton, 
Baker  Brown,  and  M'Clintock.  The  rationale  of  the  efficacy  of 
the  operation,  which  really  does  appear  to  be  of  service  in  some 
cases,  has  been  variously  given.  My  explanation  is,  that  the 
haemorrhage  is  arrested  because  no  further  accumulation  of  blood  in 
the  uterus  occurs.  When  the  os  is  very  small  blood  may  collect, 
form  a  clot  which  distends  the  uterus,  and  by-and-by  induce  con- 
traction, and  then  expulsion.  Just  as  is  the  case  in  abortion  in 
the  early  months,  the  uterus  is  thus  alternately  full  of  blood  and 
empty.  The  dilatation  of  the  uterus  becoming  greater,  the  blood 
or  clot  is  got  rid  of,  but  again  accumulates.    When  the  os  is 
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incised,  the  bJood  oozes  away  readily,  there  is  no  accumulation, 
no  stretching  of  the  uterine  wall,  and  hjemorrhage  is  lessened. 
The  operation  does  not  succeed  in  arresting  the  bleeding  in  all 
cases  ;  this  is  not  to  be  expected.  An  aperture  sufficient  to 
admit  the  forefinger  will  be  found,  in  my  judgment,  adequate  ; 
but  the  incision  or  dilatation  must  affect  the  whole  of  the  cervical 
canal,  including  the  internal  os  uteri.  The  canal  so  enlarged 
must  be  well  plugged  by  lint  steeped  in  glycerine  and  perchloride 
of  iron.  This  plug  will  come  away  in  three  or  four  days,  and 
the  finger  must  be  occasionally  used  afterwards  to  prevent  re- 
closure. 

Removal  of  fibroid  tumours  by  gastrotomy. — In  some  cases 
gastrotomy  has  been  performed,  and  the  fibroid  tumour  removed 
by  excision  or  tearing  from  the  uterus.  And  in  some  cases  also 
the  whole  of  the  uterus,  together  with  the  tumour,  has  been  re- 
moved after  performance  of  gastrotomy. 

When  the  tumour  is  sub-peritoneal  it  is  of  com'se  more  access- 
ible from  the  peritoneal  cavity  than  when  in  any  other  position. 
If  the  tumour  is  a  large  flat  sessile  one,  having  a  very  broad  con- 
nection with  the  uterus,  its  separation  from  the  uterus  is  a  matter  of 
some  difficulty.  When,  however,  the  tumour  is  pedunculated,  the 
separation  from  the  uterus  is  much  more  easy.  An  operation  for 
the  removal  of  fibroid  tumours  is  therefore  more  likely  to  prove 
feasible  and  successful  in  the  latter  than  in  the  former  case. 

It  is  found  in  practice  not  very  easy  always  to  determine, 
before  the  abdomen  is  opened,  how  far  the  tumour  admits  of  easy 
separation  from  the  uterus.  Of  late  years  the  removal  of  fibroid 
tumours  by  gastrotomy  has  been  performed  in  a  considerable 
number  of  cases  with  fair  success. 

In  1878 1  Mr.  Spencer  Wells  stated  that  in  24  cases  he  had  re- 
moved the  tumour,  15  patients  dying  and  9  recovering.  In  21 
other  cases  he  had  not  removed  the  tumour,  but  had  incised  the 
abdomen,  and  punctured  or  incised  or  removed  a  part  of  the 
tumoiu",  and  in  only  1  of  these  cases  was  the  death  accelerated 
by  the  operation,  while  many  were  relieved. 

In  1880  2  Spencer  Wells  stated  that  in  the  two  years 
preceding  he  had  operated  in  10  other  cases,  but  antiseptically ; 
out  of  the  10  cases  there  were  3  deaths  and  7  recoveries.  There 
had  been  also  5  cases  of  incision  and  puncture,  all  of  which 
recovered. 

'  Brit.  Med.  Journ.  July  27,  1878.  "  Ibid.  Sept.  i,  1880. 
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I       A  very  important  element  in  the  question  is  the  apparent 
I  safety  of  what  may  be  termed  an  exploratory  operation.     It  is 
i  admittedly  difficult  to  decide  without  such  exploratory  operation 
^i  whether  the  tumour  can  be  removed.    Mr.  Spencer  Wells's  con- 
*j  elusions,  given  above,  show  that  this  explanatory  operation  is 
fi  practically  safe.    Dr.  Thomas  Savage,  Mr.  K.  Thornton,  and  Mr. 
'i  Lawson  Tait  may  bementioned  as  holding  substantially  this  view 
as  to  the  safety  of  the  necessary  exploration.   Dr.  Thomas  Savage  ^ 
I  was  successful  in  five  out  of  six  cases,  the  ligature  being  employed 
in  some  cases  and  the  clamp  in  others.     The  stump  may  be 
}  treated  by  the  clamp,  according  to  Dr.  Savage,  when  it  is  not 
<  very  thick  and  fairly  long,  while  the  ligatm-e  is  best  for  a  short 
1  thick  stump.     His  cases  were  treated  antiseptically.     The  cases 
most  difficult  to  deal  with  are  those  in  which  the  tumour  is  of  the 
I  soft  variety,  and  widely  attached  to  the  uterus.  Haemorrhage 
is  the  principal  source  of  difficulty,  not  only  at  the  time  of  the 
operation,  but  subsequently  ;  for  ligatures  do  not  appear  to  hold 
very  well  on  the  uterine  tissues. 

We  may  next  consider  the  operation  of  removal  of  the  entire 
uterus  together  with  the  tumour. 

Dr.  H.  R.  Storer  has  collected  statistics  of  the  operation  of 
I  removal  of  the  ivhole  uierus  with  the  tumour,  relating  to  29  cases, 
[  including  two  of  his  own.  The  second  of  Dr.  Storer's  very  in- 
teresting papers  ^  on  the  subject  gives  the  following  results  :  Of 
the  29  cases,  22  died.  The  first  operation  included  in  the  series 
was  one  of  Dr.  Clay's,  in  the  year  1843  ;  the  last  by  Dr.  Storer,  in 
1866.  The  deaths  were  due  in  6  cases  to  htemorrhage,  in  8  to 
shock,  in  7  to  peritonitis  or  inflammation  ;  1  (on  the  thirteenth 
day  after  operation)  was  the  result  of  accident.  The  operators 
were  thirteen  in  number. 

The  first  case  performed  successfully  in  this  country  was  that 
by  Dr.  Clay  of  Manchester  (included  in  Dr.  Storer's  series).  The 
case  was  that  of  a  single  lady :  the  tumour  had  been  growing  for 
some  years,  and  for  the  last  three  or  four  years  it  had  been  grow- 
ing in  such  a  way  as  to  fill  up  the  pelvic  cavity.  Finally,  the 
patient  had  become  much  emaciated,  the  tumour  filled  the  pelvis 
so  entirely  that  the  finger  could  not  be  passed  behind  it,  and 
there  was  not  even  room  for  the  introduction  of  a  bougie  in  front; 
and  it  being  evident  that  life  must  be  brought  to  an  end  by  the 

'  The  Treatment  of  Uterine  Myoma  by  Abdominal  Section.  Birmingham,  1879. 
*  Amer.  Jomn.  of  Med.  Soc.  Jan.  18G6,  and  Trans,  of  Amer.  Med.  As.  vol  xvii 
1866. 
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impediment  offered  to  defecation  and  micturition,  it  was  deter- 
mined to  remove  the  tumour.  The  entire  mass,  including  the 
uterus  and  one  of  the  ovaries,  was  removed,  the  uterine  cervix 
being  cut  across  just  above  the  os.  Two  months  subsequently 
the  patient  was  alive  and  well. 

Hysterectomy,  as  the  operation  of  the  removal  of  the  entire 
uterus  is  now  generally  designated,  is  a  procedure  which  will,  in 
some  cases,  be  found  safer  than  the  removal  of  the  tumour  alone. 
It  seems  more  particularly  adapted  for  cases  where  the  uterine 
tumour  is  very  large,  and  widely  attached  to  the  uterus.  Where 
the  tumour  is  so  situated  that  it  blocks  up  the  pelvis,  seriously 
impeding  the  performance  of  the  functions  of  the  bladder  and 
rectum,  and  where  it  cannot  be  pushed  upwards  into  the  abdomen, 
the  operation  is  indicated.  Cases  of  fibro-cystic  tumours  of  the 
uterus,  in  which  the  process  of  softening  and  breaking  up  is 
giving  rise  to  dangerous  symptoms,  are  also  suitable  for  hyster- 
ectomy. The  mere  size  of  the  tumour,  however,  is  no  guide,  for 
very  large  fibroid  growths  sometimes  produce  comparatively  little 
inconvenience.  Thus,  in  a  patient  under  my  care  the  abdomen 
was  filled  by  a  tumour  of  ten  years'  growth,  extending  up  under 
the  false  ribs,  but  she  was  able  to  walk  about  with  ease.  On  the 
other  hand,  the  increase  in  weakness,  the  dyspnoea,  and  general 
discomfort  may  be  such  as  to  render  it  evident  that  the  vital 
organs  are  seriously  embarrassed  in  their  action ;  and  if  the  patient 
be  at  the  same  time  debilitated  by  profuse  haemorrhages,  the  risk 
of  an  operation  would  by  comparison  be  diminished. 

Dr.  Storers  'clamp  shield'  (fig.  181)  is  intended  to  assist 
in  severe  operations  on  the  pelvic  organs,  such  as  removal  of  the 
entire  uterus,  by  lessening  the  liability  to  haemorrhage,  and  by 
rendering  the  action  of  the  ecraseur  in  sundering  the  tissues 
more  certain  and  definite.  The  blades  of  the  clamp  are  four  inches 
long,  the  edges  are  serrated,  and  the  blades  are  closed  by  a  pair 
of  forceps,  very  strong,  and  fixed  to  the  blades  by  a  ball-and- 
socket  joint.  The  arms  of  the  forceps  are  long,  and  great  com- 
pression by  this  means  is  possible.  The  pedicle  to  be  divided 
can  thus  be  securely  held  and  compressed  in  a  position  in 
which  it  would  be  difficult  to  accomplish  the  end  by  any  other 
instrument. 

There  are  various  methods  of  performing  hysterectomy  for 
the  cure  of  fibroid  tumours  of  the  uterus. 

In  these  cases  the  removal  of  the  cervix  uteri  is  not  a  matter 
of  necessity,  and  it  is  practicable  therefore  to  separate  the  uteras 
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with  its  growth,  leaving  the  cervix,  or,  at  all  events,  a  portion 
thereof.  The  separation  having  been  made  by  the  ecraseur,  or 
scissors,  the  stump  can  be  brought  to  the  edge  of  the  abdominal 
wound  and  there  fixed  (Koeberle),  or  it  can  be  secured  and  the 


Fig.  181. 


pedicle  dropped.  Another  method  is  that  now  known  as  the 
operation  of  Freund,  intended  more  particularly  for  cases  of 
cancer  of  the  uterus  (where  the  cervix  has  to  be  removed),  but 
also  applicable  probably  in  certain  cases  of  hysterectomy  for 
fibroid  tumours. 
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Battey's  operation  (oophorectomy).— 0?  late  years  Battey's 
operation  has  been  had  recourse  to  in  certain  cases  of  fibroid 
tumours  of  the  uterus,  the  object  being  to  put  an  end  to  ovulation, 
and  consequently  to  bring  also  to  an  end  menstruation  and 
haemorrhages  from  the  uterus.  The  haemorrhages  j^roduced  by 
uterine  fibroid  tumours  are  sometimes  very  severe,  and  when  they 
are  uncontrollable  by  other  means  Battey's  operation  may  be 
legitimately  had  recourse  to. 

Battey's  operation  is  an  alternative  to  hysterectomy.  The  two 
operations  have  practically  the  same  result.  There  are  as  yet  no 
sufficient  data  for  deciding  on  their  applicability  to  particular 
cases.  It  would  seem  to  be  easier  to  remove  the  ovaries  than 
the  uterus,  and  it  would  appear  to  be  also  a  safer  operation,  more 
especially  when  the  uterus  is  very  large ;  but  the  operation  has 
not  always  been  found  so  easy  as  it  was  anticipated  to  be. 

In  the  193  cases  of  complete  double  oophorectomy  collected 
by  Battey  (Inter.  Med.  Congress,  1881)  there  were  37  cases  in 
which  the  operation  was  done  for  the  relief  of  uterine  fibroids.  Out 
of  the  37  cases  15  died  and  22  recovered  (59  per  cent.).  This 
percentage  of  recovery  is  not  very  high,  and  it  may  be  justly 
urged  that  many  of  the  patients  who  died  of  the  operation  might 
not  have  died  of  the  fibroid  tumours. 


GENERAL  AND  PALLIATIVE  TREATMENT. 

It  appears  probable  that  in  the  future  much  greater  results 
than  any  as  yet  attained  will  be  achieved  by  what  may  be  termed 
general  nutritional  and  invigorating  treatment  of  patients  suffer- 
ing from  fibroid  tumours  of  the  uterus.  As  yet  various  medicinal 
agents  in  the  form  of  drugs,  taken  by  the  stomach,  or  introduced 
through  the  skin  by  baths,  by  hypodermic  injection,  or  by  vaginal 
injection,  have  been  chiefly  employed,  and  undoubtedly  with  a  fair 
amount  of  success.  As  I  have  already  stated  in  speaking  of  the 
etiology  of  these  uterine  growths,  there  seems  to  be  reason  for  sup- 
posing that  the  general  nutritional  processes  are  at  a  low  level  of 
activity  in  such  cases. 

Thus  Dr.  Ephraim  Cutter,'  following  up  the  notion  first 
suggested  by  Dr.  Salisbury  of  Cleveland,  Ohio,  employed  animal 
food  largely  in  the  treatment  of  cases  of  fibroid  tumour.  In  seven 
cases  a  more  or  less  strictly  animal  diet  was  perseveringly  carried 
out,  with  results  of  a  very  decided  character  in  almost  all  cases. 

'  Amcr.  Ohst.  Journ.  vol.  x.  p.  5G2. 
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The  tumours  diminished  or  disappeared,  and  the  improvement 
in  health  was  most  marked. 
I  If  we  suppose  that  these  tumours  are  allowed  to  grow  because 
^  the  uterus  is  generally  in  an  atonic  weak  condition,  it  will  not  be 
I  difficult  to  understand  that  a  stimulating  health-giving  dietary 
{  will,  by  better  nourishing  the  uterus,  enable  it  to  discharge  its 
t   functional  duties  more  completely. 

Since  I  became  acquainted  with  Dr.  Salisbury's  views,  the 
D    inquiries  I  have  made  of  patients  as  to  their  habits  in  regard  to 
i    taking  meat  as  an  article  of  diet  have  convinced  me  that  there  is 
a    here  ground  to  work  upon  in  regard  to  therapeutic  influence  on 
the  growth  of  fibroid  uterine  tumours.    And  I  have  in  several 
cases  observed  that  much  benefit  has  accrued  from  adopting  a  very 
liberal  animal  diet  in  such  cases.    It  is  true  that  in  these  cases 
other  measures  were  employed  at  the  same  time  (drugs  internally 
administered,  etc.)  which  might  have  been  credited  with  some  part 
of  the  beneficial  results  observed.    Yet  my  opinion  is  that  the 
meat  had  a  very  decidedly  good  effect. 

The  general  treatment  of  cases  of  this  kind  should  then  consist — 
(1)  in  the  very  careful  nourishing  of  the  patient  by  animal  food, 
given  at  first  in  small  quantities  at  a  time,  as  a  rule,  but  very 
frequently ;  after  a  time  the  meals  may  be  less  often  but  more 
in  quantity  ;  (2)  in  the  employment  of  baths,  rubbings  and 
friction  of  the  skin,  whereby  the  circulation  may  be  quickened, 
together  with  moderate  outdoor  exercise. 

Ergot  has  been  extensively  administered  during  the  last  few 
years  hypodermically.  .  Hildebrandt's  method  ^  has  been  most 
generally  employed.  It  consists  in  taking  up  a  firm  fold  of 
skin,  inserting  the  canula  perpendicularly  into  the  crest  of  the 
fold  to  the  depth  of  one-half  the  length  of  the  canula,  so  that  the 
fluid  may  enter  the  thick  subcutaneous  tissue.  Hildebrandt 
injected  about  2^  grains  of  aqueous  extract  of  ergot  (Wornich's), 
dissolved  in  water,  and  a  minute  quantity  of  glycerine  added.  In 
one  particular  case  related,  fifty  injections  were  made  between 
May  22  and  Aug.  1.  Dr.  John  Williams  uses  a  solution  of  sclerotic 
acid.  Hildebrandt's  conclusions  are,  that  the  treatment  is  most 
likely  to  be  beneficial  when  the  tumour  is  well  provided  with 
muscular  tissue,  when  it  is  sub-mucous,  when  the  walls  of  the 
uterus  are  sound,  capable  of  vigorous  contraction,  and  no  inflam- 
matory action  present.  His  results  in  favourable  cases  were  very 
encouraging. 

'  See  l)is  papers  in  A  m/r.  Juurn.  of  Ohd.  1875,  vol  vii.  p.  529. 
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My  own  experience  as  to  the  effects  of  ergot  applies  to  its 
internal  administration.  In  1869  I  saw,  with  Dr.  Brunton,  a  lady 
set.  47,  who  had  then  a  tumonr,  well  marked,  and  which  continued 
to  grow  for  some  time  afterwards,  occasioning  very  great  loss  of 
blood  periodically.  In  this  case  Dr.  Brunton  subsequently  ein- 
ployed  ergot  given  regularly  and  freely  at  the  menstrual  periods, 
and  the  result  was  the  subsidence  of  the  tumour.'  I  have  knowu 
of  other  cases  also  when  very  decided  benefit  resulted  from  the  use 
of  ergot. 

On  the  whole,  it  appears  that  ergot  has  in  many  cases  a  great 
power  in  controlling  or  diminishing  the  haemorrhage  and  leucorrhaa 
in  cases  of  fibroid  tumours ;  that  in  a  smaller  number  of  cases  it  is 
capable  of  effecting  a  decided  diminution  in  the  size  of  the  tumours, 
and  in  a  few  cases  of  procuring  its  disappearance,  while  in  other 
cases  its  effects  are  not  very  obvious.  The  remedy  could  only 
be  expected  to  have  a  good  effect  when  used  for  a  considerable 
time.  Thus,  it  might  be  used  daily,  for  a  week  together,  every 
other  week,  and  this  plan  continued  for  three  or  four  months. 

The  Kreuznach  water  treatment. — The  waters  of  the  baths  of 
Kreuznach  have  obtained  great  celebrity  in  the  treatment  of 
cases  of  fibroid  tumours  of  the  uterus. 

The  course  of  treatment  adopted  at  Kreuznach  ^  consists  in 
employment  of  baths  of  the  Kreuznach  water,  to  which  a  certain 
quantity  of  the  '  mutterlauge '  is  added,  so  as  to  make  them 
stronger.  A  medium  bath  contains  fifteen  pounds  of  fixed  elements, 
seven  of  chloride  of  sodium,  seven  of  chloride  of  calcium,  two 
ounces  of  bromide  of  sodium,  and  five  ounces  of  chloride  of  lithia, 
with  other  elements  in  minute  quantities.  About  forty  baths 
are  considered  the  full  course.  At  the  same  time  compresses, 
douches,  and  injections  into  the  vagina  and  rectum  are  employed. 
The  treatment  can  be  conducted  at  home  by  means  of  water  sent 
out  from  Bad  Kreuznach. 

It  is  a  matter  of  surmise  which  of  the  ingredients  is  the  more 
potent  in  the  action  of  Kreuznach  water.  It  is  generally  con- 
sidered that  the  bromide  is  the  more  important.  In  jwactice  I 
have  for  some  years  largely  emj)loyed  the  bromide  of  potassium, 
giving  for  months  together  twice  a  day  (10-15  grain  doses),  and 
have  seen  cases  in  which  it  has  appeared  to  be  of  great  service. 
It  is  very  difficult  to  assign  its  precise  merit,  however,  to  any  one 
therapeutic  agent,  inasmuch  as  generally  two  or  three  are  used 

'  Case  reported  by  Dr.  Brunton,  Obst.  Tratis.  vol.  xiii.  p.  282. 
See  Dr.  Erigelmann's  account.    Paper  read  at  Obst.  Society  of  Edinburgh. 
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I  concurrently.  And  thus  in  certain  well-marked  cases  of  improve- 
ment under  treatment  which  I  could  adduce,  it  is  not  possible  to 
say  positively  whether  the  medicine  or  the  diet  should  be  credited 

i  with  the  good  result. 

,  The  Woodhall  Spa  waters  (Lincolnshire)  contain  bromine  in 
'  even  greater  quantity  than  those  of  Kreuznach.    And,  so  far  as 

can  be  gathered  from  recorded  cases,  those  waters  have  an  action 
1  resembling  that  of  Kreuznach  water  on  fibroid  uterine  tumours. 
Treatment  by  electrolysis. — Drs.  Gilman  Kimball  of  Lowell, 

and  Cutter  of  Boston,  U.S.A.,  have  operated  on  thirty-six  cases 

•  of  fibroid  tmnour  of  the  uterus,  of  considerable  size,  by  electrolysis. 
,  Dr.  Thomas  reported  on  the  cases  to  the  New  York  Obstetrical 
;  Society  in  November  1876.^    The  electrodes  were  stylets  seven  and 

•  a-half  inches  long,  including  the  handle,  and  gutter-shaped  ;  one 
ij  electrode  introduced  above  the  umbilicus,  the  other  below  it,  to 
I  depth  of  four  inches.  The  current  kept  up  for  fifteen  minutes, 
i;  the  skin  protected  by  covering  the  upper  part  of  the  stylet  with 
■  non-conducting  material.    The  electrodes  next  introduced  one  on 

each  side  of  umbilicus :  great  watery  discharge  always  produced 
by  the  operation  and  much  urine  secreted.    Dr.  Thomas  analyses 
the  results,  but  I  have  made  the  following  analysis  as  giving  the 
'  results  more  succinctly.    In  two  cases  the  tumours  proved  to  be 
'  malignant;  in  one  the  operation  was  incomplete;  in  17  the 
tumour  diminished  decidedly,  the  diminution  being  in  a  few 
!  cases  great;  in  three  cases  (very  large  tumours)  the  tumour 
disappeared ;  in  five  cases  arrest  of  growth  occurred ;  in  six  no 
effect  observed ;  in  two  cases  the  patient  died. 

Various  other  remedies. — Mercurials  have  been  employed  in 
small  doses,  continuously  in  some  cases.  Probably  they  act  best 
in  conjunction  with  bromine  in  some  form  or  other.  Dr.  Tanner 
found  mercury  the  only  remedy  capable  of  arresting  haemorrhage 
in  one  case.  Chloride  of  calcium  was  recommended  by  Dr.  Kigby. 
Dr.  McClintock  reported  favourably  of  its  effects  (30-40  drops 
of  the  solution  of  the  Dub.  Phar.  three  times  a  day). 

Various  secondary  symptoms  due  to  fibroid  tumours  often 
require  attention.  In  some  cases  micturition  is  ditficult  or  im- 
possible without  the  aid  of  the  catheter.  In  some  cases  the 
tumour  has  to  be  pushed  up  bodily  out  of  the  pelvis  to  relieve 
tlie  patient  of  the  pressure,  and  to  allow  of  the  action  of  the 
bowels  ;  but  this  elevation  of  the  tumour  is  not  always  practicable. 
Again,  during  parturition  pendulous  fibroids  may  come  down  into 

'  Amar.  Joiirn.  of  Old.  vol.  x.  p.  117. 
T  T 
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the  pelvis,  and  have  to  be  iDushed  backwards  to  allow  of  delivery. 
In  cases  where  the  pelvis  is  blocked  up,  great  care  is  required  to 
procure  daily  action  of  the  bowels.  Pain  is  a  symptom  very  often 
requiring  attention.  I  have  known  cases  where  the  suffering  was 
so  intense  and  continuous  that  the  patient  was  on  the  verge  of 
despair.  I  recollect  one  case  in  particular,  where  pain  was  so 
violent  and  so  difficult  to  relieve,  that  an  operation  was  on  the 
point  of  being  performed,  when  it  suddenly  abated.  Bromide  of 
potash  and  opium  together  have  the  best  effect  in  such  cases. 
It  is  a  good  plan  in  cases  where  pain  is  considerable  to  cover  the 
abdomen  with  iodine  paint  and  repeat  it  from  time  to  time. 

Dr.  W.  H.  Baker  ^  of  Harvard  University  has  recently  pub- 
lished a  valuable  paper  on  '  Drainage  in  removal  of  Submucous 
Fibroids.'  He  recites  six  cases.  The  tumours  were  all  fibro- 
myomata  ;  all  were  attached  to  the  uterus  over  the  greater  part 
of  the  half  of  their  surface ;  all  were  in  the  body  of  the  uterus, 
the  OS  internum  as  yet  undilated  ;  in  all  the  prominent  symptom 
was  excessive  menstruation  or  haemorrhage ;  age  32  to  42.  The 
method  adopted  was,  first,  dilatation  by  sponge,  for  twelve  to  sixteen 
hours  ;  then  introduction  of  laminaria  tents  and  further  dilatation, 
followed  immediately  by  enucleation  after  the  method  of  Emmet, 
the  tumour  being  dragged  out  of  its  bed  and  removal  aided  by 
scissors,  Thomas's  scoop,  etc.  The  peculiarity  is  in  the  subsequent 
treatment.  Dr.  Baker  inserts  a  tube  into  the  cervix  two  and  a 
quarter  inches  long,  with  internal  diameter  of  three-quarters  of  an 
inch.  This  has  slightly  flanged  edges  below,  and  it  is  fastened  to 
the  OS  by  wire,  there  being  small  holes  to  allow  the  wire  to  pass 
through.  Latterly  the  drainage  tube  was  perforated  laterally  and 
its  up^Der  extremity  bevelled  off.  Dr.  Baker  has  found  this  method 
of  drainage  most  valuable,  for  there  is  after  the  operation  a  liability 
for  the  uterus  to  become  flexed  and  thus  to  produce  retention  of 
decomposing  fluids  in  its  interior,  followed  by  septic  poisoning ; 
the  uterus  being  in  a  state  of  atony  at  the  time  furthers  this 
effect.  This  method  of  drainage  is  limited  to  intra-uterine 
tumours,  and  is  '  obviously  non-essential  in  some  of  these.' 

1  Eeprinted  from  ArcJdves  of  Med'  New  York,  Putnam's  Sons,  1882. 
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1  CHAPTER  XLIII. 

:.  CANCER  OF  THE  UTERUS,  VAGINA,  ETC. 

Cancer  a  frequent  Disease  of  the  Generative  Organs  in  Women-  Etiology 
considered — Influence  of  Age — Influence  of  Child-bearing  and  Marriage — 
Statistics — Antecedent  Conditions— Laceration  of  the  Cervix  Uteri — Its 
Hereditary  Character — Mr.  Moore's  Opinions  on  Varieties  of  Cancer  of  the 
Uterus — Medullary — Cauliflower  Excrescence — Part  of  Uterus  usually  affected 
— Extension  to  other  parts — Symptoms — Sarcoma  of  the  Uterus — CanCer  of 
Vagina — Duration  and  Fatality  of  the  Disease. 

'  Diagnosis — In  early  Stage — In  advanced  Stage— By  aid  of  Speculum. 
Treatment — Excision  of  the  Cervix  in  Cauliflower  Excrescence — Mode  of  Oper- 
ating— Treatment  of  other  Forms  of  Cancer  of  the  Cervix — Excision — Ilemoval 
of  entire  Uterus  by  Freund's  Procedure — Bromine — Palliative  Measui'es  :  To 
check  Htcmorrhage  and  Discharges  ;  to  relieve  Pain  ;  to  support  the  Patient^ — 

'     The  Prognosis — Treatment  of  Cancer  of  the  Vagina  or  Bladder — Association  of 
Pregnancy  with  Carcinoma  of  the  Uterus. 

Cancer  of  the  generative  organs  is  undoubtedly  the  most  for- 
midable a{fection  to  which  women  are  liable.  Cancer,  which 
experience  has  led  us  to  regard  justly  with  fear  and  apprehension, 
ai:)pears  to  attack  women  more  than  men,  but  in  women  the 
generative  organs — the  breast  or  the  uterus — are  a  very  favourite 
seat.  In  about  23  per  cent,  of  all  cases  of  cancer,  the  location  is 
the  uterus  or  the  breast  (uterus  18*5  per  cent.,  breast  4*3  per 
cent.,  Virchow ;  uterus  15  per  cent.,  breast  8*5  per  cent.,  Marc 
d'Espine). 

Ivjiuence  of  age — Cases  of  uterine  cancer  are  noticed,  for  the 
most  part,  after  the  age  of  30.  The  larger  number  of  cases  occur 
between  the  ages  of  40  and  50,  and  about  one  per  cent,  of  recorded 
cases  occurred  after  the  age  of  70. 

The  following  is  a  table  given  by  Dr.  West,i  as  containing  the 
results  of  his  own  observations  combined  with  those  of  Lebert 
Kiwisch,  Scanzoni,  and  Chiari : — 

'  Lectmet  on  the  DUeases  of  Women,  2nd  ed.  p.  368, 
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Between  25  and  30  years 
30  „  40 
40  „  50 
50  „  60 
60  „  70 
Above  70 


Total 


26  cases 
120  „ 
183  „ 

73  „ 

35  „ 


442 


The  following  is  an  account  of  54  cases  observed  by  myself  at 
University  College  Hospital,  given  in  quinquennial  periods  :— 


Between  28  and  30  years 


31 
36 
41 
46 
51 
56 


35 
40 
45 
50 
55 
58 


Total 


2  cases 

12  „ 

8  „ 

16  „ 

8  „ 

4  „ 

_^  „ 
53 


The  earliest  instance  I  have  seen  was  a  case  in  private  practice, 
where  the  disease  began  at  the  age  of  23.  The  patient  married 
at  the  age  of  15,  and  had  had  two  children,  the  youngest  get.  five. 

In  156  cases  reported  on  by  Mr.  Sibley'  the  average  age  at 
which  the  disease  began  was  43-28. 

Before  the  age  of  25,  then,  uterine  cancer  is  a  rare  disease. 
Dr.  Churchill  states  that  he  has  witnessed  a  fatal  case  in  a  woman 
under  25  ;  and  the  same  authority  refers  to  t^o  other  cases — on 
by  Wigand,  in  which  the  uterus  was  affected  with  scirrhus  at  th* 
age  of  14 ;  and  another  by  Mr.  Carmichael,  fatal  at  the  age  of  21. 
In  Madame  Boivin's  table,  12  cases  out  of  409  are  set  down  as 
under  20  years  of  age ;  but  these  cases  of  early  cancer  related  by 
Madame  Boivin  are  justly  objected  to,  as  probably  not  being  cases 
of  cancer  at  all.   The  youngest  of  Scanzoni's  cases  was  23  years  old. 

The  opinion  of  Dr.  Walthe,  of  Sir  J.  Paget,  and  others,  is 
that  the  proclivity  to  cancer  generally  increases  steadily  and  pro- 
gressively with  the  age.  It  is  to  be  remarked  that,  after  the  agi 
of  50,  the  frequency  of  cancer  uteri  appears  to  diminish  ;  but 
the  diminution  is  rather  apparent  than  real,  for  it  must  be  re- 
membered that  the  proportion  of  individuals  living,  and  therefori 
available,  so  to  speak,  for  cancer,  every  year  becomes  less  and  less. 

Influence  of  marriage  and  child-bearing. — It  was  formerly  a 
disputed  point  whether  uterine  cancer  is  most  common  in  women 
who  have  had  children,  or  in  those  who  have  had  none.  Dr.  West 
says,2  '  Though  ample  proof  to  the  contrary  has  been  long  since 
adduced,  we  still  find  it  asserted  sometimes  that  single  women  and 

'  Mcd.-Chir.  Trans,  vol.  xlii.  '  Op.  (At.  2nd  ed.  p.  370. 
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jithose  who  have  had  no  children  are  most  liable  to  be  attacked 
I  with  cancer.-  The  truth  appears  to  be  the  direct  reverse  of  this 
Ljstatement.  .  .  .'    Scanzoni  gives  it  as  his  opinion  that,  in  a 
.'certain  degree,  sterihty  predisposes  to  the  disease.    The  statistics 
[:  of  these  two  observers  give  the  following  results  : — Of  131  married 
t  women  affected  with  cancer,  eight  were  sterile  (West).     Of  108 
jmarried  women  affected  with  cancer,  36  were  sterile  (Scanzoni). 
,  All,  however,  including  Scanzoni,  agree  in  considering  that,  in 
I  women  who  have  had  many  children  uterine  cancer  is  more  likely 
)  to  occur,  and  this  accords  with  my  own  experience.    Thus,  in  Dr. 
;  West's  123  cases  of  cancer,  in  which  the  mamage  was  fruitful, 
'the  average  number  of  pregnancies  per  case  amounted  to  6*8.  In 
Soanzoni's  72  cases,  the  average  number  of  pregnancies  per  case 
was  7'01.    The  average  number  of  children  per  marriage  in  this 
'  Muntry,  given  by  Dr.  West,  is  4*2 — an  average  certainly  much 
■xceeded  in  the  cases  of  cancer  uteri  recorded  by  him,  and  still 
more  so  in  the  cases  of  Scanzoni.    Mr.  Sibley's  researches,  also 
1  the  statistics  of  Dr.  Tanner,^  tend  in  the  same  direction. 

The  influence  of  marriage  seems  important.    The  following 
are  particulars  of  54  hospital  cases  observed  by  myself ;  thus — 
Of  five  cases  there  is  no  note  taken  as  to  whether  married  or  not. 
In  48  cases  the  patients  were  married. 
In  one  case  the  patient  was  single  (but  had  had  a  child). 
In  these  cases,  then,  it  is  remarkable  that  in  49  cases  where 
I  it  is  known  whether  the  patient  had  been  married  or  not,  48  were 
married,  and  the  single  exception  was  a  patient  who,  though  not 
legally  married,  had  been  married  in  the  sexual  sense.  This 
would  seem  to  give  reason  for  the  belief  that  sexual  intercourse 
is  not  without  influence  in  the  etiology  of  uterine  cancer. 

Then  with  respt^ct  to  the  influence  of  child-bearing,  the  analysis 
of  my  54  cases  gave  the  following  results  : — 

In  the  40  women  who  had  had  children,  the  total  number  of 
children  was  179,  or  about  4^  children  to  each,  very  little  in 
excess  of  the  average  number  of  children  in  non-cancerous  cases, 
as  estimated  by  Dr.  West. 

1  patient  bad  had  12  children, 

1  „  10  „ 
^        »■       >j        9  •  „ 

2  ,5        „         8  „ 

2       >,        »        7  etc ,  making  a  total  of  179. 


'  A  Clinical  Beiwrt  on  Cancer  of  the  Female  Sexual  Organs.  By  T.  H.  Tanner 
-M.J).,  London,  1863.  '  •    •  » 
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It  is  noted  further  that  there  had  been  10  miscarriages. 

It  is  noteworthy  that  seven  patients  had  had  no  children.  Of 
three  patients  who  had  been  married  there  is  no  note  as  to  children 
or  not. 

So  far  as  these  cases  go  they  would  seem  to  indicate  sexual 
intercourse  rather  than  excessive  fertility  as  a  predisposition  to 
uterine  cancer. 

I  have  recently  looked  over  my  notes  of  cases  observed  in 
private  practice  during  six  years  (1873-79),  27  in  number.  There 
is  not  one  of  the  27  in  which  the  patient  was  single.  There  arc 
five  cases  in  which  it  is  not  stated  whether  there  had  been  children 
or  not,  but  in  all  the  other  cases  childbirth  had  occurred,  two  cases 
excepted,  and  in  one  of  these  latter  cases  there  had  been  mis- 
carriages. 

Laceration  of  the  cervix  uteri  as  a  cause  of  uterine  cancer. — 
Observations  made  by  Dr.  Emmet  of  New  York,  and  other  eminent 
American  practitioners,  tend  to  show  that  malignant  growths  are 
not  seldom  associated  with  lacerations  of  the  cervix  uteri.  This 
is  a  matter  of  very  extreme  interest.  In  this  country  the  subject 
of  lacerations  of  the  uterine  cervix  is  only  beginning  to  attnict 
attention,  but  in  America  the  lesion  has  been  considered  practi- 
cally important  for  some  time.  And  it  has  been  found  that  such 
lacerations  do  give  rise,  or  at  all  events  are  antecedent  to,  the 
occurrence  of  malignant  growths  at  the  cervix  uteri. 

Speaking  of  epithelioma,  Dr.  Emmet  ^  says :  '  The  growtli 
follows  an  effort  of  nature  to  repair  or  remove  the  consequences  o! 
an  injury  received  in  child-birth.'  Dr.  Emmet  states  that  he  has 
never  known  a  woman  to  have  any  form  of  epithelial  cancer  of  the 
uterus  unless  she  had  at  some  time  been  impregnated.  Thus,  of 
53  cases  of  malignant  disease  observed  by  him  in  private  practice, 
5 1  had  all  borne  a  number  of  children  ;  the  other  two  had  sufifered 
from  effects  of  criminal  abortion  in  early  life  and  remained  sterile. 
The  facts  related  by  him  concerning  60  hospital  patients  are  almost 
as  striking.  Dr.  Emmet  relates  in  full  a  remarkable  case  observed 
seven  years  before,  which  first  made  him  acquainted  with  the 
influence  of  these  lacerations  in  the  production  of  malignant 
uterine  growths.  It  results  from  Dr.  Emmet's  observations  that 
uterine  cancer  is  almost  never  observed  unless  in  cases  where  child- 
birth has  occurred  or  sexual  intercourse  with  or  without  conception 
had  happened.  These  observations  of  Dr.  Emmet's  are  curiously 
confirmatory  of  the  conclusion  to  which  I  had  myself  arrived  from 

'  Ojj.  cit.  p.  493. 
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I  fixcts  observed  in  my  own  practice  as  to  the  influence  of  sexual 
I  intercourse  in  the  etiology  of  uterine  cancer  (see  page  644). 
H  Dr.  W.  H.  Baker  •  of  Harvard  University,  U.S.,  is  a  firm  be- 
I  liever  in  the  theory  of  the  local  origin  of  cancer.  Some  cases  show 
1  a  constitutionality  from  the  first,  but  in  the  large  majority  of  cases 
i'  of  cancer  some  local  irritation,  oftentimes  long  continued,  is  the 
(i  starting-point  of  the  disease.  '  I  know  of  no  more  frequent  cause 
K  of  cancer  of  the  cervix  uteri  than  the  persistent  irritation  to  which 
}  the  everted  lips  of  a  lacerated  cervix  are  exposed.'  He  would  per- 
5  form  Emmet's  operation  for  the  repair  of  such  a  condition  in  every 
I  instance  when  the  rupture  is  sufficient  to  allow  any  eversion. 

Other  antecedent  conditions. — Mr.  Moore,  in  a  philosophi- 
;  cal  essay  on  the  '  Antecedent  Conditions  of  Cancer,'  ^  adduced 
;  important  facts.    The  evidence,  in  Mr.  Moore's  opinion,  shows 
,  that  'the  very  large  majority  of  cancers  spring  up  without 
1  traceable  hereditary  influence,  and  the  very  large  majority  of 
such  instances  of  the  disease,  which  ai'e  thus  independent  of  the 
ancestry  of  the  person  affected,  ai'e  also  not  transmitted  to  any 
of  the  offspring.  For  three  patients  affected  with  cancer,  97  parents 
(who  yet  have  a  cancerous  relative)  and  97  children  go  free.' 
The  disease  is  primarily  a  local  one.    Mr.  Moore  does  not  deny 
altogether  that  the  disease  is  hereditary,  but  he  believes  that  it 
is  only  .rarely  so.    That  there  is  a  previous  diathetic  condition, 
or  a  disposition  in  the  economy,  which  may  determine  the  first 
formation  of  the  tumour,  Mr.  Moore  also  admits,  in  accounting 
for  those  cases  where  cancer  has  appeared  to  originate  from  a 
blow.    He  quotes  Broca,  who  says,  in  reference  to  such  cases, 
that  '  here  we  must  admit  the  existence  of  a  previous  disposition 
in  the  economy  before  the  local  accident  which  determined  the 
formation  of  the  tumour ;  the  diathesis  hovered  as  it  were  over 
the  organism.'    He  expresses  his  concurrence  in  these  views. 

Mr.  Moore  argues,  further,  that  the  disease  can  always  be 
traced  to  a  period  when  but  one  tumom*  existed ;  that  the  spread 
of  the  disease  is  a  mechanical  one,  its  apparent  re-appearance  in 
the  same  place  after  removal  being  probably  due  to  an  imperfect 
operation  ;  that  its  appearance  in  internal  organs  after  complete 
removal  of  the  primary  tumour  does  not  prove  that  it  originated 
of  itself  in  such  internal  organs  after  the  operation ;  that  while 
in  a  few  instances  the  hereditary  character  of  the  disease  is  well 
marked,  in  the  great  proportion  of  cases  it  is  a  personal  disease 
and  not  capable  of  transmission. 

'  '  Treatment  of  Cancer  of  the  Uterus.'    Amer.  Journ.  of  Ohst.  April  188'^ 
^  Brit.  Med.  Jnum.  August  20,  18G5, 
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The  arguments  used  by  Mr.  Moore  arewortliy  of  attentive  con- 
sideration. It  appears  evident  that  the  hereditary  character  of 
the  disease  is  not  so  commonly  substantiated  as  has  been  supposed, 
while  in  a  few  instances  (three  per  cent,  of  the  cases)  this  hereditai  i- 
ness  was  extremely  well  marked.  When  hereditary,  the  disea>«- 
appears  to  gather  intensity  as  it  descends,  for  it  appears  earlier  in 
the  daughter  than  it  did  in  the  mother,  earlier  still  in  the  grand- 
child. Mr.  Moore's  belief  that  cancer  for  the  most  partoriginatt  - 
in  strong  rather  than  tainted  constitutions  may  be  true  in  oix' 
sense  of  the  word.  The  individual  maybe  axjparently  strong  and 
healthy,  but  not  strong  and  healthy  quoad  the  liability  to  tlii< 
disease.  It  is  quite  true  that  at  present  we  are  unable  to  point 
out  what  it  is  that  distinguishes  an  individual  about  to  develop 
cancer  from  another  who  is  to  be  free  from  it;  but  the  advance  of 
medical  science  will,  it  is  to  be  hoped,  clear  up  this  important 
point.  One  thing  is  evident,  the  great  necessity  for  the  early 
detection  of  the  disease,  facts  being  in  favour  of  the  idea  that  if 
we  could  more  frequently  be  made  aware  of  its  existence,  there 
might  be  a  fair  chance  of  doing  the  patient  much  good  in  a  con- 
siderable proportion  of  cases.' 

The  antecedent  condition  of  system  which  has  been  present 
in  the  cases  which  have  fallen  under  my  own  notice  has  been  various. 
In  some,  the  individual  was  in  apparently  good  health,  but  in  many 
the  sta^te  of  things  was  the  reverse.  Prolonged  anxiety,  depression 
of  the  general  health,  and  an  evidently  low  state  of  vital  power,  I 
have  certainly  been  induced  to  reg;u'd  as  rather  frequent  antece- 
dent conditions.  Great  debility  and  prostration  from  prolonged 
and  excessive  lactation  has  been  apparently  connected  with  the 

J  With  respect  to  the  effect  of  removal  of  a  eaneerons  tumour  on  the  duration 
of  life,  Mr.  Birkett's  facts  are  of  great  interest.  The  seat  of  the  cancer  was  the 
breast.    Of  150  patients  who  had  it  removed  tliere  survived— 
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Whereas  oC  100  patieats  notopcrated  on  tliere  died  within  first  year,  14  ;  survived 
10  years,  three  ;  of  these,  two  about  20  years  ;  the  average  duration  of  life  being 
about  3^  years. — Brit.  Mod.  Journ.  Sept.  29,  1866. 


CANCER  OF  THE  UTERUS,  ETC. 


640 


occurrence  of  uterine  cancer  in  several  instances  under  my  own 
observation.  But  the  facts  and  statistics  before  related  as  to  the 
influence  of  the  married  state,  the  effects  of  intercourse,  and  the 
effects  of  lacerations  or  injuries  of  the  cervix  uteri  due  to  child-birth 
are  of  exceeding  importance,  and  further  inquiries  will  doubtless 
elicit  much  additional  valuable  information  on  this  very  interesting 
subject. 

In  reference  to  the  influence  of  heredity  Dr.  Fordyce  Barker  ^ 
of  New  York  found  that  in  only  7*3  per  cent,  of  487  cases  of 
uterine  cancer  was  the  hereditary  influence  proved  to  exist. 

Varieties  of  cancer. — The  form  of  cancer  usually  witnessed  in 
the  uterus  is  the  medullary  cancer.  The  '  epithelial '  comes  next 
in  order  of  frequency.^  The  medullary  form  of  cancer  attacks,  in 
common  with  other  forms  of  cancer, 
the  lower  part  of  the  uterus  first, 
in  by  far  the  majority  of  cases. 
The  epithelial  form  is  witnessed  in 
the  superficial  and  exposed  portion 
of  the  cervix  uteri,  and  it  has  been 
known,  ever  since  the  name  was 
given  to  it  by  Dr.  John  Clarke,  as 
the  '  cauliflower  excrescence  of  the 
OS  uteri.'  It  does  not  appear  that, 
so  far  as  the  anatomical  part  of 
the  question  is  concerned,  the  two 
diseases  differ  essentially ;  we  find 
in  both,  on  microscopic  examina- 
tion, cells  and  formations,  which 
equally  indicate  the  presence  of  cancer.  The  difference  in  the 
physical  characters,  evident  to  the  touch  and  the  unassisted  eye, 
in  the  two  varieties  of  the  disease,  appears  to  depend  on  the 
different  anatomical  arrangement  of  the  tissues  affected  in  the  two 
cases.  So  that  a  case  of  cauliflower  excrescence  is  one  in  which  the 
cancer  attacks  simply  the  surface  of  the  cervix  uteri ;  but  a  case  of 
cancer  of  the  medullary  form  is  one  in  which  the  disease  attacks 
the  tissues  of  the  cervix  more  deeply,  producing  a  very  noticeable 
hypertrophy  of  the  parts  affected  in  the  first  instance,  which 

'  Now  York  Academy  of  Medicine,  Feb.  17,  1879. 

'-  An  excellent  account  of  the  post-mortem  appearances  in  58  cases  of  uterine 
cancer,  by  Mr.  Henry  Arnott,  will  be  found  in  the  Path.  Trans,  for  1870. 

'  Fig.  182  (from  Martin's  Atlas)  represents  the  uterus  and  vagina  affected  with 
cancer. 
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spreads  into  and  invades  the  adjacent  parts,  including  the  frc. 
surface.  The  two  diseases  frequently  exist  together ;  it  being  a 
matter  of  common  observation,  that  in  patients  with  the  cauli- 
flower excrescence,  although  the  disease  may  appear  limited  to 
the  OS  for  a  time,  the  medullary  form  of  the  disease  generally 
afterwards  attacks  the  uterus  and  thus  causes  death.  In  the 
cauliflower  excrescence  (see  fig.  183),  the  villi  covering  the  cervix 
become  hypercrophied,  the  vessels  with  which  they  are  supplied 
exceedingly  enlarged,  and  forming  loops ;  each  villus  is  found  to 
contain  cells  of  every  form  :  nuclear,  formative,  caudate,  mother- 
cells,  spindle-shaped  or  nucleated  fibres,  and  binucleated  cells, 
also  cells  in  a  state  of  fatty  degeneration.  A  thick  layer  of 
epithelium  covers  the  whole.  The  cauliflower  excrescence  thus 
owes  its  shape,  textures  etc.,  to  the  original  configuration  and  rela- 
tions of  the  villi  covering  the  cervix  uteri.  The  microscopic  appear- 
ances in  the  other  class  of  cases  it  is  unnecessary  to  allude  to. 

The  characters  of  the  cauliflower  excrescence  of  the  os  uteri  are 
as  follows  :  — From  the  greater  part  or  the  whole  of  the  circum- 
ference of  the  OS  uteri  a  somewhat  soft  granular  mass  grows  down- 
wards into  the  vagina,  at  the  centre  of  which  is  the  aperture  of 
the  OS,  and  above  which  is  felt  a  narrowed  constricted  portion,  the 
junction  of  the  vaginal  portion  of  the  cervix  with  the  vagina. 
The  size  varies.  The  more  usual  circumstance  is  that  it  escapes 
detection  at  an  early  period  of  its  growth,  owing  to  the  symptoms 
at  first  produced  being  slight ;  and  when  first  discovered  it  may 
be  so  large  as  to  fill  the  upper  part  of  the  vagina.  It  may  grow 
to  such  a  size  as  to  reach  to  the  ostium  vaginae.  Ordinarily,  the 
growth  consists  of  several  portions,  each  of  which  is  lobulated 
in  shape,  and  separated  by  a  fissure  from  the  adjacent  portion. 
One  lip  of  the  os  is  usually  larger  than  another,  and  sometimes  it 
is  not  at  first  easy  to  distinguish  the  orifice  of  the  os  between  the 
mass  of  tumours  in  question,  some  of  which  may  be  as  large  as  an 
apple,  others  smaller,  but  all  attached  to,  and  continuous  witli, 
the  margin  of  the  os  uteri.  If  the  patient  be  examined  at  an 
early  stage  of  the  growth,  the  os  is  found  slightly  puffed  out, 
softer  than  usual,  and  presenting  a  granular  feel.  If  the  exami- 
nation be  made  at  a  later  stage  of  the  disease,  the  vagina  may 
be  found  filled  and  distended  by  a  large  spongy  mass.  At  a 
still  later  period  the  growths  may  have  partly  disappeared,  having 
ulcerated  away,  and  then  the  os  uteri  may  present  the  changes 
met  with  in  the  ulcerative  stage  of  ordinary  cancer  of  the  uterus, 
together  with  those  just  mentioned.    And  in  not  a  few  cases  when 
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i  the  patient  is  for  the  first  time  examined,  it  is  found  that  while 
1  presenting  well-mai'ked  tumours  .  of  the  cauliflower  kind,  the 
s  cervix  itself  is  hardened,  greatly  thickened,  and  the  uterus  more 
i    fixed  than  usual.    We  niay  find  that  above  the  situation  of  the 

excrescences,  the  cervix  uteri  forms  a  pedicle  comparatively 
I  healthy  in  structure;  the  pedicle  may,  however,  be  very  short, 

and  hardly  to  be  felt.  It  not  unfrequently  happens  that  growths 
:   similar  to  those  proceeding  from  the  os  uteri  are  found  situated 

on  the  vaginal  walls,  in  proximity  to  the  os  uteri. 

The  cauliflower  excrescence  of  the  os  uteri  is  soft  to  the  touch , 

unless  under  the  constricting  influence  of  astringent  injections ; 

Fig.  183. 


it  has  a  peculiar  granular  feel,  bleeds  easily  when  touched,  or 
after  intercourse,  sneezing,  or  straining ;  and  an  almost  constant 
symptom  is  the  presence  of  a  copious  watery,  and  latterly  fcetid, 
discharge  from  the  vagina.  The  drawing  (fig.  183,  after  one  in 
Sir  J.  Y.  Simpson's  Lectures)  represents  a  large  mass  of  this 
kind  and  its  relation  to  the  os  uteri.  The  characteristics  of  this 
condition  are  physically  those  above  stated  ;  the  one  on  which 
most  reliance  is  to  be  placed  diagnostically  is  the  origin  of  the 
mass  from  all,  or  the  greater  part  of,  the  circumference  of  the  os 
uteri.  The  soft  pulpy  mass  may  give  to  the  finger  a  sensation 
like  that  experienced  on  touching  the  os  uteri  in  cases  of  placenta 
prjEvia,  but  the  other  circumstances  present  would  hardly  admit 
of  the  two  conditions  being  confounded. 
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Fig.  184. 


The  symptoms  of  this  disease  are  frequently  very  indistinct 
at  first.  The  distinctive  signs,  watery  offensive  discharge, 
occasional  bleeding,  etc.,  may  not  show  themselves  early  in  the 
disease,  or,  if  observed,  they  may  be  so  slight  as  not  to  attract 
particular  attention,  and  thus  a  considerable  time  may  be  lost 
before  the  disease  is  detected,  or  its  presence  even  suspected. 

Another  form  in  which  cancer  may  be  found  growing  from 
the  OS  uteri  is  the  medullary  tumour.  From  it  the  cauliflower 
excrescence  is  distinguished  by  its  regular  and  extensive  attach- 
ment or  departure  from  the  os,  the  medullary  tumour  growing 
from  one  side  or  other  of  the  cervix,  and  being  more  or  less 
pedunculated ;  by  its  granular  structure,  that  of  a  medullary 
tumour  being  more  consistent,  and  firmer,  and  lobulated  ;  and 

by  the  progress  of  the  case,  which  ad- 
vances much  more  rapidly  to  a  fatal 
termination  when  the  tumour  is  a  me- 
dullary one.  These  medullary  tumours 
have  a  surface  more  firm  and  even 
than  that  of  the  cauliflower  excrescence, 
but  not  so  firm  as  that  of  a  fibrous 
polypus  projecting  into  the  vagina. 
From  the  latter  tumour  it  would  also 
be  distinguished  by  the  natm-e  and  the 
mode  of  attachment,  the  pedicle  of  the 
polypus  being  surrounded  by  the  os 
uteri,  whereas  the  medullary  tumour 
grows  from  the  side  of  the  os,  and  not 
from  the  interior  of  the  uterus.  Profuse 
haemorrhages,  foetid  discharges,  etc.,  may  be  observed  equally  in 
cases  of  medullary  tumour  and  of  polypus.  In  those  cases  of 
polypus  where  the  tumour  is  so  large  as  to  fill  the  vagina,  or 
where  the  surface  of  the  mass  is  apparently  or  actually  adherent 
at  the  OS,  the  diagnosis  might  be  attended  with  difficulty.  The 
presence  of  a  large  medullary  mass  growing  from  the  os  uteri  is 
not,  it  must  be  remarked,  a  common  phenomenon  in  cases  of 
cancer  of  the  uterus.  The  drawing  (fig.  184)  represents  a  tumour 
removed  by  me  in  University  College  Hospital,  June  1866.  On 
microscopic  examination  it  proved  to  be  malignant,  although 
smooth  and  tolerably  hard.  The  patient  subsequenily  (Feb.  1867) 
appeared  again,  and  the  uterus  was  then  affected  with  carcinoma. 

When  cancer  attacks  the  surface  alone,  it  appears  that  it  may 
be  for  a  very  considerable  time  restricted  to  that  part,  thougli 
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this  is  rare.  The  most  common  event  is  that  the  disease  attacks 
simultaneously  the  superficial  and  the  deep  parts  of  the  cervix 
uteri,  with  the  result  that  there  is  cauliflower  excrescence  of  the 
OS  and  infiltration  with  medullary  cancer  of  the  cervix  itself.  In 
some  rather  rare  instances,  however,  while  the  cervix  remams 
apparently  sound  and  healthy,  an  insidious  invasion  of  the  upper 
part  of  the  uterus,  by  carcinomatous  deposit,  occurs.  Dr.  West 
met  with  this  affection  in  two  out  of  120  cases  of  uterine  cancer. 
Sir  J.  Y.  Simpson  stated  that  about  two  cases  out  of  30  of  cancer 
of  the  uterus  are  of  this  kind.  The  deposit  may  be  observed  in 
the  outer  layer  of  the  middle  coat  of  the  uterus,  or  in  the  sub- 
peritoneal or  peritoneal  coat ;  or  attacking  the  whole  thickness  of 


the  uterine  walls  ;  or  in  the  mucous  or  sub-mucous  coat  of  the 
body  or  fundus  uteri.  In  both  of  Dr.  West's  cases  '  the  enlarge- 
ment of  the  uterus  was  very  considerable  ;  in  one  it  measured  six 
inches  in  length,  and  in  the  other  was  nearly  as  large  as  the  adult 
head.'  From  the  uterus  the  disease  spreads  to  the  adjoining 
tissues  at  the  upper  part  of  the  vagina ;  the  glands  in  the  pelvis 
become  affected.  The  bladder  is  not  seldom  involved  (see  fig. 
185),  one  result  being  vesico- vaginal  fistula.  Not  long  since  I 
saw  a  lady  in  whom  the  uterus  had  apparently  become  blocked  up 
by  extension  of  the  disease  to  the  fundus  of  the  bladder,  death 
resulting  apparently  from  rupture  of  the  dilated  ureters  into  the 
abdomen.    The  disease  may  extend  into  the  rectum  ;  all  these 

•  Fig.  185  (from  Dr.  Arthur  Farre)  shows  the  bladder,  uterus,  and  rectum 
simultaneously  affected  with  cancer. 
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organs— the  vagina,  bladder,  and  rectum— may  be  found  in  com- 
munication with  each  other  in  consequence  of  the  ulceration  of 
the  cancerous  infiltration.  Indeed,  the  condition  to  which  the 
unfortunate  patient  may  be  reduced  by  this  dread  disease  is  often  as 
deplorable  as  it  is  possible  to  conceive.  Death  itself  is  preferred 
to  the  continuance  of  such  unmitigated  and  unrelievable  distress. 

Sarcoma  of  the  uterus.^ — Under  the  terms  '  sarcoma  of  the 
uterus  '  (Virchow),  '  recurrent  fibroid  tumour  of  uterus '  (Hutchin- 
son), has  been  described  a  peculiar  disease  of  the  uterus  of  a 
malignant,  or  certainly  quasi-malignant,  character,  consisting  in 
the  formation  of  a  growth  within  the  uterus,  gradually  ex- 
panding the  organ,  and  protruding  finally  at  the  cervix.  Pro- 
fessor Alex.  E.  Simpson  of  Edinburgh  has  published  a  valuable 
monograph  on  the  subject.^  He  describes  four  cases  of  his  own, 
and  presents  accounts  of  a  total  of  forty-eight  cases.  The  pecu- 
liarity of  the  growth  is,  that,  notwithstanding  an  apparently  com- 
plete removal,  it  is  liable  to  recur.  The  general  history  of  such 
cases  resembles  in  some  ways  those  of  fibrous  polyjDus  of  the  uterus 
— there  is  haemorrhage,  profuse  leucorrhoea,  etc.  But  in  sarcoma 
of  the  uterus  there  is  generally  also  pain  more  or  less  severe,  and 
such  as  is  generally  observed  in  cases  of  cancer,  and  an  ofiensive 
odour  of  the  discharges.  Cases  have  been  related  in  which  the 
growth  has  been  removed  three  or  more  times,  with  relief  for 
a  time,  the  disease  recurring  and  proving  ultimately  fatal  never- 
theless. A  curious  feature  in  four  of  the  cases  collected  by 
Professor  A.  K.  Simpson  was  the  complication  of  inversion  with 
the  sarcoma.  Dr.  Graillard  Thomas  ^  has  observed  four  cases.  He 
considers  the  disease  intermediate  between  myofibroma  and  true 
cancer.  The  growth  is  slower  than  that  of  cancer.  The  prognosis 
is  always  unfavourable. 

I  have  myself  seen  an  undoubted  case  of  sarcoma.  The  uterus 
was  found  to  be  much  enlarged  and  filled  with  a  soft  pultaceous 
yet  consistent  mass,  which  had  to  be  removed  by  means  of  a  table- 
spoon from  the  interior  of  the  uterus.  The  j)atient  was  a  widow, 
set.  55.  Three  operations  were  performed  in  this  case  at  inter- 
vals of  some  months.  Finally  death  occurred,  and  the  uterus 
seemed  almost  to  have  disappeared,  the  disease  having  extended 
to  the  rectum. 

'  In  tlie  chapter  on  Fibroid  Tumours  this  affection  has  also  been  in  part 
described  under  the  term  'recurrent  polypus.' 

'■'  '  On  Sarcoma  Uteri,'  Ediii.  Med.  Journ.  Jan.  1876. 
*  Amcr.  Journ.  of  Obft.  vol.  vii.  p'.  45. 
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It  appears  probable  that  these  cases  of  sarcoma  of  the  uterus 
have  the  same  relation  to  cancer  of  the  body  of  the  uterus  as  epi- 
thelioma of  the  cervix  has  to  medullary  cancer  of  the  cervix.  A 
pulpy  soft  mass  grows  from  the  uterine  mucous  membrane— is 
probably  a  degeneration  of  this — forms  a  tumour  in  utero,  and 
later  on  the  disease  attacks  the  uterine  wall  itself. 

The  general  symptoms  present  in  cases  of  uterine  cancer  vary 
according  to  the  stage  of  the  disease.  Ordinarily  there  is  pain, 
seated  in  the  uterus  or  near  it,  and  more  or  less  constant ;  but  by 
no  means  invariably.  It  is  yet  a  question  whether  such  pain 
actually  precedes  the  development  of  the  tumour ;  probably  it 
does  in  the  majority  of  cases.  The  disease  progressing,  the 
patient  becomes  evidently  ill ;  she  has  a  peculiarly  worn  expres- 
sion in  many  cases,  but  not  always ;  the  tint  of  the  skin  is  often 
sallow,^  but  chiefly  where  there  have  been  frequent  losses  of 
blood.  Later  on  the  patient  suffers  from  indigestion,  often  ex- 
ceedingly intractable  in  form :  vomiting  or  nausea  is  not  rarely 
witnessed.  Haemorrhage  is  common  (see  p.  459).  Sanious, 
watery,  puriform,  or  offensive  discharges,  almost  invariably  pre- 
sent at  some  stage  or  other  of  the  disease,  are  signs  also  of  great 
importance. 

Duration  of  cancer  of  the  uterus. — Lebert  gives  an  average 
of  sixteen  months  ;  Dr.  West  fifteen  months.  Hence,  in  a  given 
case,  if  we  are  informed  that  the  patient  has  been  subject  to  irre- 
gular (i.e.  non-periodical)  haemorrhages  for  upwards  of  two  years, 
this  fact  would  be  against  the  probability  of  the  haemorrhage 
being  due  to  cancer  uteri.  Sir  J.  Y.  Simpson's  experience  led  him 
to  fix  a  longer  period  as  the  ordinary  duration  of  cancer  uteri. 
'  Patients  usually  die  in  from  two  years  to  two  years  and  a  half 
after  the  detection  of  the  disease,'  says  this  author.^  According  to 
the  same  authority,  where  the  disease  occurs  in  aged  persons,  and 
has  taken  on  a  slow  and  senile  character,  its  course  may  be  very 
protracted.  In  Dr.  Fordyce  Barker's  cases  (New  York)  the  average 
duration  in  26  instances  w^as  three  years  and  eight  months. 

As  regards  the  fatality  of  uterine  cancer,  the  general  custom 
has  been  to  take  an  extremely  gloomy  view  of  them,  and  to  con- 
sider such  cases  hopeless  in  so  far  as  recovery  is  concerned.  Dr. 
Barker,  in  the  paper  before  quoted,  gives  facts  observed  by  himself 
which  encourage  a  somewhat  less  hopeless  view  in  certain  cases  of 
this  disease.    He  says  that  in  one  case  eleven  years  had  elapsed 


'  Sec  '  Examination  of  Os  Uteri.'         *  3fcd.  Times  and  Oaz.  Jan.  15,  1859. 
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since  he  made  the  diagnosis  of  uterine  cancer,  the  patient  still 
evidently  suffering  from  the  disease,  but  able  to  go  about.  Hi 
states  that  he  has  removed  the  cervix  for  epithelioma  in  1 1  cases, 
nine  of  which  recovered  and  have  remained  well.  In  one  case 
recovery  from  uterine  cancer  occurred  after  repeated  use  of  tlic 
actual  cautery.  In  another  a  free  application  of  the  acid  nitrate 
of  mercury  was  followed  by  complete  and  persistent  cure. 

When  the  body  of  the  uterus  or  the  tissues  of  the  cervix  arc 
affected,  and  have  begun  to  ulcerate,  the  disease  usually  progresses 
rapidly.  How  long  the  stage  previous  to  this  may  last,  we  ha\c 
no  direct  evidence.  When  the  surface  of  the  os  only  is  affected 
(cancroid  or  cauliflower  excrescence),  the  disease  is  by  no  mean.- 
so  quickly  fatal.  One  of  the  most  valuable  facts  in  reference  to 
this  question  is  given  by  Sir  J.  Y.  Simpson  in  his  '  Lectures  on 
Diseases  of  Women.'  The  patient,  the  subject  of  the  case,  had  a 
large  cauliflower  excrescence  the  size  of  an  egg  removed  eighteen 
years  previously.  Since  that  period  she  had  had  five  children, 
and  was  still  alive.  With  reference  to  this  case  it  should  be 
stated  that  no  '  caudate  or  spindle-shaped  bodies  '  were  found  in 
the  tumour  removed. 

Cancer  of  the  vagina. — Cancer  of  the  vagina  is  far  less  fro- 
quentl}'  met  with  as  a  primary  affection  than  cancer  of  the  uterus. 
But  the  disease  is  now  and  then  met  with  here  primarily.  It 
invades  the  vagina  not  unfrequently  by  extension  from  above. 
Thus  in  54  cases  of  carcinoma  uteri  observed  by  me  in  hospital 
practice,  the  vagina  is  noted  as  being  affected  as  well  as  the 
uterus  in  1 1  cases.  In  some  of  these  1 1  cases  it  appeared  as  if 
the  disease  had  begun  in  the  vagina.  In  one  case  in  private 
practice  the  vagina  was  very  extensively  affected,  while  the  uterus 
ga,ve  very  little  .indication  of  participating  until  later  on. 

The  disease  occurs  (when  primary  or  secondary)  as  an  infiltra- 
tion in  the  vaginal  wall,  or  it  may  begin  as  a  papillary  growth  of 
villous  character  on  the  free  surface.  By  the  finger  the  physical 
condition  discovered  may  thus  vaiy  exceedingly.  The  vagina  may 
be  so  blocked  up  that  the  passage  of  the  finger  at  its  entrance  is 
very  diflficult  indeed.  The  bladder  or  rectum  becomes  later  on 
perforated  or  not  according  to  circumstances.  Another  effect  is 
that  the  ureter  on  one  side  may  become  so  compressed  that  the 
functions  of  the  corresponding  kidney  are  arrested. 

Diagnosis  in  the  early  stage. — The  diagnosis  of  cancer  of  the 
uterus,  in  its  early  stage,  from  certain  other  conditions  which  may 
produce  somewhat  analogous  physical  alterations  in  the  os  and 
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:  cervix  uteri,  and  which  may  give  rise  also  to  symptoms  more  or 
less  resembling  those  witnessed  in  the  early  stages  of  this  justly 
dreaded  disease  is  a  matter  of  the  utmost  importance.    A  fissured, 
irregular,  indurated,  and  enlarged  condition  of  the  vaginal  portion 
of  the  uterus  and  of  the  lips  of  the  os  may  proceed  from  a  variety 
of  causes.    In  women  who  have  had  children,  the  os  uteri  is 
generally  more  or  less  fissured,  giving  the  portio  vaginalis  a  sort 
of  lobulated  feel ;  the  number  of  fissures  and  lobes  varies  from 
'  three  to  four,  five,  or  six ;  and  in  women  who  have  had  severe 
labours,  rendering  the  use  of  instruments  necessary,  the  os  may 
be  found  very  deeply  fissured,  the  parts  having  been  torn  during 
labom\    If  the  uterus  be  healthy,  however,  there  is  no  marked 
enlargement  of  the  part — on  the  contrary,  there  is  a  tendency  to 
i  a  diminution  in  its  size,  the  diminution  being  more  marked  as 
I  the  patient  becomes  older.    The  fissured  condition  of  the  os  uteri 
.  is  thus  quite  compatible  w^ith  the  presence  of  health.  When, 
i  however,  in  addition  to  this,  the  lips  of  the  os  uteri  are  indurated 
and  larger  than  usual,  the  whole  vaginal  portion  participating  in 
this  condition,  this  combination  is  indicative  of  disease.    It  may 
be  due  to  the  comparatively  harmless  hypertrophy  of  the  uterus 
(generally  synonymous  with  defective  involution  of  the  organ  after 
childbirth),  to  a  chronic  inflammatory  condition  of  the  cervix,  to 
.  the  presence  of  fibrous  tumours  in  the  walls  of  the  uterus,  to 
i  carcinomatous  deposit  in  the  substance  of  the  portio  vaginalis — 
the  latter  being  the  first  in  a  series  of  changes  which  may  result 
in  the  death  of  the  patient  at  no  distant  period — to  tuberculous 
affection  of  the  cervix  uteri,  or  to  presence  of  small  fibrous 
tumours  in  the  portio  vaginalis.    The  diagnosis  between  these 
several  conditions  is  often  one  of  great  difficulty,  and  is  only 
arrived  at  by  an  attentive  consideration  not  only  of  the  jDhysical 
signs  themselves,  but  of  the  attendant  phenomena,  and  of  the 
present  and  past  general  condition  of  the  patient. 

Dr.  Henry  Bennet,  whose  searching  analysis  of  the  abnormal 
conditions  of  the  os  uteri  in  relation  to  the  diagnosis  of  cancer 
cannot  be  too  highly  spoken  of,  and  who  first  laid  down  exact 
rules  for  the  diagnosis  of  cancer  from  a  condition  with  which  it 
was  formerly  very  frequently  confounded — viz.  chronic  inflamma- 
tory induration — has  accurately  pointed  out  some  of  the  diagnostic 
points  in  reference  to  the  question  now  at  issue,  in  the  following 
words : — 

'  When  the  lobular,  knotty,  irregular  condition  of  the  cervix  is 
the  result  of  laceration,  and  is  simply  inflammatory,  the  fissures 
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which  separate  the  lobes  radiate  round  the  cavity  of  the  os  on  a 
centre,  which  is  not  the  case  in  a  cancerous  tumour — each  sepa- 
rate lobe  being  perfectly  smooth  in  itself,  and  free  from  tubercles 
or  superficial  inequalities.'  ^ 

The  mere  size  of  the  lobules  indicates  nothing  of  malignant 
character,  provided  they  be  tolerably  smooth  ;  the  depth  of  the 
fissures  is  of  favourable  import  also  when  the  lobules  are  smooth. 
Extreme  hardness  is  often  observed  when  no  serious  disease  is 
present.  Uniformity  in  the  degree  of  the  hardness  of  the  lobules 
is  favourable.  Slight  excoriation  of  the  surface  of  the  lobules  is 
quite  compatible  with  simple  inflammation,  or  similarly  innocuous 
conditions.  A  deeply  excavated  ulcer  on  some  portion  of  the 
surface  would  excite  apprehension  as  to  the  cancerous  nature 
of  the  enlargement.  When  the  lobulation  and  enlargement  is 
limited  to  one  side  of  the  os,  this  may  be  due  to  growth  of  a 
non-malignant  tum.our  in  the  substance  of  the  cervix.  The 
smoothness  of  the  tumour,  the  absence  of  general  signs  of  disease, 
absence  of  bloody  and  offensive  discharges,  would  generally,  but 
not  always,  put  suspicion  of  cancer  on  one  side.  A  quickly  grow- 
ing lobular  enlargement  of  one  lip  of  the  os  uteri  is  probably 
malignant  in  character. 

Time  is  of  importance  in  the  diagnosis  of  these  cases.  An 
induration  and  enlargement  of  the  os  uteri  which  is  known  to 
have  existed  for  some  years  may  be  generally  pronounced  to  be 
non- cancerous. 

Negatively,  the  points  now  alluded  to  are  of  great  diagnostic 
value.  Thus,  supposing  the  patient  to  be  suffering  from  pain, 
offensive  discharge,  occasional  hsemorrhages,  etc.,  and  suspecting 
herself  to  be  the  subject  of  cancer,  a  very  simple  examination 
might,  by  revealing  an  absence  of  all  induration  or  enlargement 
of  the  OS  uteri,  render  it  almost  certain  that  the  case  was  not  one 
of  cancer.  The  rare  occurrence  of  cases  in  which  the  disease 
begins  in  the  fundus  uteri  prevents  this  rule  being  quite  absolute. 

Unquestionably  the  most  important,  and  perhaps  the  least 
fallacious,  guide  to  the  diagnosis  in  a  doubtful  case,  is  the  mobility 
or  immobility  of  the  uterus — a  point  which  has  been  already 
alluded  to  ;  and  when  the  uterus  is  found  to  be  as  movable  as 
usual,  while  there  is  an  absence  of  induration  in  the  cellular  tissiu' 
before  and  behind  the  cervix  uteri,  no  considerable  pain,  no  offen- 
sive discharge,  no  particular  constitutional  derangement,  we  may 
safely  conclude  that  the  case  is  not  one  of  cancer.  The  immo- 
'  Oji  I/i/iammatio/i  of  the  UtcrKS,  41  h  ed.  p.  90. 
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bility  due  to  pressure  of  tumours  within  the  pelvis  must  not  be 
confounded  with  the  condition  produced  by  cancerous  disease  of 
the  uterus  itself.  Lastly,  it  must  be  recollected  that  mobility  of 
the  uterus  is  not  necessarily  and  always  lost,  even  in  advanced 
cases  of  cancerous  disease,  although  as  a  rule  it  is  so  lost. 

With  all  the  helps  to  diagnosis  which  have  been  mentioned, 
several  cases  will  remain  of  which  it  may  be  for  some  time  difficult 
to  determine  the  true  nature,  and  to  say  whether  the  diseased  con- 
dition of  the  cervix  be  of  malignant  or  non-malignant  character. 
The  inequality  of  the  induration  present  is  generally  an  indication 
of  malignant  disease.  Again,  the  fissures  which  separate  the  lobes 
of  the  OS  may  be  at  an  early  period  of  the  disease  smooth  at  their 
edges,  as  in  the  non-malignant  form ;  but  they  soon  assume  a 
sharply  distinct  shape.  Haemorrhage  from  the  generative  organs 
is  a  symptom  of  cancer  usually  observed  at  an  early  period,  but 
haemorrhage  may  be  entirely  absent,  the  catamenial  discharge 
only  being  slightly  increased.  The  value  of  '  haemorrhage  '  as  a 
symptom  of  cancer  has  been  discussed  at  p.  459.  Another  symptom 
also  early  observed  is  pain  in  the  uterine  and  lumbar  regions — not 
merely  discomfort,  but  actual  pain.  Weakness  and  general  debility 
may  be  observed  also  from  the  very  commencement.  The  im- 
portance of  time  has  been  alluded  to,  and  much  aid  will  be  derived 
from  observation  of  the  progress  of  the  ease  in  making  a  diagnosis. 
Thus,  if  a  thickened,  fissured,  indurated  condition  of  the  os  uteri 
have  existed  in  a  particular  case  for  a  considerable  time,  say 
twelve  months,  and  no  particular  disturbance  of  the  general 
health  be  observed,  it  is  highly  probable  that  the  affection  is  not 
malignant.  It  is  not  in  the  nature  of  cancer  affecting  the  sub- 
stance of  the  cervix  uteri,  and  giving  rise  to  physical  changes 
such  as  those  described,  unless  under  very  exceptional  circum- 
stances, so  long  to  delay  its  progress. 

The  possibility  of  laceration  of  the  cervix  uteri,  leading  to 
cancerous  degeneration  of  the  os,  must  be  borne  in  view  in  forming 
a  diagnosis.  If,  as  is  believed  by  eminent  American  authorities, 
such  lacerations  are  often  forerunners  of  cancer  of  the  uterus 
(particularly  the  epithelioma  of  the  cervix),  a  lobulated  and 
deeply  fissured  condition  of  the  os  associated,  would  be  natur- 
ally carefully  scrutinised.  Dr.  W.  H.  Baker '  says :  '  I  know 
no  more  frequent  cause  of  cancer  of  the  cervix  uteri  than  the 
persistent  irritation  to  which  the  everted  lips  of  a  lacerated  cervix 
are  exposed;  and  if  the  only  thing  to  be  gained  by  Emmet's 

'  Amer.  Jovrn.  of  Obst.  April  1882. 
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operation  for  the  repair  of  such  a  condition  were  to  diminish  the 
tendency  to  the  establishment  of  this  disease  (cancer  of  the 
uterus),  I  would  perform  it  in  every  instance  where  the  rupture 
was  sufficient  to  allow  any  eversion.' 

In  the  diagnosis  of  cancer  at  an  early  period.  Dr.  Montgomery 
laid  particular  stress  on  a  shotty  condition  of  the  margins  of  the 
OS,  associated  with  turgidity,  and  with  a  crimson  discoloration  of 
the  OS  tineas  generally.  In  the  first  stage  of  cancer  of  the  uterus. 
Dr.  Bennet  states  that  he  would  expect  to  find  '  shot-like,  pale,  in- 
dolent indurations,  all  but  insensible  to  pressure,  strewn  irregularly 
over  the  cervix,  or  an  irregular  hard  tumour  similarly  characterised 
developed  on  its  surface.'  In  a  case  related  by  Becquerel  ^  there 
was  a  small,  hard,  violet-coloured  tumour,  projecting  from  the 
surface  of  the  cervix  at  a  very  early  stage  of  the  disease.  It  was 
unequal  and  nodulated.  The  condition  of  the  os  in  the  early 
stage  of  <3ancer  in  a  few  cases  in  which  I  have  had  the  opportunity 
of  getting  accurate  information  on  this  point  was  as  follows : 
Nodular  irregular  eminences,  the  mucous  membrane  covering  them 
having  a  deep  or  livid  blue  colour,  and  contrasting  with  adjacent 
structures  not  yet  affected  with  induration  and  irregularity  of 
contour.  This  applies  to  cases  of  cancer  commencing  in  the 
substance  of  the  os  uteri,  and  not  to  cases  of  cauliflower  excres- 
cence when  the  disease  attacks  primarily  the  papillary  structures 
on  the  surface. 

The  largely  patent  condition  of  the  orifice  usually  present  in 
cases  of  cancer  is  not  peculiar  to  it,  as  already  remarked. 

The  presence  of  a  foetid  discharge  from  the  vagina  is  too  often 
looked  upon  as  indicative  of  cancer.  Wherever  there  is  haemor- 
rhage, there  may  be  foetid  discharge  due  to  decomposition  of  clots 
of  blood  which  have  been  detained. 

There  may  be  a  healthy  condition,  or  a  comparatively  healthy 
condition  at  least,  of  the  os  and  cervix  uteri,  and  still  cancer  of 
the  uterus  may  be  present,  the  disease  being  confined  in  some 
rare  cases  to  the  body  or  fundus  uteri.  In  such  cases,  a  digital 
vaginal  examination  might  reveal  little  or  nothing.  If  the 
patient  present  constitutional  signs,  like  those  of  cancer,  with 
occasional  haemorrhages,  profuse  and  continuous  foetid  discharges, 
watery  or  purulent,  while  no  alteration  of  the  os  and  cervix  is 
revealed  by  examination,  cancer  of  the  fundus  uteri  should  be 
suspected.  The  upper  part  of  the  uterus  is  generally  much  en- 
larged in  such  cases,  and  may  be  felt  so  enlarged  above  the  pubes. 
'  Traite  Clin,  des  Maladies  dc  V Uterus  (Paris),  torn.  i.  p.  321. 
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In  conclusion,  it  should  be  borne  in  mind  that  the  condition  of 
I  the  OS  and  cervix,  to  which  the  previous  remarks  apply,  is  one 
i  simply  of  induration,  slight  enlargement,  and  lobulation.  Ulcera- 
i  tion,  marked  loss  of  substance,  associated  with  hardening,  etc.,  is 
I  a  condition  to  which  the  remarks  in  question  are  not  at  all 
j  applicable. 

Irregularity,  unevenness,  etc.,  in  diflferent  parts  of  the  vaginal 
I  portion,  may  be  due  to  presence  of  small  rounded  tumours 
embedded  in  the  tissue  of  the  cervix.  Such  tumours,  which  are  of 
■fibrous  character,  might  give  rise  to  suspicion  of  cancer,  from  the 
fact  that  one  side  of  the  cervix  would  under  such  circumstances 
be  hard  or  nodulated,  and  the  other  side  soft  and  natural.  These 
tumours  are,  however,  very  rare  :  they  are  of  slow  growth,  give  rise 
to  little  inconvenience,  and  never  to  grave  symptoms,  such  as  are 
observed  in  cancer. 

Tuberculous  enlargement  of  the  vaginal  portion  is  a  condition 
of  exceeding  rarity.  It  is  characterised  by  presence  of  tumours  of 
uncertain  size,  of  rounded  form,  at  first  firm,  afterwards  softer, 
yielding  to  the  pressure  of  the  fingers,  and  indistinctly  fluctuating ; 
always  accompanied  by  considerable  engorgement  of  the  cervix 
uteri.  It  is  a  condition  due  to  presence  of  masses  of  tubercle  yet 
unsoftened,  to  tubercular  infiltration,  or  to  inflammatory  action 
attendant  on  softening.'  Occasionally  are  seen  small  yellow 
deposits  on  the  surface  of  the  cervix  the  size  of  a  split  pea,  or 
smaller,  and  giving  issue,  on  being  pricked,  to  a  small  quantity  of 
matter  of  the  consistence  of  pus.  These  deposits,  which  have 
been  alleged  to  be  tuberculous,  Dr.  West,  the  accuracy  of  whose 
description  of  them  I  can  quite  confirm,  looks  upon  as  due  to 
hypertrophy  of  the  Nabothian  follicles. 

Practically,  the  importance  of  the  question  at  issue  is  not  great. 
The  existence  of  tubercle  of  the  cervix  is  denied  by  Rokitansky  ; 
it  is  certain  that  tubercular  infiltration  of  the  cervix  with  tuber- 
cular softening,  etc.,  is  very  rare.  I  believe,  however,  that  in 
women  of  tubercular  tendency,  and  in  whom  the  cervix  uteri  is 
sometimes  found  enlarged,  hypertrophied,  and  indurated,  this 
enlargement  is  of  tubercular  origin,  though,  anatomically  speak- 
ing, there  may  be  no  deposit  of  tubercle.  I  have  in  private 
practice  seen  cases  which  might  be  referred  to  this  category. 
This  is  a  point  which  is,  however,  more  interesting  in  connection 
j   with  the  subject  of  treatment  than  that  of  pathology. 

Diagnosis  in  the  later  stages. — The  condition  of  the  parts 

'  Robert's  description,  quoted  by  Dr.  West,  op.  cit.  p.  362. 


662 


CANCER  OF  THE  UTERUS,  ETC. 


characterised  by  the  presence  of  irregular  enlargement,  indura- 
tion, destruction,  and  loss  of  substance  of  the  vaginal  jjortion 
and  of  the  lower  part  of  the  uterus,  all  more  or  less  combined, 
is  that  present  in  the  ulcerative  stage  of  cancer  of  the  uterus ; 
and  it  is  a  condition  which  is  so  characteristic  that  it  can  hardly 
be  mistaken  for  anything  else.  The  degree  to  which  the  destruc- 
tion of  substance  is  found  to  have  proceeded  varies  very  much. 
The  OS  uteri  may  be  found  to  have  lost  its  natural  shape,  or  the 
vaginal  portion  has  wholly  disappeared,  and  the  finger  passes  into 


Fig.  186.1 


an  excavation  with  hard  iiTcgular  walls,  which  are  constituted  by 
the  remains  of  the  vaginal  portion,  or  by  the  carcinomatously 
infiltrated  cellular  tissue  at  the  upper  part  of  the  vagina.  Above 
is  felt  a  hard  irregular  mass,  the  somewhat  enlarged  uterus,  fixed 
and  immovable,  and  not  easily  definable  from  the  surrounding 
hardened  structures.  A  not  unfrequent  condition  of  the  os  uteri 
in  cancer  is  presence  of  a  hard,  smooth,  sharply-defined  surface, 
just  as  if  a  piece  had  been  actually  removed  by  the  knife,  leavmg 

1  Fig.  186  represents  carcinomatous  infiltration  of  the  posterior  lip  of  the  os 
uteri,  also  ulcerative  destruction  of  the  anterior  lip. 
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the  edges  well  marked.  Such  a  condition  is  represented  in  fig.  186, 
showing  at  one  part  of  the  os  nodular  projections,  at  another  the 
peculiar  condition  just  described.    '  When  you  feel,'  says  Sir 

.  J.  Y.  Simpson,!  '  a  rough  irregular  excavated  or  anfractuous  ulcer 
seated  on  a  hardened  base,' and  sunwnded  by  hardened  tissue, 

i  cancer  is  present.'    The  process  of  ulceration  may  be  found  to 

I  have  extended  to  the  rectum,  in  which  case  faeces  and  flatus  pass 
from  the  vagina  to  the  bladder,  occasioning  involuntary  micturi 
tion  ;  or  to  both.   In  the  latter  case  the  rectum  and  bladder  open 

•  into  the  common  cloaca,  resulting  from  the  destructive  process 
which  has  now  been  going  on.  The  destructive  process  may  have 
affected  one  side  only  of  the  os,  the  other  only  being  as  yet 

1  enlarged,  and  denser  and  firmer  than  usual.  It  is  not  uncommon 
to  find  fungous  softish  masses,  which  bleed  when  touched,  growing 
from  the  already  ulcerated  surface.  This  ulcerative  stage  of  the 
disease  is  almost  universally  characterised  by  the  presence  of  an 

I offensive  leucorrhoeal  discharge,  this  discharge  becoming  tinged 
with  blood  after  examination  or  after  exertion.  There  is  a 
general  failm'e  of  the  strength  of  the  patient,  emaciation,  want 
of  sleep,  and  disturbances  of  the  digestive  organs,  shown  by 
nausea,  vomiting,  etc. ;  and,  what  is  important,  there  occurs  from 
week  to  week  perceptible  increase  in  the  intensity  of  these  symp- 
toms, often  a  very  rapid  one :  the  skin  of  the  patient  has  in  some 
cases  a  remarkable  straw-coloured  tint,  there  are  lacinating  pains, 
severe  in  character,  felt  in  the  uterine  region;  at  this  period,  also, 
pains  depending  on  pressure  of  the  enlarged  uterus  on  the  nerves 
in  the  pelvis  are  very  commonly  observed,  viz.  pains  along  the 
course  of  the  sciatic  and  other  nerves.  Other  symptoms  attending 
this  stage  of  the  affection  are,  pains  in  the  breast,  and,  not 
seldom,  increased  sexual  desire.  The  occurrence  of  '  haemorrhages ' 
and  the  presence  of  '  offensive  discharges  '  are  characteristic,  but 
the  value  of  these  as  signs  of  the  presence  of  cancer  has  already 
been  discussed  (see  p.  513). 

With  reference  to  the  value  of  '  cachexia '  as  a  means  of  dia- 
gnosis, Mr.  Sibley,  in  his  valuable  '  Contribution  to  the  Statistics  of 
Cancer,'  ^  makes  some  important  remarks. 

'  The  cachexia,'  says  Mr.  Sibley,  '  is  closely  proportionate  to  the 
amount  of  haemorrhage,  discharge,  and  pain.  In  cases  where  there 
is  but  little  haemorrhage,  and  a  small  amount  of  discharge,  the 
cachexia  is  hardly  obvious,  and  this  is  usually  observed  even  where 

'  Med.  Times  and  Gaz.  Jan.  15,  1859. 
Med.  C'Mr.  Trans,  vol.  xlii.  p.  194. 
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the  cancerous  tumour  has  attained  great  magnitude.  It  some- 
times happens  that  the  cachexia  becomes  well  marked,  even  where 
there  is  but  little  haemorrhage  or  discharge ;  but  in  these  cases  the 
cancer  is  usually  found  to  have  involved  some  important  internal 
organ,  and  to  have  interfered  with  some  vital  function.  On  the 
other  hand,  in  those  patients  with  whom  there  is  profuse  discharge, 
and  frequent  attacks  of  haemorrhage,  the  wasted  sallow  visage  of 
advanced  cancerous  disease  becomes  obvious  at  an  early  stage  of 
the  complaint.  In  no  class  of  cases  is  the  cachexia  more  pro- 
nounced than  in  uterine  cancer.'  And  he  has  come  to  the  conclu- 
sion that  '  the  presence  or  absence  of  cachexia  is  valueless  as  an 
aid  to  diagnosis.  It  appears  to  be  the  result  of  a  local  disease,  and 
is  not  to  be  regarded  as  evidence  of  a  state  of  system  which  leads 
to  the  production  of  cancer.' 

In  a  few  rare  cases  destruction  of  the  uterus  by  cancerous  ul- 
ceration progresses  to  a  very  advanced  stage,  all  the  usual  symptoms 
of  cancer — pain,  offensive  discharge,  hsemorrhages,  constitutional 
affection — being  entirely  absent.  When  cancer  of  the  uterus  in 
the  ulcerative  stage  is  present,  the  diagnosis  is  not  usually  difficult 
when  digital  examination  is  practised,  those  rare  cases  excepted  in 
w^hich  the  lower  part  of  the  uterus  is  sound,  or  apparently  so, 
there  being  cancerous  disease  of  the  interior  of  the  body  of  the 
uterus.  In  these  cases,  the  result  of  the  ordinary  digital  examina- 
tion would  be  liable  to  mislead,  unless  corrected  by  due  attention 
to  the  more  obvious  and  symptomatic  signs  of  the  presence  of 
cancer. 

The  diagnosis  of  cancer  of  the  uterus  advanced  to  the  stage  of 
ulceration,  and  presenting  to  the  touch  the  physical  characters 
above  described,  is  not  a  matter  of  difficulty ;  the  difficulty  lies, 
and  especially  with  those  whose  sense  of  touch  is  uneducated,  in 
determining  that  cancer  is  not  present.    Thus  a  patient  may  pre- 
sent herself  suffering  a  good  deal  from  pain,  who  is  the  subject  of 
profuse  menstruation,  of  a  profuse  discharge,  which  is,  she  states, 
occasionally  '  unpleasant '  to  the  smell.    On  digital  examination  of 
the  OS  uteri,  a  decided  enlargement  and  hardening  is  felt  at  one 
part,  and  a  softer  velvety  surface  at  another.    But  the  hardness 
and  induration  may  be  due,  as  already  pointed  out,  to  simple 
hypertrophy,  inflammation  or  congestion  of  the  vaginal  portion  : 
the  feeling  of  the  presence  of  a  softer  portion  may  be  jH-oduced  by 
the  inner  surface  of  the  os,  with  its  lining  in  a  hypertrophied, 
shaggy,  and  villous  state. 

A  peculiar  form  of  destructive  ulceration  of  the  cervix  uteri 
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has  been  in  a  few  rare  cases  observed,  all  that  has  been  met  with 
'  on  examination  being  loss  of  substance.  The  lower  iDart  of  the 
uterus  has  disappeared,  and  in  place  of  the  cervix  there  is  a  rough 
irregular  border,  above  which  the  body  of  the  uterus,  movable  as 
usual,  is  felt  by  the  finger  :  there  is  an  '  absence  of  any  thickening, 
hardness,  or  deposit  of  new  matter  in  its  vicinity,'  as  in  carcinoma 
(West).  This  condition  is  described  as  corroding  ulcer  of  the  os 
uteri.  The  symptoms  present  in  cases  of  this  description  are  not 
distinctive.  Eecent  writers  do  not  confirm  the  observations  of  Sir 
C.  M.  Clarke,  that  the  pain  is  peculiar  in  these  cases.  So  far  as 
the  results  of  digital  examination  are  concerned,  corroding  ulcer  is 
characterised  by  absence  of  induration  in  the  neighbourhood,  by 
absence  of  fixation  of  the  uterus,  and  by  the  sharpness  of  the  mar- 
gin of  the  ulceration.  It  is  an  interesting  fact  that  corroding  ulcer 
differs  from  cancer  in  respect  to  its  fatality  and  duration.  The  ob- 
servations hitherto  made  appear  to  indicate  that  the  disease  may 
continue  for  some  years,  indeed  for  several  years.  Dr.  West 
believes  that  the  affection  ought  to  be  classed  with  rodent  ulcers. 
On  the  whole  it  appears  right  to  consider  it  a  form  of  cancer. 

The  diagnosis  of  the  cauliflower  excrescence  of  the  os  uteri, 
and  of  the  medullary  tumour  of  the  os  uteri,  will  be  gathered 
from  the  description  of  the  physical  characters  of  these  conditions 
at  p.  652. 

Use  of  the  speculum  in  the  diagnosis  of  cancer. — But  little 
advantage  can  be  derived  from  the  use  of  the  speculum  in  cases 
of  advanced  cancer  of  the  uterus,  the  diagnosis  of  which,  by  the 
aid  of  digital  examination  alone,  is  not  usually  attended  with 
difficulty;  and,  unless  employed  with  great  care,  the  use  of  the 
speculum  may,  under  such  circumstances,  occasion  haemorrhage, 
and  produce  mischief  of  other  kinds. 

When,  however,  the  os  uteri  is  found  on  digital  examination  to 
be  indurated  and  irregular,  and  when  there  is  doubt  as  to  whether 
cancer  in  its  first  stage  may  or  may  not  be  present,  the  use  of  the 
speculum  may  be  the  means  of  resolving  that  doubt.  The  physical 
condition  of  the  os  and  cervix  uteri,  as  felt  by  the  finger,  in  the 
early  stage  of  cancer,  has  been  already  fully  described  ;  it  only  now 
remains  to  give  an  account  of  the  aj)pearances  presented  to  the 
sight  in  such  cases. 

Kespecting  the  colour  of  the  surface  in  induration  due  to  cancer, 
there  is  a  difference  of  opinion  ;  and  this  arises  from  the  fact  that 
the  first  stage  of  cancer  of  the  uterus  so  very  rarely  comes  under 
observation.    Supposing  cancer  to  be  present,  and  the  ulceration 
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to  have  only  just  commenced,  the  ulcer  will  be  found  to  havo 
peculiar  characters  :  it  is  excavated  and  depressed  below  tlic 
surface,  the  edges  irregular,  jagged,  and  somewhat  tumid,  and 
sharply  defined.  In  chancre,  the  ulcer  is  distinguished  by  it  s 
being  more  superficial,  by  the  absence  of  enlargement,  and  indu- 
ration of  the  tissues  beneath  and  around,  by  the  absence  of 
general  signs  of  cancer,  and  by  the  effects  of  anti -syphilitic 
treatment. 

J udging  by  ocular  inspection  alone,  there  are  undoubtedly 
cases  in  which  difficulty  might  occur  in  deciding  between  cancerous 
ulceration  and  ulceration  due  to  other  causes  ;  but  it  cannot  be  too 
frequently  repeated  that  it  is  by  combination  and  comparison  of 
the  general  and  particular  data  that  a  diagnosis  must  be 
arrived  at.  In  the  case  of  suspected  cancer,  more  can  be  learnt 
from  digital  examination  than  by  the  most  careful  use  of  the 
speculum. 

The  appearances  presented  by  the  os  in  cases  of  cauliflower 
excrescence  of  the  os  uteri  are  described  by  Sir  C.  M.  Clarke  as 
follows  :  '  There  is  a  striking  resemblance  between  itself  and  a 
portion  of  the  upper  surface  of  a  cauliflower  or  a  head  of  brocoli. 
The  surface  is  granulated,  and  it  consists  of  a  great  number  of 
small  projections,  which  may  be  picked  off  from  the  surface  as  the 
granules  may  be  detached  from  the  vegetable.'  The  surface,  as 
seen  by  the  aid  of  the  speculum  or  otherwise,  is  of  a  bright  red 
colour.  It  is  very  delicate,  and  the  least  touch  sometimes  suffices 
to  make  it  bleed.  Hence,  if  the  speculum  be  used,  great  care  must 
be  exercised  not  to  injure  the  surface.  A  digital  examination 
affords  most  conclusively  the  desired  information. 

TREATMENT. 

The  medical  treatment  of  cancer  of  the  uterus  has  hitherto 
XDroved  a  failure  ;  Mr.  John  Clay's  remedy,  one  of  the  most  recent 
of  the  medicines  recommended,  Chian  turpentine,  having  proved 
to  have  little  or  no  efficacy  after  an  exhaustive  trial  in  the  wards 
of  the  Middlesex  Hospital.^ 

In  regard  to  preventive  treatment,  up  to  a  recent  date  nothing 
of  a  practical  character  had  been  suggested.    It  appears,  however, 

•  For  Mr.  Clay's  paper  on  Ihe  '  Treatment  of  Cancer  of  the  Uterus  b}- Chian 
Turpentine,'  see  Lancet,  March  27,  1 880.  See  also  '  On  Chian  Turpentine  and 
its  uselessness  in  Cancer,'  by  Henry  Morris,  M.B.  {Lancet,  Nov.  27,  1880),  in 
which  paper  are  related  twelve  cases  treated  by  it  without  benefit  at  the 
Middlesex  Hospital. 
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probable  that  in  the  future  lacerations  of  the  cervix  may  be 
rousidered  sufficiently  important  as  possible  causes  of  cancer  to 
induce  the  practice  of  repairing  such  injuries,  if  for  no  other 
reason.  It  is  the  fact,  at  all  events,  that  in  America  one  of  the 
reasons  for  repairing  such  lesions  is  the  probability  of  preventing 
I  he  occurrence  of  cancerous  disease  of  the  os  uteri  by  the  operation 
in  question  (see  p.  646).  It  must  be  conceded,  at  all  events,  that 
a  raw,  imperfectly  healed  surface,  exposed  continually  to  friction, 
and  in  a  more  or  less  constant  state  of  irritation,  presents  a  con- 
dition likely  to  favour  the  origination  of  a  morbid  or  special 

I  nutritive  action  such  as  is  observed  in  cases  of  cancer. 

Respecting  the  treatment  of  cancroid  of  the  uterus  (cauliflower 

!  excrescence),  most  authorities  are  agreed  as  to  the  propriety  of 
removing  the  diseased  structure  when  the  disease  is  limited  to  the 
OS  uteri,  and  the  uterine  tissue  above  is  not  affected.  Those  cases 
are  most  favourable  for  operation  where  the  vaginal  portion — at 
its  junction  with  the  vagina — is  not  thicker  than  usual,  and  where 
consequently  the  tumour  alone  constitutes  the  disease.  The 
operation  may  be  done  also  where  the  cervix  is  a  little  enlarged ; 
here  the  prospect  of  arresting  the  disease  would  be  a  small  one, 
and  the  benefit  of  the  operation  would  be  temporary.  That  the 
disease  may  be  an-ested  by  amputating  the  cervix  has  already 
been  stated.  In  other  cases,  while  the  patient  derives  advantage 
from  the  operation  for  a  time,  the  disease  attacks  the  body  of  the 
uterus  a  little  later.  In  many  cases  cancroid  of  the  os  is  not 
recognised  until  the  disease  has  already  spread  to  the  body  of  the 
uterus  ;  in  some  of  these  cases  even  temporary  alleviation  of  symp- 
toms follows  removal  of  the  decomposing  and  discharge-secreting 
mass  which  is  filling  up  the  vagina. 

As  a  palliative  measure  frequently,  as  a  curative  measure  occa- 
sionally, amputation  of  the  cervix  uteri  in  cases  of  cancroid  of  the 
OS  uteri  is  a  valuable  operation ;  it  may  prevent  a  fatal  result 
altogether,  it  will  almost  certainly  postpone  that  fatal  result,  even 
when  inevitable.  The  bleeding  and  the  copious  exhaustive  dis- 
charge are  at  once  arrested.  The  patient  would  die,  or  might  die, 
from  continuance  of  these  ;  and,  for  a  time  at  all  events,  this 
source  of  danger  is  removed,  and  comfort  and  ease  are  secured  to 
the  sufferer. 

The  ecraseur  is  the  best  instrument  for  the  operation.  The 
chain  or  the  wire  rope  may  be  used ;  the  latter  is  best  when  the 
pedicle  is  a  short  one,  or  when  the  uterus  is  fixed.  The  scissors 
are  preferable  to  the  knife  if  the  ecraseur  cannot  be  employed. 
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The  galvano-cautery  is  a  valuable  means  of  removing  the  cervix 
in  such  cases.  As  pointed  out  by  Byrne  and  Goodell,  the  wire 
should  not  be  made  too  hot,  and  the  removal  should  be  effected 
slowly  and  deliberately.  The  benzoline  (Paquelin's)  thermo- 
cautery is  a  most  valuable  instrument  for  such  cases.  There  is 
an  objection  to  drawing  down  the  uterus  more  than  can  bo 
avoided.  Sir  J.  Y.  Simpson  believes,  probably  with  reason,  that 
the  dragging  down  of  the  uterus  has  been  the  cause  of  that  fatal 
shock  which  has  followed  the  operation  in  one  or  two  instances. 
Otherwise  the  operation  is  perfectly  free  from  danger.  Pei- 
chloride  of  iron  suspended  in  glycerine  should  be  applied  on  a 
piece  of  lint  to  the  cut  surface,  and  the  vagina  carefully  plugged 
with  wetted  cotton-wool  or  other  material,  if  there  be  any  tendency 
to  haemorrhage.  (Other  particulars  concerning  amputation  of  the 
cervix  will  be  found  at  p.  411.) 

There  are  other  cases  of  cancer  of  the  uterus  where  extirpation 
of  the  disease  is  undoubtedly  the  best  treatment,  viz.  where  the 
vaginal  portion  or  parts  thereof  are  infiltrated  with  medullary 
cancer,  the  cervix  itself  at  the  point  of  reflection  of  the  vagina 
appearing  sound.  The  operation  has  been  done  but  little,  owing 
to  the  fact  that  the  disease  is  rarely  diagnosed  at  this  early  stage, 
I  have  amputated  the  cervix  in  a  few  cases  of  this  kind,  however, 
and  at  the  present  day  there  is  a  growing  feeling  in  favour  of 
excision  of  the  cervix  whenever  the  diagnosis  is  established. 

Dr.  Marion  Sims  adopts  a  procedure  which  in  his  hands  has 
ai^peared  to  give  good  results.  He  excises  the  cancerous  growth 
at  the  cervix  uteri  and  continues  the  excising  process,  by  uterotome, 
scissors,  and  cutting  curette,  a  little  beyond  the  point  where  the 
healthy  tissues  are  reached.  The  surface  exposed  is  carefully 
packed  over  with  styptic  cotton. 

Dr.  Lombe  Atthill  states  that  he  has  adopted  Dr.  Marion  Sims's 
plan  in  two  cases  with  great  benefit,  and  he  considers  it  a  valuable 
procedure  when  the  disease  is  detected  early.  Dr.  Playfair  states 
also  that  he  has  found  Sims's  method  feasible  and  advantageous. 

Dr.  W.  H.  Baker  ^  (Boston,  U.S.A.)  has  practised  very  suc- 
cessfully a  modification  or  extension  of  Dr.  Marion  Sims's  opera- 
tion. The  cervix  is  seized  and  drawn  down.  The  portio  vaginalis 
is  then  cut  into  anteriorly  with  scissors,  and  the  supra-vagmal 
anterior  cervix  separated  from  the  bladder  by  scissors  and  forefinger. 
The  same  incision  is  then  made  posteriorly,  and  the  posterior 
supra-vaginal  cervix  separated  from  peritoneum  to  level  of  internal 

•  ♦  Treatment  of  Cancer  of  the  Uterus.'    Amcr.  Journ.  of  Obst.  April  1882. 
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OS  uteri.    Next  the  cervix  is  separated  at  the  sides.    This  being 
done  the  uterotome  is  employed,  and  a  funnel-shaped  portion  of 
the  body  of  the  uterus  is  cut  out.    This  is  like  Sims's  operation, 
with  the  exception  that  it  is  here  possible  to  remove  more  of  the 
body  of  the  uterus.    The  result  is  that  the  cervix  is  entirely 
removed,  as  well  as  nearly  or  quite  one-half  of  the  body  of  the 
uterus.    The  actual  cautery  at  a  red  heat  is  then  everywhere 
applied,  which  requires  time  to  do  effectually.    Perfect  quiet, 
,  catheter  every  six  hours,  opiates  to  confine  bowels  for  ten  days. 
In  twelve  cases  of  operation,  in  cases  where  the  disease  appeared 
i  capable  of  entire  removal,  the  following  were  results :  Seven 
1  were  living  and  well  after  periods  of  twenty-nine,  twenty-seven, 
'  twenty-two,  twenty-one,  eighteen,  eighteen,  and  eleven  months 
'  respectively. 

The  removal  of  the  entire  uterus  for  cancer  has  been  of  late 
I  rather  frequently  performed.    Dr.  Blundell  in  1828  removed  the 
il  uterus  per  vaginam  in  three  cases.    Freund  of  Strasburg  has 
lately  removed  the  uterus  by  abdominal  section  in  a  considerable 
number  of  cases.    In  Sept.  1878  ^  Freund  had  operated  ten  times 
with  fi.ve  deaths. 

The  method  adopted  by  Freund  is  as  follows  :  The  abdomen 
is  opened  as  in  ovariotomy.    The  uterus  is  drawn  up  out  of  the 
pelvis  by  means  of  a  needle  and  thread  passed  through  the  fundus 
i  of  the  uterus.    Before  the  uterus  is  removed  three  ligatures  are 
:  inserted  on  each  side,  securing  the  broad  ligament  in  three 
i  divisions,  and  when  the  uterus  has  been  cut  away  the  ends  of 
!  these  ligatures  are  brought  out  at  the  vagina.    The  peritoneal 
edges  of  the  broad  ligaments  are  also  secured  by  sutiues  so  as  to 
more  completely  close  the  aperture  between   the  vagina  and 
abdomen.^ 

One  of  the  difficulties  attendant  on  the  extirpation  of  the 
uterus  is  the  liability  to  ligature  the  ureters.  In  two  cases  which 
have  been  related  this  occurred. 

The  operation  has  undoubtedly  been  performed  successfully  in 
a  certain  number  of  cases.  The  results  obtained  by  other  operators 
have  not  been  so  good  as  those  of  Freund,  and  probably  the  opera- 
tion is  capable  of  being  made  less  immediately  dangerous  than  it 
at  present  appears  to  be.    We  are  yet,  however,  not  in  possession 

'  fClin.  ToTtrage,  No.  133,  for  April  1878;  see  also  Ohst.  Juiini  No  '  72 
p.  817.  ■  ' 

^  Kee  Mr.  Spencer  Wells  s  Lectures,  Roy.  Coll.  of  Surgeons,  Brit.  Mod  Journ 
July  1878. 
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of  facts  which  are  encouraging  as  to  the  final  result  of  the  opera- 
tion, or  as  to  its  effects  in  procuring  a  notable  prolongation  of 
life. 

As  a  cauterising  application  in  cases  of  cancer  of  the  cervix 
uteri,  bromine  in  solution  has  been  successfully  used  by  Dr.  Eoulli 
and  Dr.  Wynn  Williams.  The  method  of  employing  it,  as 
described  by  Dr.  Williams,'  is  to  inject  into  the  tissues  of  tlie 
affected  part  a  strong  solution  of  bromine  in  spirit  (twelve  grains  to 
a  drachm)  by  means  of  a  syringe,  at  properly  selected  situatioin. 
The  vagina  requires  to  be  well  protected  from  the  action  of  tlie 
caustic,  and  it  is  injected  about  half  an  inch  deep.  Disintegra- 
tion of  the  x^arts  injected  rapidly  follows.  The  bromine  must  Ije 
previously  carefully  mixed  with  the  spirit.  The  syringe  is  of 
glass  with  a  platinum  point.  For  acting  on  a  broader  smface 
cotton-wool  wrapped  round  a  piece  of  stick  and  dipped  in  the 
solution ;  or  a  piece  of  cotton- wool  soaked  therein  and  ke-pt  in 
apposition  by  means  of  a  little  gutta-percha  cup,  are  employed. 
In  all  these  procedures  the  vagina  is  protected  by  cotton-wool 
soaked  in  solution  of  carbonate  of  soda.  Following  the  treatment 
a  weaker  bromine  solution  is  used  as  a  lotion  daily. 

We  now  come  to  the  question  of  the  palliative  treatment  of 
cases  of  uterine  cancer,  where  surgical  measures  are  inapplicable. 
There  are  three  conditions  to  the  relief  of  which  our  attention  is 
necessarily  more  particularly  directed — the  pain,  the  haemorrhage, 
and  the  discharge  ;  and,  besides  relieving  these,  we  have  to  devise 
means  for  maintaining  the  functions  of  the  body  generally  in  a 
state  of  activity,  and  for  dealing  with  the  many  secondary  evils 
likely  to  present  themselves  in  the  course  of  this  disease. 

The  hcemorrhage  is  to  be  checked,  if  slight,  by  injections  of 
iced  water  into  the  vagina  and  into  the  rectum ;  if  more  severe, 
by  application  of  perchloride  of  iron  or  tannin,  and  by  the  actual 
cautery,  or,  in  very  severe  cases,  by  plugging  the  vagina,  using  a 
saturated  solution  of  perchloride  of  iron  in  glycerine,  the  solution 
being  applied  by  means  of  a  sponge  to  the  bleeding  surface,  and 
withdrawn  subsequently  by  means  of  a  string  attached  to  the 
sj)onge  (Simpson).  Tannin  in  a  fine  powder,  or  tannic  acid,  may 
be  applied  through  a  small  tube,  or,  better  still,  in  form  of  a 
pessary.  Tincture  of  matico  is  highly  spoken  of  by  some  authors. 
If  fluids  are  injected  to  check  the  haemorrhage,  care  must  betaken 
that  they  actually  come  into  contact  with  the  bleeding  smface. 

'  On  Cancer  of  the  Uterus,  etc.    Rensliaw,  1868. 
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In  cases  of  cauliflower  excrescence  not  admitting  of  amputation  of 
the  cervix,  the  soft  bleeding  masses  have  been  sometimes  broken 
up  with  the  fingers,  and  tincture  of  iron  injected  into  the  centre, 
and  with  the  effect  of  checking  haemorrhage  and  discharge.  Dr. 
Hicks  states  that  he  has  found  a  saturated  solution  of  alum  hold- 
ing in  suspension  tannic  acid,  applied  every  day,  very  effectual 
in  reducing  the  more  tender  parts  of  the  tumour  in  cases  of  cauli- 
flower excrescence.  In  some  cases  which  have  fallen  under  my 
own  notice,  I  was  able  to  effect  the  same  object  by  applying  daily 

I  a  sponge  dipped  in  strong  solution  of  lunar  caustic.  To  prevent 
haemorrhage,  the  patient  should,  whatever  be  the  nature  of  the 
disease,  be  kept  quiet,  and  especially  before  and  during  the  cata- 

,  menial  period.    Brandy  or  other  stimulants  must  be  given  to 

I  sustain  the  patient's  strength ;  and  very  considerable  quantities 
may  be  necessary  to  avert  instant  dissolution  when  the  hsemor- 

I  rhage  is  very  profuse.    Opium  may  be  very  advantageously  given 

i  at  the  same  time. 

The  discharges  present  in  cases  of  uterine  cancer  are  often  very 
offensive,  owing  to  the  decomposition  of  the  detritus  from  the 
ulcerated  surface.  The  frequent  use  of  the  douche,  by  means  of 
which  a  stream  of  water  is  made  to  pass  gently  over  the  affected 
surface,  is  the  best  means  which  can  be  adopted  for  obviating  the 
unpleasantness  of  the  discharge  in  ordinary  cases.  Care  is  very 
necessary  not  to  push  the  extremity  of  the  tube  against  the  ulcer- 
ated surface,  or  bleeding  may  occur.  The  washing  out  of  the 
vagina  should  be  performed  fi-equently.  The  temperature  of  the 
water  used  should  be  that  which  is  most  grateful  to  the  patient. 
It  is  often  necessary  to  use  a  disinfecting  fluid  as  an  injection  in 
order  to  get  rid  of  the  offensive  foetor.  For  this  pm-pose  diluted 
carbolic  acid,  carbolised  oil,  Condy's  fluid,  chloralum,  are  all  avail- 
able. Creosote  may  also  be  mentioned  as  a  powerful  deodoriser. 
To  render  the  discharge  less  offensive,  frequent  ablutions  with  or 
without  the  use  of  disinfectants  are  very  necessary;  other  indica- 
tions are  thus  at  the  same  time  fulfilled. 

The  pain  present  in  cancer  of  the  uterus  is  very  severe,  often 
exceedingly  so,  and  it  must  be  relieved.  For  this  purpose  opium, 
in  that  form  which  is  found  by  experience  to  be  most  suited  to  the 
patient,  must  be  given,  the  dose  being  regulated  and  the  form 
varied  according  to  circumstances.  It  is  not  uncommonly  found 
necessary  to  give  opium  .in  very  large  doses,  the  patient  having 
become  so  habituated  to  its  use  that  a  small  dose  has  no  effect 
whatever.    Opium  is  often  conveniently  given  in  form  of  supposi- 
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tory  or  pessary  :  I  have  found  it  most  effective  when  adminis- 
tered in  a  lavement.  Opium,  in  some  form  or  other,  is  generally 
necessary,  but  other  medicines  are  frequently  of  great  service 
as  accessories.  Ether,  chloroform,  or  the  two  latter  com- 
bined, cannabis  indica,  conium,  hyoscyamus,  etc.,  are  all  and 
each  of  them  of  use  in  certain  cases.  The  application  of 
carbonic  acid  to  the  ulcerated  surface  was  suggested  by  8ir  J.  Y. 
Simpson. 

The  general  nutrition  of  the  patient  demands  careful  attention. 
The  digestive  organs  are  frequently  in  a  very  disordered  state,  the 
patient  having  little  or  no  appetite,  and  the  bowels  being  ex- 
tremely constipated.  The  first  and  most  important  part  of  the 
treatment  consists  in  feeding  the  patient  frequently  and  with  easily 
digested  food.  And  we  can  only  find  by  experience  what  is  best. 
Milk  is  often  a  valuable  article  of  diet  in  such  cases ;  wine  or 
other  alcoholic  beverages  are  generally  required.  For  the  relief 
of  sickness  and  thirst,  ice  placed  in  the  mouth  frequently  is  most 
beneficial.  The  bowels  require  careful  attention  ;  small  doses  of 
castor-oil,  frequently  given,  are  the  best  means  of  inducing  regu- 
larity in  this  respect,  but  occasional  copious  enemata  are  often 
necessary  to  unload  the  distended  rectum.  Two  or  three  drachms 
of  Kochelle  salt,  with  a  little  tincture  of  senna,  form  a  useful 
occasional  aperient  draught.  The  act  of  defsecation  is  often  ex- 
ceedingly painful,  and  patients  postpone  it  as  long  as  possible ; 
the  evil  may  proceed  to  a  very  extreme  extent  if  the  patient  be 
not  watched. 

The  state  of  the  urinary  organs  frequently  calls  for  relief.  In 
those  distressing  cases  where  towards  the  end  of  the  disease  fistula? 
form  between  the  vagina  and  the  bladder,  or  between  the  uterus 
and  rectum,  or  vagina  and  rectum,  but  little  can  be  done  except 
to  observe  great  cleanliness.  For  the  relief  of  the  irritability  of 
bladder  often  present,  Dr  West  thinks  highly  of  the  use  of  Vichy 
water.  Uva  ursi  or  pareira,  with  a  little  liquor  potassfe,  are 
medicines  of  established  utility  in  such  cases.  The  triticum 
repens,  highly  recommended  by  Sir  Henry  Thompson  in  the 
treatment  'of  cases  of  irritable  bladder  in  the  male  sex,  will  be 
found  useful. 

The  question  as  to  the  propriety  of  giving,  to  the  patient  her- 
self, expression  of  our  opinion  as  to  the  prognosis  in  a  case  of  I 
uterine  cancer,  is  a  matter  of  great  delicacy  and  importance.  Even 
in  cases  where  there  is  literally  no  hope  of  saving  life  beyond  a  \ 
limited  time,  it  is  yet  occasionally  difficult  and  even  improper  to 
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say  so  to  the  patient.  There  are  few  individuals  possessed  of 
sufficient  fortitude  to  be  told,  at  once,  that  they  must  necessarily 
die  ;  and  in  many  cases,  to  deprive  the  patient  of  all  hope  is  to 
still  further  shorten  her  brief  existence.  It  is  hardly  necessary  to 
urge  the  importance  of  abstaining  from  giving,  in  any  degree,  an 
unfavourable  prognosis  in  cases  where  the  diagnosis  of  cancer  is 
not  very  well  established.  Experience  has  shown  that  the  best 
observers  have  been  deceived  in  their  prognosis,  the  case  not 
always  turning  out  so  unfavourably  as  they  had  expected.  It  is 
easy  to  decide  too  soon ;  by  waiting  a  little  doubts  are  gradually 
dispelled. 

The  question  of  the  treatment  of  cancer  of  the  vagina  and 
cancer  of  the  bladder  requires  no  extended  notice.  The  treatment 
required  in  cases  of  cancer  of  the  vagina  is  identical  with  that  of 
cancer  of  the  uterus,  the  symptoms  being  essentially  the  same. 
Little  benefit  can  be  expected  from  surgical  treatment.  In  cancer 
of  the  bladder,  generally  secondary  to  cancer  of  the  uterus  or 
vagina,  the  treatment,  beyond  what  is  necessary  in  all  cases  of 
cancer,  consists  in  relieving  the  patient  as  much  as  possible  from 
the  sufferings  attendant  on  the  irritable  condition  of  the  bladder 
usually  present,  and  in  providing  means  for  remedying,  as  far  as 
possible,  the  inconvenience  arising  from  fistulous  openings  in  the 
vesico-vaginal  sej)tum.  Occasionally  it  has  been  found  necessary 
to  perforate  the  bladder  when  the  orifice  has  been  occluded  by 
cancerous  growths. 


ASSOCIATION  OP  TREGNANCY  WITH  CARCINOMA  OF  THE 

UTERUS. 

It  occasionally  happens  that  this  association  is  met  with,  and  the 
various  important  questions  arising  out  of  such  association  have  to 
be  considered. 

Recently  (on  October  11,  1881)  the  following  important  case 
came  under  my  notice. 

The  patient  was  37  years  old.  She  had  had  five  children ;  the 
youngest  was  sixteen  months  old,  but  there  had  been  a  bad  miscarriar^e 
ten  months  ago.  The  patient  was,  at  the  time  she  presented  herself  to 
me,  again  pregnant,  probably  five  months.  [It  proved  to  be  nearly 
six  months.]  The  patient  was  unmistakably  afiected  with  epithelioma 
of  the  cervix  uteri,  the  vaginal  portion  being  hypertrophied  and 
presenting  a  very  distinct  warty  projection  running  round  it  like  an 
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irregularly  shaped  cord  just  outside  the  orifice  of  the  os  uteri,  but  the 
tissues  above  the  vaginal  portion  seemed  to  be  free  from  infiltration.  She 
was  in  a  very  depressed  and  prostrnte  condition,  having  had  little  sleep, 
and  having  suffered  from  almost  continuous  pain  in  the  pelvic  region  for 
several  weeks.  There  was  a  brownish  irritating  and  offensive  discharge. 
It  was  evident  that  the  disease  was  rapidly  progressing,  but  that  as  yet 
it  was  limited  to  the  cervix  uteri.  The  patient  had  already  seen  Mr. 
Spencer  Wells,  and,  in  accordance  with  my  advice,  a  consultation  was  held 
with  him,  the  object  being  to  ascertain  what  was  best  to  be  done.  One 
coiu^se  of  action  which  suggested  itself  was  the  speedy  induction  of  abor- 
tion, followed  as  quickly  as  possible  by  am^^utation  of  the  cervix  uteri. 
Another  was  to  remove  the  whole  utervis  at  once.  A  third  course  would 
have  been  to  allow  pregnancy  to  proceed  to  the  viable  period,  then  to  efiect 
delivery,  and  afterwards  deal  with  the  cervical  disease.  The  objections 
to  this  latter  course  were  that,  the  disease  being  in  rapid  progress,  it  was 
probable  that  delivery  per  vices  naturcdes  of  a  viable  child  could  not  be 
counted  on.  The  cervical  infiltration  and  thickening  were  fast  increasing, 
and  the  operation  of  vaginal  delivery  would  imply  laceration  of  the 
cervix,  and  other  possible  dangers,  while  in  order  to  secure  a  live  child 
the  Ceesarean  section  might  even  be  rendered  necessary.  Moreover,  the 
delay  in  procedure  would  allow  the  patient  to  be  subjected  for  some 
time  longer  to  the  deadly  influence  of  the  disease.  The  first  and  second 
procedures  were  discussed.  On  the  one  hand  was  the  extreme  danger  of 
the  immediate  excision  of  the  whole  uterus,  giving,  however,  a  better 
chance,  in  the  event  of  the  patient's  surviving  the  operation,  of  a  con- 
siderable prolongation  of  life.  On  the  other,  the  possible  bad  efiects  of  a 
premature  induction  of  labour,  followed  by  necessity  for  the  further 
operation  of  excision  of  the  cervix.  Mr.  Wells  expressed  himself  very 
hopefully  as  to  the  result  of  the  immediate  excision  plan ;  and  after  due 
discussion  it  was  resolved  that  Mr.  Wells  should  undertake  the  opei-ation. 
Accordingly,  on  October  21,  1881,  Mr.  Spencer  Wells  extirpated  the 
uterus  entire  by  the  abdominal  method.  The  case  was  reported  in  full 
to  the  Royal  Medical  and  Chirurgical  Society,  November  22,  at  which 
time  the  patient  was  reported  as  quite  convalescent  from  its  effects. 

The  remarkably  successful  result  of  this  operation,  which  is  the 
first  in  which  the  gravid  uterus  had  been  removed  entire,  in  this 
country,  will  doubtless  encourage  further  attempts  to  deal  with 
similar  cases  in  a  radical  manner.  And  the  opinions  expressed  on 
the  reading  of  this  case  were  of  a  highly  approving  character. 
The  success  of  Freund's  late  operations,  together  with  those  of 
Kegar  and  Kaltenbach  for  the  removal  of  the  non-gravid  carcino- 
matous uterus,  encouraged  the  adoption  on  the  above  occasion  of 
the  procedure  of  removing  the  whole  uterus.  The  success  which 
has  attended  what  is  tei'med  Porro's  operation  was  a  further 
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incentive,  Porro's  operation  consists  in  removal  of  the  uterus  from 
above,  in  cases  of  pelvic  deformity,  and  as  an  alternative  to  the 
Ca^sarean  section  ;  but  in  Porro's  operation  the  cervix  uteri,  or  the 
greater  part  at  all  events,  is  not  removed.  In  the  case  on  which 
Mr.  Spencer  Wells  and  myself  consulted  together,  the  operation 
consisted  in  the  removal  of  the  whole  of  the  uterus.  One  of  the 
greatest  dangers  of  the  operation  is  that  of  injuring  the  ureters. 
In  Mr.  Spencer  Wells's  method  of  tearing  the  uterus  avray  rather 
than  cutting,  it  seemed  to  me  that  this  danger  was  materially 
reduced. 

The  conclusion  to  be  drawn  from  the  above  case  is  that  the 
gravid  uterus  at  six  months  of  pregnancy  may  be  entirely  removed 
and  the  patient  recover  from  the  effects  of  the  o]3eration.  It  is 
true  that  the  case  was  a  favourable  one  for  operation,  but  it  seems 
on  the  whole  probable  that  similar  cases  are  not  unlikely  to  be  met 
with  again. 
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CHAPTEK  XLIV. 


TUBERCLE  OF  THE    UTERUS:    DISTENSION  OF  THE    UTERUS  BY 
FLUID    (hYDROMETRA    AND    H^MATOMETRA)    OR    BY  GAS 

(physometra). 

Tubercle  of  the  Uterus. — Pathology  and  Treatment. 

Distension  of  the  Uterus  with  Fluid  (Hydromelra  and  Hgematometra). — 

Pathology  and  Treatment. 
Distension  of  the  Uterus  with  Gas  (Physometra). 


TUBERCLE  OF  THE  UTERUS. 

This  is  an  exceedingly  rare  disease.  When  tubercle  is  found  in 
the  uterus,  it  is  generally  present  in  other  organs.  There  appears 
to  be  a  particular  and  unusual  tendency  to  the  formation  of 
tubercle  in  the  uterus  after  parturition,  and  during  the  time  the 
uterus  is  undergoing  that  reduction  in  bulk  and  change  of  texture 
peculiar  to  this  period. 

The  part  of  the  uterus  which  is  usually  the  seat  of  tubercle  is 
the  inner  surface — when  occurring  after  child-birth,  at  the  seat  of 
the  placental  insertion — and  from  the  mucous  lining  it  spreads 
into  the  thickness  of  the  uterine  wall.  The  final  effect  may  be  ai 
considerable  increase  in  the  bulk  of  the  uterus.  The  tubercular 
matter  appears  in  the  form  of  small  greyish  or  greyish-yellow 
granulations  ;  the  mucous  lining  is  also  much  thickened  and  looser 
in  texture  than  usual.  There  is  a  discharge  from  the  uterus  of  a . 
dirty  yellow  or  brown  colour.  The  disease  does  not  appear  to  be 
attended  with  much  pain. 

Rokitansky  relates  an  important  case  where  acute  tuberculosis  ■ 
of  the  uterus  set  in  in  a  patient  tet.  34,  immediately  after  delivery . 
of  an  eight  months'  foetus,^  death  occurring  at  the  end  of  Dineteem 
days.   H.  Cooper  ^  also  details  an  interesting  case  in  which  rupture 
of  the  uterus  occurred  in  the  third  month  of  pregnancy,  due  to  - 


»  AUff.  Wien.  Zeit.  1860,  No.  21. 


2  Un.  Med.  1859,  No.  54. 
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considerable  tuberculosis  of  the  uterus.  Mr.  Tomlinson  >  relates 
a  case  of  tuberculosis  of  the  uterus  of  three  years'  dui^ation,  the 
patient  set.  55,  and  the  uterus  considerably  enlarged. 

TREATMENT. 

Tubercle  of  the  uterus  would  be  treated,  in  cases  where  it  is 
detected,  on  general  principles.  Careful  and  good  feeding  should 
form  an  important  part  of  the  treatment.  Young  women  recently 
delivered,  and  of  a  phthisical  tendency,  should  be  carefully  looked 
after,  and  great  care  taken  to  restore  any  lost  power  by  suitable 
diet  and  regimen.  Of  the  local  treatment  we  can  scarcely  speak, 
experience  being  wanting,  but  the  injection  of  weak  solutions  of 
iodine  or  bromine  into  the  uterine  cavity  would  probably  consti- 
tute the  best  application.  It  would  be  requisite  to  have  the  os 
well  dilated  prior  to  such  a  procedure. 

DISTENSION  OF    THE  UTERUS    WITH  FLUID  (hYDEOMETRA  AND 

H^MATOMETRA). 

Apart  from  pregnancy,  an  essential  part  of  which  is  the  presence 
of  a  considerable  quantity  of  fluid — the  liquor  amnii — in  the 
uterus,  we  have  cases  in  which  the  organ  is  found  to  contain  fluids 
in  considerable  amount.  The  old  terms  hydrometra  and  hcemato- 
metra  implied  presence  respectively  of  watery  fluid  and  blood  in 
the  uterine  cavity. 

Accumulations  of  fluids  in  the  uterus  not  unfi-equently  occur  in 
association  with  closure  of  the  outlet,  narrowing  and  stricture  of 
the  cervix,  agglutination  of  the  os  uteri,  flexion  of  the  uterus, 
presence  of  a  tumour  in  the  cervix  or  lower  part  of  the  uterus, 
the  most  common  of  these  causes  being  chronic  flexion  of  the 
uterus  (see  'Flexions').  The  quantity  of  fluid  so  accumulated 
in  the  uterus  may  be  considerable,  but  ordinarily  it  is  not  very 
great.  The  due  appreciation  of  these  cases  is  a  matter  of  much 
practical  importance.  An  offensive  persistent  leucorrhoea  is  not 
uncommonly  one  of  the  results  of  these  accumulations  of  fluid  in 
the  uterus. 

The  most  considerable  instance  of  hsematometra  is  that  met 
with  sometimes  in  young  women  soon  after  the  arrival  of  puberty, 
and  due  to  retention  of  menstrual  fluid  in  the  uterus,  the  hymen 
b(.'ing  imperforate,  or  the  os  uteri  itself  congenitally  occluded. 

'  Ohst.  Trans,  vol,  v. 


G78 


HYDROMETRA. 


Here  the  uterus  may  attain  such  a  size  as  to  reach  to  the  umbilicus  ; 
the  Falloj)ian  tubes  are  not  seldom  also  distended,  and  one  occa- 
sional result  is  passage  of  some  of  the  blood  into  the  peritoneal 
cavity  ;  a  more  rare  event  is  rupture  of  the  uterus  itself  into  the 
peritoneum  or  into  the  bladder  or  rectum.  Bernutz  and  Goupil  • 
have  devoted  much  attention  to  the  study  of  the  accidents  arising 
out  of  these  and  other  effects  of  menstrual  retention. 

It  is  remarkable  that  the  uterus  tolerates  the  presence  of  a  fluid 
in  its  interior  -  very  differently  in  different  persons.  More  ex- 
plainable is  the  fact  that,  when  the  distension  is  not  considerable, 
it  excites  more  pain  and  irritation  than  when  the  organ  is  very 
greatly  distended  ;  the  presence  of  a  small  quantity  of  blood  may 
in  cases  of  dysmenorrhcea  give  rise  to  great  pain,  the  uterus  acting 
vigorously  in  seeking  to  expel  it.  When,  however,  the  distension 
is  very  great,  it  is  usually  accompanied  by  such  a  degree  of  thin- 
ning of  the  walls  of  the  uterus,  that  the  organ  has  little  power  of 
contraction  left. 

As  an  instance  of  distension  of  the  uterus  from  menstrual 
retention,  the  following  interesting  case,  recorded  by  Prall  of 
Hamburg,  may  here  be  quoted.  The  patient,  set.  43,  previously 
regular,  ceased  to  be  so,  and  simultaneously  symptoms  of  preg- 
nancy set  in»  At  the  end  of  three  months  the  uterus  was  enlarged, 
the  OS  occluded,  and  the  uterus  contained  a  quantity  of  bloody 
fluid.  It  was  imagined  that  the  case  was  one  of  pregnancy  with 
retroversion  of  the  uterus  ;  attempts  were  made  to  reduce  this, 
but  the  force  used  had  the  effect  at  once  of  relieving  the  patient 
and  showing  the  nature  of  the  condition  present.  The  pressure 
employed  forced  the  blood  through  the  occluded  os  uteri.^ 

Amputation  of  the  cervix  uteri  has  been  followed  by  haemato- 
metra.  Considerable  distension  of  the  uterus  with  serous  fluid  is 
met  with  chiefly  in  women  advanced  in  years.  An  instance  of 
this  kind  was  recorded  by  Dr.  A.  T.  Thomson,  in  which  the  uterus 
contained  eight  quarts  of  a  dark-coloured  brown  fluid.^ 

TREATMENT. 

The  great  object  is  to  evacuate  the  contents  of  the. uterus. 
This  is  not  always  easily  done.  When  the  lips  of  the  os  uteri  are 
agglutinated,  a  careful  examination  is  required  to  find  out  the 

'  CHniqve  M('d.  sur  las  Maladies  ties  Fimmcs,  English  translation  by  Dr. 
Meadows.    (New  Syrl.  See.) 

2  Schmidt's  Jahrh.  vol.  cxvi.     65.  '  Med.-Chir.  Tratis. 
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precise  situation  at  which  to  make  a  puncture.  In  such  instances 
the  cervical  cavity  is  more  or  less  obliterated,  so  that  the  uterine 
cavity  is  soon  reached.  When  there  is  stricture  higher  up  in  the 
cervical  cavity,  dilatation  by  means  of  tents,  aided  by  slight  in- 
cisions, may  be  advantageously  had  recourse  to.  When  the  case 
is  one  of  retroflexion,  the  restoration  of  the  organ  to  its  normal 
shape,  by  pressure  on  the  fundus  from  below,  or  by  use  of  the 
sound,  usually  suffices  to  allow  the  fluid  to  escape.  When  the 
case  is  one  of  anteflexion,  a  suitable  mechanical  treatment  must 
be  adopted  (see  '  Flexions  '). 

After  evacuation  of  the  fluid,  pressure  and  administration  of 
ergot  should  be  employed  to  aid  the  uterus  in  contracting. 

Fm'ther  remarks  on  the  management  of  cases  of  occlusion 
of  the  OS  or  cervix  uteri  will  be  found  in  the  chapter  on  '  Dys- 
menorrhoea.' 

DISTENSION  OP  THE  UTERUS  WITH  GAS. 

Well-authenticated  cases  of  this  affection  are  not  many  in 
number,  but  there  can  be  no  question  that  gaseous  accumulations 
do  occasionally  take  place  in  the  interior  of  the  uterus.  The  most 
common  condition  under  which  such  accumulation  has  been 
noticed,  is  the  presence  within  the  uterus  of  a  dead  foetus,  or 
portions  of  the  membranes  which  have  been  abnormally  retained 
in  the  uterus  after  labours  or  miscarriages.  The  gas  formed  in 
the  uterus  under  these  circumstances  is  the  result  of  the  decom- 
position of  the  retained  matters ;  it  is  foetid  ;  and  the  uterus  at 
the  same  time  may  contain  purulent  detritus.  Further,  it  appears 
necessary  that,  to  produce  this  gaseous  distension  of  the  uterus, 
the  orifice  of  the  organ  should,  having  been  recently  open,  have 
become  closed.  It  seems  on  the  whole  probable  that,  fiirst,  air 
must  have  obtained  admission  into  the  uterus  ;  that,  secondlv,  the 
OS  must  have  become  plugged  up  or  closed  ;  and  that  decomposi- 
tion must  have  then  occurred,  and  thus  given  rise  to  the  gaseous 
distension  now  alluded  to.  That  air  does  frequently  pass  into  the 
uterus  "immediately  after  the  expulsion  of  the  foetus  is  a  fact.  It 
is  evident,  further,  that,  irrespective  of  labour  or  miscarriage, 
coagula  undergoing  decomposition  in  the  uterus  may  generate 
gas,  which  may  be  retained  and  accumulate  in  the  uterus,  thouo-h 
the  number  of  cases  coming  under  this  head  are  very  few  compared 
with  those  previously  described.  It  has  been  suj^posed  by  some 
that  tlio  lining  membrane  of  the  uterus  may  secrete  gas,  but  there 
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is  no  proof  of  this.  In  many  of  the  cases  recorded  as  cases  of 
gaseous  accumulation  in  the  uterus,  the  only  proof  of  such  accu- 
mulation has  been  the  passage  of  flatus  from  the  vagina,  which  has 
been  erroneously  supposed  to  come  from  the  uterus.  In  an  inter- 
esting communication  to  the  Obstetrical  Society  of  London,  Dr. 
Harley '  related  the  particulars  of  a  case  where  flatus  was  occa- 
sionally expelled  from  the  vagina.  He  ascertained  by  experiment 
that  the  gas  so  expelled  had  been  the  moment  before  drawn  into 
the  vagina,  as  he  believed,  by  a  spasmodic  alternate  contraction 
and  relaxation  of  the  recti  abdominis  muscles.  Dr.  Gooch  men- 
tions a  case  in  which  the  patient  only  expelled  flatus  while  not 
pregnant,  the  expulsion  ceasing  when  she  became  impregnated, 
and  he  cited  this  to  prove  that  the  flatus  must  have  come  from  the 
uterus.  This  fact,  however,  affords  no  absolute  proof  of  the  truth 
of  the  explanation  for  which  Dr.  Gooch  contends.  It  was  more 
probably  a  case,  such  as  that  observed  by  Dr.  Harley,  of  alternate 
admission  and  expulsion  of  air  from  the  vagina.^ 


TREATMENT. 

The  obvious  cure  for  this  condition  would  be  the  evacuation  of 
the  gas  by  means  of  a  long  gum-elastic  or  other  rigid  tube,  which 
would  have  to  be  introduced  carefully  through  the  cervix  uteri. 
A  tight  bandage  and  cold  affusions  externally  would  be  useful 
subsequently. 

'  Ohst.  Trans,  vol.  iv. 

*  See  also  a  paper  on  this  subject  by  Dr.  Rasch,  Ohst.  Trails,  vol.  xii.  p.  281. 
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CHAPTEE  XLV. 
DISEASES  OF  THE  FALLOPIAN  TUBES. 

Tumours  of  the  Fallopian  Tubes,  Fibroid,  Tuberculous — Cyst  Formations— Dis- 
tension of  the  Tube  with  Fluid — Distension  of  the  Tube  with  Blood— Puriform 
Accumulations  in  the  Tubes — Fallopian  Pregnancy — Treatment. 

The  diseases  of  the  Fallopian  tubes  do  not  very  frequently  pre- 
sent themselves  before  us  during  life,  although  various  alterations 
are  often  observed  after  death  in  reference  to  the  shape,  position, 
permeability,  etc.,  of  these  ducts.  The  following  comprise  the 
more  important  of  these  abnormal  conditions. 

TUMOUES  OF  THE  FALLOPIAN  TUBES. 

Fibroid  growths  may  be  found  in  such  a  position  as  to  block 
up  the  passage,  and  occlusion  of  the  tube  sometimes  thus  results. 
Tubercle  of  the  tubes  has  been  met  with,  so  also  cancer.  Cyst 
formations  are  more  doubtful :  they  might  readily  be  confounded 
with  distension  of  the  tubes  themselves. 

DISTENSION  OF  THE  TUBE  WITH  FLUID  (fALLOFIAN  DROPSY). 

Tumours  constituted  by  distension  of  one  or  both  tubes  with 
fluid  are  not  so  very  uncommon.  They  are  met  with  chiefly  in 
old  people,  and  are  accompanied  with  closure  of  one  or  both  ex- 
tremities of  the  tube.  The  quantity  of  fluid  may  be  so  great  as 
to  distend  the  tube  to  the  size  of  the  foetal  head  or  even  larger 
(see  fig.  187  from  Hooper).  The  fluid  itself  is  usually  of  a  watery 
character  mingled  with  flaky  substances  of  varying  consistence. 
It  is  a  curious  circumstance  that  both  tubes  have  been  found  sim- 
ultaneously and  about  equally  affected.  One  point  of  interest  in 
connection  with  the  subject  is  the  physical  resemblance  between 
such  tumours  and  cystic  tumours  of  the  ovary. 
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BLOOD  ACCUMULATIONS  IN  THE  FALLOPIAN  TUBES. 

There  are  reasons  for  the  belief  that  the  Fallopian  tubes  are  not 
very  unfrequently  distended  with  blood  to  a  slight  extent  in  women 
during  menstrual  life.  In  some  such  cases  the  blood  so  accumu- 
lated finds  its  way  into  the  peritoneal  cavity  (see  '  Peri- uterine 
Hsematocele  ').  The  blood  may  have  three  sources,  viz.  the  uterus 
itself,  the  lining  of  the  tube,  or  the  Graafian  folHcle.  It  may  be 
produced  by  imperforate  hymen,  or  by  imperforate  os  uteri,  and 
may  occm-  in  all  cases  when  the  outlet  of  the  uterus  below  is 
occluded  in  any  way.  Thus  it  may  be  associated  with  men- 
strual retention  ;  the  blood  secreted  in  the  uterus,  or  in  the  tube 

Fig.  187.' 


itself)  or  possibly  blood  arising  from  the  ovary,  distending  the  tube 
in  common  with  the  uterus.  In  a  case  of  menstrual  retention 
with  distension  of  the  uterus,  the  pi'esence  of  a  tumour  in  the 
pelvis  by  the'  side  of  the  uterus,  and  having  the  shape  of  the  en- 
larged Fallopian  tube,  would  suggest  the  presence  of  distension  of 
the  tube  with  blood.  But  the  Fallopian  tube  may  be  distended 
with  blood  in  cases  where  there  is  no  distension  of  the  uterus  of  a 
like  character.  A  fibroid  tumour  situated  at  the  junction  of  the 
tube  and  the  uterus,  and  blocking  up  the  canal,  was  the  cause  of 
the  distension  in  a  case  related  by  Favel,  and  quoted  by  Bernutz 
and  Goupil.2    Occlusion  of  the  tube  at  this  situation  from  other 

'  Fig.  187  (after  Hooper),  Falloijian  dropsy. 
«  OjK  cit.  torn.  i.  p.  108. 
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causes  may  doubtless  produce  the  same  result.  Dr.  Farre  states 
that  he  has  found  accumulations  of  blood  in  tubes  closed  at  both 
ends,  and  in  cases  where  death  has  occurred  during  a  menstrual 
period ;  conclusively  showing,  according  to  his  opinion,  that  the 
menstrual  fluid  is  supplied  in  part  by  the  wall  of  the  Fallopian 
tube.i 

PURIFORM  ACCUMULATIONS  IN  THE  FALLOPIAN  TUBES. 

These  are  the  result  of  inflammatory  action  in  the  tubes  or 
the  uterus ;  the  period  of  childbed  is  the  one  during  which  such 
formations  are  most  liable  to  occur,  but  they  may  follow  inflam- 
mation of  the  uterus,  or  result  from  operations  on  the  generative 
organs ;  they  may  occur  idiopathically,  and  in  connection  with 
chronic  inflammation  of  the  interior  of  the  uterus ;  they  may  also 
result  from  stricture  of  the  os  uteri,  whereby  escape  of  fluid 
formed  in  the  uterus  is  prevented.  In  the  puerperal  class  of 
cases,  pus  may  collect  in  and  distend  the  Fallopian  tubes,  and 
may  finally  regurgitate  into  the  peritoneal  cavity.  This  is  one  of 
the  modes  of  origin  of  puerperal  peritonitis.^ 

PAPILLOMA  OF  THE  FALLOPIAN  TUBE. 

An  interesting  case  is  related  by  Mr.  Alban  Doran  ^  in  Patho- 
logical Transactions,  of  the  following  kind  : — 

The  patient,  single,  Jet.  50,  had  suffered  from  menorrhagia  after 
amenorrhcEa,  next  symptoms  of  iuflammation  of  right  ovary.  Then 
followed  pleural  effusion  requiring  tapping;  after  that  ascites.  She 
was  tapped  four  times  for  the  ascites.  After  the  Inst  tapping  a  hard  nodular 
mass  was  found  by  Mr.  Spencer  Wells  behind  the  uterus.  An  operation 
was  performed,  and,  after  removal  of  seventeen  pints  of  fluid,  an  orange- 
sized  tumour,  consisting  of  the  greater  part  of  the  right  Fallopian  tube, 
was  removed,  together  with  the  adjacent  adherent  ovary.  Recovery  oc- 
curred. The  tumour  consisted  of  an  elongated  oval  tumour  three  and  a 
half  by  two  inches,  and  was  found  to  be  the  Fallopian  tube  dilated  and  filled 
with  cauliflower  excrescences,  covered  with  a  mucoid  secretion,  which 
issued  from  the  fimbriated  extremity  where  there  was  a  bristle-sized 
aperture.  The  excrescences  grew  from  all  parts  of  the  dilated  tube ; 
they  were  covered  with  columnar  epithelium.    Mr.  Doran  considers  the 

'  Op.  fit.  p.  618. 

^  See  an  interesting  paper  on  this  subject  by  Dr.  Barnes,  Ohst.  Trans,  vol  iii 
p.  419. 

»  Path.  Trans,  vol.  xxxi. 
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specimen  as  an  unusually  large  example  of  a  growth  recognised  before 
by  Rokitansky  and  Hennig,  and  he  believes  they  are  produced  by  chronic 
inflammation.     The  secretion  from  the  tube  irritated  the  peritoneum 
and  caused  ascites. 

FALLOPIAN  PREGNANCY. 

This  is  to  be  considered  a  disease,  and  generally  a  fatal  one. 
But  the  subject  is  one  which  falls  out  of  our  province.  liupture 
of  the  tube  and  fatal  abdominal  hemorrhage  are  the  usual 
results. 

TREATMENT  OF  DISEASES  OF  THE  FALLOPIAN  TUBES. 

In  some  cases  serous  collections  within  the  Fallopian  tubes 
have  been  evacuated  by  means  of  a  fine  trochar  and  canula  through 
the  vagina. 

The  cases  are  few,  however,  in  which  surgical  procedures  are 
likely  to  be  adopted,  in  conseqaence  of  the  comparative  rarity  of 
disease  in  this  locality,  and  also  in  consequence  of  the  difficulty  of 
their  diagnosis.  The  case  above  related  in  which  Mr.  Spencer 
Wells  excised  a  dilated  tube  is  a  very  interesting  and  exceptional 
one. 

A  curious  case  is  recorded  by  Dr.  Baumgartner  of  Baden  Baden.  ^  A 
patient  who  had  had  ovariotomy  performed,  and  subsequently  gastrotomy, 
in  order  to  relieve  pain  produced  by  adhesion  of  pedicle  to  bladder, 
became  later  on  affected  by  a  quite  unendurable  pain  in  the  ovarian  region. 
Gastrotomy  was  a  third  time  performed,  and  the  right  Fallopian  tube, 
being  found  distended  and  on  the  point  of  bursting,  was  removed,  together 
with  the  ovary.  Cure. 

In  cases  where  the  tubes  are  distended  with  pus,  as  in  a  case 
of  puerperal  metritis,  great  care  would  be  required  to  maintain 
rest,  lest  the  contents  of  the  tube  be  poured  out  into  the  abdo- 
minal cavity. 

In  cases  of  Fallopian  'pregnancy,  if  it  were  possible  to  make  an 
exact  diagnosis  of  these  cases  of  rupture  and  haemorrhage  during 
life,  it  would  undoubtedly  be  better  to  open  the  abdomen  and 
endeavour  to  secure  the  bleeding  vessels,  than  to  allow  the  patient 
to  die  from  hgemorrhage.  No  operation  of  the  kind  has  ever  been 
attempted,  but  the  subject  has  formed  matter  of  discussion  on 
more  than  one  occasion  at  meetings  of  the  Obstetrical  Society  of 
London.    The  chief  difficulty  lies  in  the  diagnosis,  for,  until  the 

•  Berlin.  Kl.  Woch.  1879. 
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patient  is  dead,  the  real  nature  of  the  case  is  not  generally 
detected  ;  such,  at  least,  has  been  the  experience  of  most  prac- 
titioners. Increased  accuracy  of  diagnosis  of  the  diseases  of  the 
female  generative  organs  may,  perhaps,  result  in  the  more 
frequent  recognition  of  this  formidable  accident  sufficiently  early 
for  measures  to  be  devised  and  carried  out  by  which  life  may  be 
saved. 
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CHAPTEE  XLVI. 

DISEASES  OP  THE  OVARIES  :    OVARITIS  :  DISPLACEMENT  OF  THE 
OVARY  :  NEUROSES  :  BATTEY's  OPERATION 

Acute  Ovaritis  and  Abscess  op  the  Ovary. 

Chronic  Ovaritis.— Obstructed  Ovulation,  its  Effects  and  Causes— Changes  in 
the  Graafian  Follicles— Congestion  of  the  Ovary— Effects  of  long-standing 
Chronic  Ovaritis— Etiology.  Sexual  Excesses— Gonorrhoeal  Disease— Symptoms 
and  Signs  of  Chronic  Ovaritis— Pain,  Tenderness  to  Touch— Diagnostic  Signs, 

Treatment  of  Acute  Ovaritis — Treatment  of  Chronic  Ovaritis— General  Measures 
— Battey's  Operation,  Cases  for  which  it  is  suited. 

Displacement  of  the  Ovary.— Symptoms,  Treatment. 

Neuroses  of  the  Ovary—  Mental  Disturbances— Neuralgia— Nymphomania— 

Hysteria  and  Hystero-Epilepsy. 
Battey's  Operation.— Historical  and  Statistical  Criticism. 

ACUTE  OVARITIS  AND  ABSCESS  OF  THE  OVARY. 

This  is  a  condition  rarely  met  with  in  jDractice.  Sudden  sup- 
pression of  the  menses,  from  chilled  or  wetted  feet,  has  appeared 
to  lead  to  it,  but  such  an  occurrence  is  extremely  rare.  In  con- 
nection with  the  puerperal  state  it  is  more  common  ;  we  then 
generally  find  it  associated  with  a  pyaemic  condition,  with  inflam- 
mation of  the  uterus,  and  marked  changes  in  the  large  uterine 
veins.  Pelvic  abscess,  which  may  follow  on  parturition,  or  on  any 
operative  procedure  on  the  generative  organs,  generally  begins 
in  the  neighbourhood  of  the  ovary,  and  may  involve  this  organ. 
Acute  inflammation  and  abscess  of  a  previously  healthy  ovary  is 
a  condition  hardly  known.  But  when  the  ovary  is  affected  with 
cystic  disease  the  cysts  may  inflame  and  suppurate. 

CHRONIC  OVARITIS. 

The  process  of  ovulation  involves  rupture  of  the  surface  of  the 
Graafian  follicle,  passage  of  its  contents  into  the  Fallopian  tube, 
and  subsequent  closure  of  the  opening  (see  p.  18).  This  jihysio- 
logical  process  is  liable  to  be  disturbed.  Thus  the  rupture  may  be 
impeded  by  previous  inflammatory  thickening  of  the  surface  of 
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the  ovary.  This  thickening  may  be  produced  by  previous  pelvic 
inflammatory  action,  which  latter  may  be  set  up  in  many  ways. 
Telvi-peritonitis  (Bernutz  and  Groupil)  is  a  condition  which  may 
be  produced  by  escape  of  blood  from  the  ovary  or  secretions  from 
the  Fallopian  tubes  into  the  peritoneal  cavity  near  the  ovary,  the 
ovipont  being  disturbed,  and  probably  in  other  ways  also.  False 
membranes  thus  originating  may  obstruct  ovulalion  or  may  disturb 
the  normal  ovipont. 

When  ovulation  is  obsl  ructed,  as  a  result  of  this  other  changes 
are  likely  to  occur  in  the  ovary  itself — swelling,  tm-gescence,  thick-  ' 
ening,  degeneration,  and  other  changes  in  the  stroma  of  the  ovary 
itself ;  and  in  process  of  time  the  result  may  be  that  the  ovary 
is  contracted,  diseased  in  various  ways,  and  the  healthy  development, 
maturation,  and  dehiscence  of  Graafian  follicles  materially  inter- 
fered with.  Doubtless  also  in  some  cases  morbid  actions  originating 
in  the  stroma  of  the  ovary  give  rise  to  alterations  in  the  tissues  of 
the  organ.  The  Graafian  follicles  may  become  diseased  before 
they  reach  the  surface,  or  disease  may  attack  them  during  their 
retrogressive  changes.  There  is  evidence  that  in  some  cases  the 
ovarian  stroma  becomes  broken  up,  atrophied,  the  ovary  as  a 
whole  losing  its  proper  shape  and  definite  outline,  and  becoming 
fused  as  it  were  into  the  adjacent  tissues  by  exudation  formed  over 
the  ovary,  the  result  of  intra-ovarian  or  extra-ovarian  morbid 
action. 

Chronic  ovaritis  is  a  term  which  is  employed  to  designate  the 
various  morbid  processes  enumerated  in  the  foregoing  paragraphs. 
Negrier  *  described  the  morbid  changes  in  the  follicles  as  '  vesi- 
culitis.' 

Thus,  obstructed  ovulation  may  set  up  disease  either  in  the 
Graafian  follicles  or  in  the  intermediate  ovarian  stroma.  The  term 
'  chronic  ovaritis,'  as  now  employed,  covers  most  of  the  morbid 
processes  liable  to  occur  in  the  ovary.  It  seems  probable  that  the 
more  common  cystic  diseases  of  the  ovary  have  their  origin  in  that 
form  of  ovaritis  which  is  associated  with  obstructed  ovulation. 
F'acts  which  have  come  under  my  own  notice  lead  me  to  suspect 
that  chills  during  the  process  of  menstruation  are  not  unfrequently 
the  cause  of  serious  subsequent  disease,  the  primary  effect  being 
folliculitis  in  that  one  particular  Graafian  follicle  which  is  most 
enhirged  and  developed,  and  which  is  at  or  near  the  period  of 
dehiscence  at  the  time  the  chill  is  experienced. 

'  Recucil  des  Fuitx  j^atr  servir  a  Vhiistoire  des  Ovaires  et  des  A  f  cations  Iliistc- 
riqucs  do  la  Fiimwe,  Angers,  1858. 
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Congestion  of  the  ovary  is  a  condition  which  precedes  chronic 
ovaritis.  The  congestion  may  affect  the  whole  organ,  increasing 
its  size  and  weight.  Clinically  it  is  a  condition  not  frequently 
met  with  unless  in  cases  where  the  ovary  has  become  displaced. 
Cases  are  recorded,  however,  in  which  congestion,  softening, 
and  a  semi-puli^y  condition  of  the  ovary  have  been  met  with  after 
death. 

A  very  important  element  in  cases  of  chronic  ovaritis  is  the 
condition  of  the  nutritional  functions.  Thus,  if  the  patient  be 
'  tuberculous,  the  character  of  the  ovaritis  will  probably  be  much 
affected  thereby.  Feebleness  and  weakness  from  any  cause  also 
will  be  likely  to  intensify  it,  and  even  to  initiate  it.  A  low  form 
of  chronic  inflammatory  action  is  liable  to  be  set  up  under  such 
circumstances,  and  normal  ovulation  does  not  occur  either  because 
the  false  membranes  or  adhesions  prevent  the  access  of  the  firabrige 
of  the  Fallopian  tubes  to  the  ovary,  or  because  the  fimbriae  are 
diseased  or  fixed,  or  because  the  ovary  itself  has  either  super- 
ficially or  deeply  undergone  chronic  inflammatory  changes. 

Other  facts  in  connection  with  the  history  of  chronic  ovaritis 
have  now  to  be  stated.  When  the  malady  has  existed  for  some 
time,  the  pain  and  distress  thereby  directly  or  indirectly  produced 
is  so  great  that  the  patient  falls  into  a  state  of  health  of  a  very 
deplorable  character.  The  misery  involved  in  the  continuance  of 
the  ovarian  function  under  such  circumstances  led  Dr.  Battey  of 
Georgia,  U.S.  of  America,  to  adopt  the  plan  of  extirpating  the 
ovaries  in  such  cases.  Cases  of  this  advanced  character  are  not 
very  common.  And  it  is  very  important  to  distinguish  between 
severe  cases  of  chronic  ovaritis  and  chronic  severe  dysmenorrhoea 
due  to  some  morbid  condition  of  the  uterus.  The  distinction  is 
by  no  means  easy  in  all  cases. 

Etiology. — Sexual  excesses  not  unfrequeutly  occasion  chronic 
ovaritis.  Sterility  occurs  as  a  further  result  of  such  excesses,  the 
effect  of  which  is  probably  to  produce  serious  disturbances  in  the 
healthy  maturation  of  Graafian  follicles,  to  lead  to  their  premature 
bursting,  and  to  give  rise  to  occasional  failures  of  the  ovipont — i.e. 
to  escape  of  the  contents  of  the  follicles  into  the  peritoneal  cavity, 
and  consequent  irritation  at  that  spot.  Chills  during  menstruation, 
whether  producing  actual  suppression  of  the  catamenia  or- falling 
short  of  this,  are  undoubted  causes  of  ovaritis.  Exalted  func- 
tional activity  of  the  ovaries,  which  may  be  induced  by  defective 
moral  training  or  early  addiction  to  bad  habits,  may  lead  to  serious 
chronic  ovaritis. 
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Chronic  congestion  of  the  uterus  is  frequently  accompanied  by 
chronic  ovaritis. 

GonoiThoeal  disease  is  undoubtedly  a  cause  in  some  cases  of 
ovarian  disease.  Ovaritis  of  gonorrhceal  origin  is  liable  to  produce 
chronic  inflammatory  action  in  the  ovary  itself,  but  more  par- 
ticularly in  the  peritoneum  near  the  ovary.  Chronic  pelvi- 
peritonitis with  chronic  ovaritis  of  a  very  serious  and  troublesome 
character  may  thus  originate. 

Symptoms  and  signs. — A  common  symptom  is  pain  in  the 
ovarian  region. 

The  presence  of  pain  in  the  ovarian  region  does  not,  however, 
prove  that  the  ovaries  are  diseased,  nor  does  it  prove  that  they  are 
even  the  seat  of  inflammation  or  irritation.  Pain  in  these  regions 
is  more  often  due  to  disease  of  the  uterus  than  to  disease  of  the 
ovaries.  Pain  during  menstruation  also  is  much  more  commonly 
due  to  disorder  of  the  uterus.  In  the  chapters  on '  Uterine  Flexions  ' 
and  on  '  Dysmenorrhoea '  this  question  has  been  fully  discussed. 

There  is  no  doubt  that  cases  present  themselves,  though  pro- 
bably comparatively  few  in  number,  in  which  the  pain  present  is 
really  connected  with  the  ovaries  and  ai'ises  very  possibly  from 
what  may  be  termed  dijfficult  ovulation. 

To  this  class  of  cases  possibly  belong  those  which  Dr.  Priestley 
has  described,  in  which,  intermediate  between  the  regular  menstrual 
periods,  there  is  felt  every  month  a  peculiar  pain  like  that  ex- 
perienced at  the  monthly  times,  but  without  discharge.  These  are 
probably  cases  of  difficult  ovipont. 

Tenderness  of  the  ovary  to  the  touch. — A  vaginal  or  rectal 
examination  is  the  best  means  for  detecting  actual  ovarian  tender- 
ness. When  the  ovary  is  actually  sensitive  to  the  touch  and  per- 
sistently so,  when  it  is  manifestly  swollen,  the  evidences  are 
decided  as  to  the  presence  of  ovaritis.  But  tenderness  and  swell- 
ing are  not  always  present.  In  some  cases  we  find  the  ovary 
markedly  hard,  irregular  to  the  touch  and  smaller  than  usual,  or  it 
may  be  indistinguishable  on  careful  double  examination,  owing  to 
the  chronic  inflammatory  action  having  fused  it  to  the  adjacent 
tissues. 

Tenderness  in  the  lateral  hypogastric  or  supra-inguinal  region 
is,  according  to  my  experience,  not  by  any  means  a  sign  of  the 
presence  of  ovaritis.  Pressure  in  this  spot  may  give  pain,  but  it 
may  be  foimd  that  on  an  internal  examination  the  ovary  is  not 
tender  at  all  to  the  touch.  Supra-inguinal  tenderness  and  swell- 
ing are  really  most  commonly  due  to  anteflexion  of  the  uterus. 
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This  is  a  fact  which  I  have  verified  by  repeated  observation,  and 
it  is  a  most  important  one,  for  it  has  been  held  heretofore  to  indi- 
cate the  presence  of  ovaritis.  When  ovaritis  or  ovarian  congestion 
are  really  present,  there  is  no  doubt  supra-inguinal  tenderness 
liable  to  be  observed  :  this  is  not  disputed.  Further,  when  pelvi- 
peritonitis is  present,  tenderness  in  the  supra-inguinal  region  is 
liable  to  be  noticed.  The  same  remark  applies  to  swelling  in  the 
supra-inguinal  region.  A  tympanitic  slight  swelling  is  very  liable 
to  be  observed  in  this  region,  particularly  in  cases  of  anteflexion, 
also  in  cases  of  pelvi-peritonitis.  This  swelling  is  not  necessarily 
indicative  of  ovaritis.  I  have  supposed  it  to  be  due  to  irritation  of 
the  peritoneum,  produced  by  traction  or  stretching  of  the  round 
ligament,  consequent  on  the  altered  position  of  the  uterus. 

In  cases  of  acute  inflammation  of  the  ovary,  entire  rest  is 
essential.  Leeches  should  be  used  in  cases  where  the  attack 
depends  on  a  sudden  chill,  followed  by  warm  and  moist  applica- 
tions. In  cases  where  gonorrhoeal  infection  is  believed  to  be  the 
source  of  the  mischief,  leeches  might  still  be  useful  at  first,  specific 
remedies  being  given  later.  When  a  puerperal  cause  is  present, 
depletion  is  not  indicated ;  the  case  is  one  of,  or  tending  towards, 
septicaemia,  and  the  indication  is  to  support  the  strength  of  the 
patient  rather  than  to  remove  blood.  Eest,  warmth  by  means  of 
hot  turpentine  stupes,  and  a  stimulating  and  nourishing  diet, 
vrould  be  advantageously  had  recourse  to. 

Cases  of  chronic  ovaritis  must  be  treated  with  a  view  to  the 
special  requirements  of  the  patient.  In  some  cases  immoderate 
sexual  excitement  has  to  be  corrected,  and  a  moral  treatment 
enforced.  The  tendency  to  congestion  of  the  ovaries  may  be 
diminished  also  under  these  circumstances  by  employment  of  cold 
affusions  over  the  hips  and  lower  part  of  the  abdomen,  by  remedies 
and  a  regimen  calculated  to  call  the  other  functions  of  the  body 
into  active  exercise.  If  there  be  no  tendency  to  uterine  displace- 
ment or  flexion,  the  gymnasium,  or  equestrian  exercise,  or  some 
active  mental  employment,  necessitating  also  a  tolerable  amount  of 
walking,  may  be  recommended.  Exercise  is,  under  these  circum- 
stances, almost  always  attended  with  some  degi'ee  of  pain,  and  it 
is  frequently  necessary  to  keep  the  patient  at  rest  for  a  time,  before 
commencing  exercise  to  any  great  extent. 

Functional  rest  is  more  or  less  required  in  all  cases.  At  the 
menstrual  periods  the  patient  should  be  ordered  to  remain  on  the 
couch  or  in  bed,  the  ajoartment  kept  cool,  and  stimulating  nourish- 
ment avoided. 
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Counter-irritation  and  sedatives  constitute  on  the  whole  the 
best  treatment  for  the  ordinary  run  of  cases.  The  tartar  emetic 
ointment,  or  a  liniment  containing  croton  oil,  may  be  rubbed  in 
night  and  morning  over  the  ovarian  regions,  and  opiates  sufficiently 
strong  to  relieve  pain  ordered.  One  pill  containing  half  a  grain  of 
opium,  a  third  of  a  grain  of  extract  of  Indian  hemp,  and  one  grain 
of  camphor,  may  be  given  night  and  morning.  Care  should  be 
taken  that  the  bowels  are  relieved  each  day. 

'  Battey's  operation '  is  a  resource  available  in  cases  of  advanced 
or  incurable  chronic  ovaritis.  It  has  been  performed  for  other 
reasons,  but  with  those  we  are  not  concerned  in  this  place.  It 
would  appear  that  it  is  indicated  more  particularly  in  cases  where 
there  is  chronic  ovaritis  due  to  obstructed  ovulation,  from  what- 
ever cause,  where  other  treatment  has  proved  ineffectual.  It  will 
probably  be  employed  in  some  rare  cases  where  the  continuance  of 
the  function  of  the  ovaries  is  unbearable  in  consequence  of  the 
presence  of  incurable  uterine  disease.  At  present  the  ovaries 
appear  to  be  credited  with  more  than  is  their  due  in  the  origina- 
tion (directly,  at  least),  in  that  state  of  things  for  which  Battey's 
operation  has  been  put  in  practice,  but  these  cases  will  no  doubt 
be  more  carefully  discriminated  in  the  future. 

DISPLACEMENT  OF  THE  OVARY. 

The  ovary  is  sometimes  found  to  have  left  its  ordinary  position 
and  fallen  downwards,  generally  in  the  middle  line,  in  the  Douglas 
pouch.  It  there  constitutes  a  tumour  plainly  distinguishable  by 
vaginal  examination,  having  the  shape  and  size  of  the  ovary,  but 
not  seldom  much  increased  in  size.  It  is  usually  very  painful  and 
sensitive  to  the  touch.  The  causes  of  this  prolapsus  or  descent  of 
the  ovary  are  various,  but  the  most  common  cause  appears  to  be 
retroflexion  of  the  uterus.  The  fundus  uteri  may  drag  on  the 
ovary,  or  the  violent  straining  in  defgecation  which  retroflexion  of 
the  uterus  sometimes  occasions  may  be  the  event  determining  the 
displacement.  Having  become  prolapsed,  the  ovary  may  either 
remain  in  a  mobile  condition,  or  it  may  become  adherent  and  fixed 
in  its  altered  position  by  inflammatory  exudation. 

The  symptoms  produced  by  prolapsus  of  the  ovary  are,  as  a 
rule,  very  marked,  and  sometimes  very  severe.    They  consist  in 
pain  attendant  on  defaecation  often  amounting  to  torture,  paiu  on 
walking,  and  general  discomforts  of  various  kinds.   The  symptoms 
in  fact,  resemble  very  much  those  due  to  severe  retroflexion  of  the 
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ems.  And  when  the  two  conditions — ovarian  prolapse  and  re- 
troflexion— are  associated,  the  symptoms  may  be  doubly  intense. 
Various  nervous  reflex  symj)toms— e.^.  severe  hysterical  phenomena 
— may  be  observed. 

The  treatment  of  prolapse  of  the  ovary  is  sometimes  a  simple 
matter^  Thus,  if  it  be  due  to  retroflexion  of  the  uterus,  and  the 
ovary  be  free  to  move,  a  Hodge  pessary  may  be  found  to  be  the 
cure  for  both  displacements.  But  if  the  ovary  be  adherent,  and, 
as  it  often  is  under  such  circumstances,  inflamed,  efficacious  treat- 
ment is  very  difficult.  The  primary  object  should  be  to  replace 
the  prolapsed  organ,  and  remove  it  from  this  very  inconvenient 
position,  which  may  be  best  done  by  some  modification  of  the 
Hodge-shaped  pessary  carefully  padded  in  the  part  liable  to  touch 
the  ovary,  or  by  a  simple  india-rubber  ring  pessary.  Complete  rest 
would  be  required  while  the  inflamed  and  displaced  ovary  is  thus 
being  gradually  pushed  upwards  out  of  the  Douglas  pouch,  and 
the  use  of  the  pessary  would  be  necessary  for  a  considerable  time 
to  prevent  liability  to  return  of  the  displacement. 

In  certain  severe  cases  Battey's  operation  has  been  performed, 
and  the  ovaries  extiq^ated,  for  the  cure  of  this  displacement.  Up 
to  the  year  1881  five  such  cases  had  been  recorded.^ 

NEUROSES  OF  THE  OVARY. 

Cases  not  very  uncommonly  present  themselves  in  practice  in 
which  a  neurosis  is  present,  traceable  to  some  excitation  or  irritation 
present  in  the  generative  organs.  The  ovary  and  the  uterus  are 
the  two  principal  organs,  and  the  question  arises  whether  the  affec- 
tion has  its  origin  in  the  one  or  the  other  of  these  two  principal 
locations. 

The  question  has  already  been  discussed  at  some  length 
(see  p.  527),  and  the  share  which  the  uterus  has  in  the  origination 
of  these  maladies  has  been  defined.  It  remains  to  be  stated  what 
share  the  ovaries  have  in  the  origination  of  neuroses. 

When  the  ovarian  functions  come  to  an  end,  or  are  in  abeyance, 
uterine  neuroses  disappear  or  become  much  lessened  in  their  in- 
tensity. But  ovarian  neuroses  and  uterine  neuroses  are  neverthe- 
less distinct  the  one  from  the  other. 

The  ovaries  appear  to  be  the  predominant  organs  in  the  female 
economy.  One  thing,  at  all  events,  is  certain,  that  fecundation  is 
inseparably  connected  with  their  existence  and  healthy  activity. 
'  See  Battey's  Report,  Int.  Mecl.  Congress,  1881. 
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It  does  not  appear,  however,  that  menstruation  is  always  arrested 
when  the  ovaries  are  removed,  and  evidence  seems  to  show  that 
the  exercise  of  sexual  relations  is  not  materially  altered  when 
double  ovariotomy  has  been  performed. 

As  regards  purely  mental  disturbances  the  evidence  as  to  the 
influence  of  the  ovaries  is  directly  contradictory.  For  mania  is 
stated  to  have  been  cured  in  some  cases  after  the  performance  of 
ovariotomy,  and  to  have  been  unrelieved  in  other  cases  when  the 
operation  was  performed. 

Chronic  neuralgia  of  the  ovaries  is,  perhaps,  the  most  definite 
of  the  neurotic  affections  traceable  directly  to  the  ovary,  but  cases 
of  this  kind  are,  in  my  opinion,  much  more  rare  than  is  generally 
supposed ;  in  many  supposed  cases  of  this  kind  the  pain  located 
near  the  ovary  is  due  to  some  morbid  condition  of  the  uterus 
(see  p.  689).  Still,  some  cases  probably  remain  which  may  truly 
be  called  neuralgia  of  the  ovary  (coupled  with  chronic  ovaritis,  etc.). 

Nymphomania  has  been  supposed  to  have  its  origin  in  some 
morbid  condition  of  the  ovaries.  Possibly  it  is  the  case  in  some 
instances.  In  cases  which  have  come  under  my  notice,  where 
undue  sexual  excitability  was  present,  the  condition  with  which 
I  have  found  it  associated  in  some  marked  instances  has  been 
acute  anteflexion  of  the  uterus ;  and  that  it  depended  on  the 
uterine  condition  was  proved  by  the  cure  of  the  one  following 
the  cure  of  the  other. 

Hysteria,  hysterical  attacks,  hystero-epilejpsy. — The  ovarian 
source  of  these  affections  is  a  doctrine  which  has  of  late  years 
been  credited  to  a  large  extent,  chiefly  owing  to  the  writings  of 
Negrier,  Charcot,  and  others.  It  rests  on  a  very  frail  foundation. 
The  clinical  evidence  which  I  have  been  able  to  collect  is  directly 
in  favour  of  the  uterine  origin  of  these  affections  (see  p.  544).  In 
so  far  as  the  ovary  controls  the  uterus  these  affections  may  be 
said  to  be  under  the  influence  of  the  ovaries.  It  is  conceivable 
that  the  ovaries  may  have  a  direct  originating  influence  in  some 
cases,  but  the  clinical  evidence  in  the  cases  observed  by  myself 
was  not  suggestive  of  this  mode  of  origin.  It  may  be  said  that 
eases  have  been  observed  in  which  removal  of  the  ovaries  has  put 
an  end  to  hystero-epilepsy,  but  this  does  not  in  any  way  prove 
that  disease  of  the  ovaries  was  in  those  cases  the  exciting  cause  of 
the  affection. 
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BATTEY'S  OPERATION  (OOPHORECTOMY). 

The  operation  now  by  universal  consent  designated  as 
*  Battey's  operation '  was  first  suggested  by  Dr.  James  Blundell. 
It  was  first  actually  performed  by  Hegar,  July  1872.  Dr.  Battey 
of  Eome,  Greorgia,  U.S.  of  America,  performed  it  a  few  days  later, 
in  August  1872,  and  without  knowing  of  its  previous  performance 
by  Hegar.  Dr.  Battey  immediately  published  an  account  of  his 
first  case,  and  of  the  principles  which  induced  him  to  perform  the 
operation,  and  very  shortly  after  proceeded  to  perform  other 
similar  operations ;  and  although  not  actually  the  first  operator,  he 
was  the  first  to  enunciate  and  popularise  the  principle  of  the 
operation.  In  actual  priority,  however,  of  performance,  Percival 
Pott  was  the  first  to  perform  double  ovariotomy  of  normal  ovaries. 
This  was  in  a  young  woman  of  24,  in  whom  the  ovaries  formed 
tumours  in  the  groins,  and  interfered  with  her  getting  her 
livelihood. 

Battey's  operation  is  defined  by  the  author  to  be  '  an  operation 
for  the  removal  of  the  normal  human  ovaries,  with  a  view  to  estab- 
lish at  once  "  the  change  of  life,"  for  the  effectual  remedy  of 
certain  otherwise  incurable  maladies.'  ^ 

His  first  operation  was  performed  on  August  17,  1872.  The 
patient,  single,  set.  30,  had  been  seven  years  under  treatment  for 
amenorrhoea,  accompanied  by  very  severe  menstrual  molimina  and 
suffering,  which  had  been  experienced  since  the  age  of  16.  She 
had  never  had  more  than  two  proper  catamenial  periods.  She 
sufi'ered  from  frequent  haemorrhage  from  the  stomach  and  rectum, 
attacks  of  hsematocele,  abscesses,  extreme  debility,  and  a  generally 
miserable  state  of  existence.  The  uterus  had  been  dilated  and  ' 
treated  with  some  slight  benefit,  but  no  real  improvement.  The 
patient  gladly  accepted  the  proposal  to  remove  the  ovaries.  This 
operation  was  successfully  performed  after  abdominal  section. 
The  pedicles  were  ligatured  and  dropped.  The  cure  was  complete, 
and  a  principle  thus  established,  quite  novel  in  medical  treat- 
ment, and  which  is  no  doubt  destined  to  prove  a  most  valuable 
addition  to  the  resources  of  the  medical  art. 

In  the  first  operation  of  Battey's  the  ovaries  were  extracted  by 
median  abdominal  section.    Battey's  next  operations  were  per- 
formed differently,  the  vaginal  operation  being  adopted.  The 
'  direct  lateral '  method  of  abdominal  operation  was  adopted  in 
'  'Normal  Ovariotomy.'    Atlantic  Med.  and  Surg.  Journ.  Sept.  1872. 
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some  cases  bj  Hegar.  Of  late,  however,  the  vaginal  method  has 
fallen  into  disrepute,  and  the  abdominal  method  is  now  generally 
considered  preferable.  Again,  in  several  cases  the  plan  of  re- 
moving but  one  ovary  was  adopted,  even  in  some  of  Battey's  own 
cases,  thus,  as  Dr.  Marion  Sims  truly  remarks,  '  departing  from 
the  rule  laid  down  for  his  guidance  at  the  start.'  The  result  of 
these  incomplete  operations  has  not  been  favourable. 

Among  operators  who  have  contributed,  up  to  1881,  to  the 
experience  of  the  new  procedure  must  be  mentioned,  Hegar  (42 
operations),  Battey  (16),  Marion  Sims,  Savage  (25  cases),  Lawson 
Tait  (30  cases),  Engelmann,  Schroeder,  Pallen,  Noeggerath,  Alex. 
A.  Simpson,  Goodell,  Heywood  Smith,  and  others.  Since  1872  the 
operation  has  been  performed  many  times.  At  the  recent  Inter- 
national Medical  Congress  held  in  London,  Dr.  Battey,  who 
was  i^resent,  brought  forward  statistics  of  the  operation  up  to 
the  date  of  the  Congress  (1881),  including  operations  by  himself 
and  others,  as  follows  : — 

Complete  operations  (both  ovaries  removed)     .       .  .193 
Incomplete  cases  (one  ovary  removed,  or  both  imperfectly 

removed)  25 

218' 

Of  the  total  cases,  18  per  cent,  died  .       .       .       .  .40 
„  82  per  cent,  recovered         .      ".       .  178 

Of  the  ultimate  results  reported — 

Complete  operations,  cured  .       .       .       .    88  or  72  per  cent. 

„  benefited  .       .       .    22  „  19  „ 

„  not  benefited 

Incomplete  operations,  cured 

„  benefited 

„  not  benefited 

„  not  stated 


n  „  9 

6  „  26 

10  „  44 

5  „  22 

2  ,.  8 


In  the  tabulated  list  given  by  Dr.  Battey  there  is  a  column 
stating  the  'indications  for  the  operation.'  I  have  summarised 
the  cases  as  accurately  as  circumstances  admit : — 


Myoma,  or  uterine  tumour 

38  cases 

Ovaralgia,  or  ovarian  dysmenorrhoea 

:  39. 

Dysmenorrhoea,  or  pernicious  menstruation 

.    30  > 

.  lej 

85  „ 

Chronic  ovaiitis  ..... 

Hystero- epilepsy,  or  reflex  neuroses  . 

32  „ 

Prolapsed  or  dislocated  ovary  . 

5  „ 

In  several  cases  the  '  indications '  are  omitted  ;  the  others 
tabulated,  are   miscellaneous   in  character  —  Mania,  incurable 
uterine  disease,  chronic  pelvic  inflammation,  menorrhagia,  etc. 
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The  above  includes  over  three-fourths  of  the  whole  cases,  and 
represents  the  indications  for  the  operation  in  the  majority  of  th<' 
cases  hitherto  actually  dealt  with. 

A  careful  examination  of  the  actual  records  of  cases  of  Battey's 
operation  shows  that  a  short  tabulated  account,  such  as  that  of 
which  a  summary  is  given  above,  conveys  an  extremely  imperfect 
idea  of  the  real  nature  of  the  cases ;  and  it  would  seem  that  it  is 
often  an  accident  as  to  which  of  the  symptoms  present  is  selected 
to  represent  the  case  in  the  tables.  Take,  for  instance.  Dr.  Marion 
Sims's  '  incomplete  '  cases — we  find  six  cases  recorded  as  cases  of 
*  ovaralgia,'  one  of  these  coupled  with  '  enteralgia,'  another  with 
'  dysmenorrhoBa.'  Now,  the  full  records  of  these  cases  published 
by  Dr.  Marion  Sims  state  that  in  the  first  there  was  retroflexion 
of  the  uterus,  in  the  second  retroversion,  in  the  third  stenosis  of 
the  cervix  uteri,  in  the  fourth  anteflexion,  in  the  fifth  retroflexion, 
in  the  sixth  retroflexion.  Yet  in  the  tabulated  list  the  indications 
are  stated  as  being  '  ovaralgia.'  Plainly,  therefore,  these  par- 
ticular cases  are  open  to  the  criticism  that  the  uterine  distortion 
was  not  improbably  the  cause  of  the  suffering  from  which  relief 
was  sought  by  Battey's  operation. 

The  same  objection  applies  with  more  or  less  completeness  to 
other  cases  in  which  ovaralgia,  dysmenorrhoea,  chronic  ovaritis,  etc., 
formed  the  stated  indications  for  the  operation.  These  terms  are 
not  sufficiently  definite  to  meet  the  present  scientific  requirements, 
nor  sufficient  to  guide  future  action  in  regard  to  this  operation. 
It  is  certain  that  in  some,  at  least,  of  the  cases  which  have  been 
submitted  to  the  operation  the  patient  was  suffering  from  disease 
of  the  uterus,  which  might  have  been  successfully  treated  and 
without  undergoing  the  mutilation  implied  in  its  performance. 
From  what  I  have  seen  in  practice,  and  from  what  I  know  of  the 
natural  history  of  the  disease  of  the  uterus,  it  is  perfectly 
certain  to  my  mind  that  many  cases  of  severe  anteflexion  of  the 
uterus  or  marked  retroflexion  of  this  organ  are  included  in  the 
published  list  above  alluded  to,  but  they  figure  there  under  other 
heads  and  under  different  designations.  It  is  a  very  curious  fact 
that  out  of  the  218  cases  there  are  only  four  in  which  retroversion 
or  retroflexion  of  the  uterus  is  mentioned  at  all  in  the  tabulated 
list,  and  there  is  no  mention  of  anteflexion  whatever. 

The  difficulties  and  dangers  of  Battey's  operation  may  here  be 
mentioned. 

The  operation  is  simple,  as  Engelmann  points  out,  when  the 
pelvic  viscera  are  normal,  the  broad  ligaments  lax,  the  ovaries  fi'ee 
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from  adhesion  and  not  degenerated.  But  these  conditions  are 
not  usually  present  in  the  cases  requiring  the  operation.  When 
the  ovaries  are  degenerated  or  adherent,  owing  to  the  deep 
position  they  occupy,  it  is  not  easy  to  isolate  them  from  adjacent 
tissues  and  to  securely  fix  the  necessary  ligatures.  And  when  the 
operation  is  done  in  cases  of  tumours  of  the  uterus,  such  tumours 
are  much  in  the  way  and  may  prevent  easy  access  to  the  ovary  on 
one  or  other  side. 

Battey's  operation,  as  defined  by  himself  (and  there  seems  no 
reason  to  amend  that  definition),  is  *  for  the  effectual  remedy  of 
certain  otherwise  incurable  maladies.'  The  diseases  to  be  dealt 
with  by  it  are  therefore  such  as  have  been  subjected  fruitlessly  to 
other  methods  of  treatment. 

The  objections  to  the  operation  are  strong  ones,  and  they  are 
such  that  it  is  hardly  likely  the  operation  will  in  time  to  come  be 
much  abused,  for  by  it  the  patient  is,  of  course,  effectually  pre- 
vented becoming  a  mother,  though  it  does  not  appear  that,  as  was 
at  first  objected,  the  operation  unfits  the  subject  of  it  for  marital 
duties. 

The  largest  number  of  cases  hitherto  operated  on  have  been 
cases  in  which  menstruation  was  painful,  or  difiicult,  or  both,  and 
attended  with  other  grave  and  troublesome  symptoms,  and  in 
many  cases  in  which  it  was  conjectured  that  the  ovaries  were 
actually  the  seat  of  disease. 

In  reference  to  this  class  of  cases,  future  decisions  in  regard  to 
the  performance  of  the  operation  will  depend  on  the  curability  or 
not  of  the  menstrual  derangement  or  difficulty.  It  has  been 
already  pointed  out  that  in  all  probd,bility  the  organ  most  at  fault 
in  some  of  the  cases  reported  was  the  uterus  rather  than  the 
ovaries,  and  it  is  to  be  expected  that  in  a  large  proportion  of  these 
'  uterine '  cases  the  operation  will  not  prove  to  be  necessary  when 
more  attention  and  time  can  be  given  to  the  cure  of  the  uterine 
disorder.  It  is  true  that  in  some  of  these  very  cases  the  malady, 
by  its  long  standing  and  chronicity,  is  virtually  incurable.  Such 
will  be  proper  cases  for  Battey's  operation. 

There  are  two  methods  of  performing  Battey's  operation — from 
the  vagina  or  by  the  ordinary  operation,  such  as  for  ovariotomy, 
through  the  abdominal  wall.  There  appears  every  reason  for  the 
belief  that  the  vaginal  method,  though  it  has  been  successfully 
performed,  will  not  be  extensively  employed  in  the  future  (see 
Operation  of  Ovariotomy  in  a  later  chapter). 
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CHAPTER  XLVri. 
DISEASES  OF  THE  OYAEiES — [continued). 

Cystic  and  other  Tumours  of  the  Ovaries  and  Broad  Ligaments- 
Pathology. 

Cystic  Affections  of  the  Ovary  and  Broad  Ligaments.— Hydatid  Cj'-sts 
—  Cysts  of  the  Broad  Ligaments  (Wolffian  Cysts) — Ovarian  Cysts  Proper — 
General  Characters — Origin — Varieties  of  Arrangement :  Simple,  Secondarj', 
Tertiary,  Multiple,  Qoaoposite— Cj^sto-sarcoma,  Alveolar,  Adenoid,  or  Glandular 
Tumour — Cysto-carcinoma,  Dermoid — Shape  and  Consistence  of  Cysts — Their 
Lining  and  Contents — Dermoid  Cysts  :  Nature  and  Structure — Compound  and 
Composite  Ovarian  Tumours  :  Structure  and  Contents — Solid  Tumours  of  the 
Ovary  enumerated — Natural  History  of  Ovarian  Tumours  and  Ovarian  Dropsy 
as  Data  for  Prognosis  and  Treatment — Mode  in  which  Life  is  destroyed  — 
Complications  with  Pregnancy. 

The  cystic  affections  of  the  ovaries  and  broad  ligaments  are 
of  great  interest  and  importance.  They  are  frequently  most 
serious  in  their  results,  their  diagnosis  is  often  a  matter  of  great 
difficulty,  and  it  is  only  within  a  quite  recent  period  that  medical 
science  has  been  able  to  grapple  with  them  in  any  degree  satis- 
factorily. For  clinical  reasons  the  cyst  affections  of  the  ovaries 
and  of  the  broad  ligaments  will  be  considered  side  by  side,  but 
they  are  of  course  essentially  different  both  in  nature  and  origin. 

We  have  to  consider  seriatim — 

Hydatid  cysts. 

Cysts  of  the  broad  ligament,  sometimes  termed  Wolffian  cysts. 

Proper  ovarian  cysts,  of  which  there  are  several  varieties, 
including  the  cysts  met  with  in  what  is  termed  '  ovarian  dropsy,' 
'  dermoid  cysts,'  etc. 

Hydatid  cysts  are  sometimes  met  with  on  the  outer  surface 
of  the  ovary,  or  attached  to  the  peritoneum  in  the  neighbourhood. 
The  size  of  such  cysts  does  not  ever  probably  much  exceed  that  of 
a  large  orange.  They  have  the  ordinary  character  of  hydatid  cysts, 
such  as  are  found  in  other  localities.  They— probably  almost  con- 
stantly—originate in  the  liver,  escaping  from  an  hydatid  tumour 
of  the  liver  containing  them,  into  the  peritoneal  cavity. 
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Cysts  of  the  broad  ligament  {Wolffian  cy8ts).-The  formation 
of  large  cysts  on  the  sui'face  of  the  broad  ligament,  and  quite 
unconnected  with  the  ovary,  is  well  substantiated.  These  cysts  are 
usually  single  and  quite  simple.  They  originate  probably  m  the 
little  tubules  or  terminal  cyst-like  bodies  (see  /  6  i  in  fig.  1 88,  from 
Kobelt)  found  near  the  fimbrije  of  the  Fallopian  tubes  and  close 
to  the  ovary.  The  structures  in  which  they  originate  are  the 
remains  of  the  tubules  of  the  Wolffian  body.  The  cysts  of  the 
broad  ligaments  rarely  attain  a  size  exceeding  that  of  an  orange, 
their  com'se  is  ordinarily  very  slow,  and  the  inconvenience  they 
occasion  is  consequently  not  great.  Now  and  then,  however,  they 
attain  a  large  size.    Thus  Mr.  Spencer  Wells  ^  mentions  a  case  in 


Fig.  188.2 


which  the  cyst  was  twice  the  size  of  the  adult  head.  It  was 
removed  from  a  patient  agt.  20.  Dr.  Wynn  Williams  exhibited  at 
the  Obstetrical  Society  '  a  very  large  single  cyst,  partly  removed 
during  life  from  the  abdomen,  which  was  referred  to  me  for 
examination.  It  was  a  single  large  simple  cyst  24  inches  in  cir- 
cumference, and  the  conclusion  arrived  at  was,  that  it  had  originated 
in  the  broad  ligament.  The  walls  of  the  cyst  were  -^-^  of  an  inch 
thick,  it  had  undergone  inflammatory  changes  within,  and  con- 
sequent thickening,  and  had  become  adherent  superiorly  to  the 
diaphragm.  The  abdomen  had  been  enlarged  in  this  latter  case 
for  several  years.  I  have  myself  successfully  removed  by  the 
operation  for  ovariotomy  a  cyst  as  large  as  this  last,  and  it 


'  On  ZHxeaneg  of  the  Ovaries,  vol.  i.  p.  239. 

*  Fig.  188  (from  Kobelt)  represents  the  parovarium  witli  its  terminal  cysts. 
«  See  Obst.  Trans,  vol.  viii.  for  1 866. 
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appeared  to  be  of  similar  character.  The  patient  had  had  children, 
and  her  age  was  over  50.  The  duration  of  the  tumour  was  in 
this  case  over  four  years.  In  another  case  I  removed  along  with 
a  large  true  ovarian  tumour  two  such  cysts,  one  the  size  of  a  large 
walnut. 

The  age  at  which  they  occur  with  the  greatest  frequency  is 
between  20  and  40. 


OVARIAN  CYSTS  (pROPER). 

Ovarian  cysts  occur  of  all  sizes,  from  one  of  microscopic 
minuteness  to  one  of  sutficient  size  to  distend  the  abdomen  to 
the  utmost. 

Fig  189.' 


One  ovary  alone  may  be  diseased  ;  sometimes  both  are  affected. 

They  occur  sometimes  singly  ;  in  most  cases,  however,  when 
the  ovary  takes  on  cystic  disease,  more  than  one,  generally  many, 
cystic  growths  are  found  associated. 

They  contain  fluid,  or  a  semi-fluid  or  jelly-like  material,  or 
together  with  this  a  growth  more  or  less  firm  and  solid.  They 
may  undergo,  like  other  structures,  inflammatory  changes,  result- 
ing in  formation  of  pus,  false  membranes,  etc. 

In  many  cases  ovarian  cysts  are  evidently  nothing  more  than 
enlarged  and  hypertrophied  and  dropsical  Graafian  follicles,  such 
as  represented  in  fig.  189. 

Eokitansky  and  some  subsequent  observers  have  even  succeeded 

'  Fig.  189.  Seotion  of  an  ovary,  showing  enlarged  Graafian  follicles  with 
sero- sanguineous  contents.    (Half  the  actual  size.) 
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in  finding  ova  in  some  of  the  cysts  in  question,  thus  affording  a 
demonstrative  proof  of  their  nature.  The  follicle  does  not  for 
some  reason  or  other  burst,  or  if  bursting  occurs  its  lining  takes 
on  certain  morbid  changes  subsequently,  the  result  being  continued 
growth  of  the  cyst,  and  filling  of  its  cavity  with  fluid.  Simple 
ovarian  cysts  and  multiple  cysts  originate  in  this  way  according 
as  one  or  more  follicles  take  on  morbid  action.  We  can  imagine 
this  hypertrophy  affecting  the  Grraafian  follicles  at  any  period  of 
their  growth,  with  proportionate  differences  in  the  results.  The 
Grraafian  theory  of  the  origin  of  ovarian  cystic  disease  being 
admitted,  it  is  easy  to  see  how  all  sorts  and  varieties  may  present 
themselves  in  the  relations  of  cysts.    A  cyst  grows,  and  in  its 


Fig.  190. 


growth  carries  over  it,  or  within  it,  portions  of  the  ovarian  stroma, 
in  which  lie  the  elements  of  future  Grraafian  follicles.  These 
undergo  the  pathological  cystic  transformation,  and  hence  we  get 
cysts  developed  one  within  the  other  almost  ad  infinitum. 

The  variations  in  the  growth  of  the  cysts  occasion  also  great 
differences  in  the  aspect  and  relations  of  the  tumour  at  different 
periods.  Thus,  a  '  simple  '  cyst  may  preserve  its  integrity  for 
many  years,  the  remainder  of  the  ovary  not  partaking,  or  par- 
taking reluctantly,  so  to  speak,  in  the  cystic  transformation  ;  or  the 
primary  cysts  may  be  rapidly  encroached  upon,  and  filled  up  with 
secondary  growths  of  cysts.  And  what  may  happen  in  reference 
to  the  first  and  second  growths  may  take  place  also  between  the 
secondary  and  tertiary  cysts. 
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The  principal  varieties  of  arrangement  are  as  follows  : — 

A.  One  large  cyst  (simple). 

B.  One  large  cyst  in  the  interior  of  wiiicli  are  found  several 
smaller  ones  ('  secondary '),  and  within  these  again  others  still 
smaller  ('  tertiary  ') ;  these  are  also  termed  '  compound  '  cystic 
tumours,  'proliferous'  (see  figs.  190,  191,  from  drawings  by  Dr. 
A.  Farre). 

C.  Three  or  four  large  cysts  ('  multiple,'  Farre),  quite  or  nearly 
contemporary  in  growth,  and  which  may  contain  secondary  cysts. 


Fig.  191. 


D.  A  cystic  tumour  composed  of  one  or  more  large  cysts,  and 
together  with  these  a  solid  substance,  itself  containing  cysts— 
'  composite  ovarian  tumours,'  '  cysto-sarcoma,'  or  *  alveolar  adenoid 
tumour '  (Spencer  Wells) ;  '  glandular  '  (Wilson  Fox).  Fig.  1 92, 
from  Cruveilhier,  and  designated  by  him  and  former  pathologists 
'  colloid  cancer,'  represents  an  ovarian  tumour  of  this  kind. 

E.  Cancer  may  be  present  together  with  cystic  structures 

('  cysto-carcinoma '). 

F.  One  or  more  cysts  containing  hair,  fat,  etc.  ('  dermoid  ). 
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In  '  ovarian  dropsy  '  we  have  one  or  more  large  cysts  containing 
fluid. 

The  shape  of  ovarian  cysts  is  ordinarily  rounded  where  they 
ar3  single.  Where  also  the  tumour  contains  two  or  more  large 
cysts,  the  outline  of  the  whole  tumour  is  rounded.  When  so  large 
as  to  occupy  the  greater  part  of  the  abdomen,  the  shape  of  the 
cyst  or  cysts  is  determined  necessarily  by  that  of  the  abdominal 
walls. . 

The  consistence  and  thickness  of  the  walls  of  the  cysts  are 
various.  The  wall  is  sometimes  very  thin,  esjDecially  in  the  case  of 
single  cysts,  or  where  the  tumour  is  mainly  made  up  of  one  large 


cyst :  the  free  surface  of  most  cysts  is  thin.  But  the  cyst  walls 
have  often  very  considerable  thickness,  and  they  are  liable  to  be 
thickened  by  deposit  from  within,  this  deposit  being  the  result  of 
inflammation  or  coagulation  of  effused  blood,  or  deposition  of  fatty 
matter  in  the  shape  of  cholesterine,  or  from  presence  of  growths  to 
be  presently  described.  In  the  case  of  simple  cysts,  the  walls  are 
generally  divisible  into  three  layers.  The  outer  is  the  peritoneal 
covering,  which  is  thin  and  translucent.  The  middle  coat  is  of 
varying  thickness,  according  to  the  age  of  the  cyst  and  other 
circumstances;  it  is  generally  a  firm,  fibrous  layer,  giving  strength 

'  Fi{r.  1!)2,  from  Cruvcilhier  and  Farre,  is  a  good  representation  of  the  alveolar 
or  glandular  tunjour ;  formerly  termed  colloid  cancer. 
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and  consistence  to  the  cyst.  The  middle  coat  contains  the  blood- 
vessels of  the  cyst,  which  are  often  very  numerous,  and  may  be 
as  large  as  a  small  quill.  Fatal  haemorrhage  may  occur  in  the 
operation  of  paracentesis,  from  wounding  these  vessels.  The 
internal  coat  is  a  layer  of  cells,  generally  spheroidal,  sometimes 
columnar  (see  fig.  193)  ;  the  epithelium  maybe  a  single  layer,  but 
is  very  often  in  several  layers.     The  character  of  the  internal 

lining  varies  in  different  places,  and  according  as  other  changes  

inflammatory,  etc. — have  affected  it. 

The  contents  of  ovarian  cysts  are  open  to  great  variation. 
Some,  containing  hair,  fat,  teeth,  etc.,  form  a  class  by  themselves, 
presently  to  be  described  (dermoid  cysts).  The  contents  of  the 
more  ordinary  cysts  are  mostly  fluid,  but  very  frequently  they  have 
a  consistence  more  nearly  that  of  treacle,  and  we  may  have  all 
gradations  between  a  limpid  fluid  and  a  thick  mucus-like  mass. 


Fig.  193.1 


The  colour  varies  excessively.  In  the  majority  of  cases,  the  large 
cysts  contain  a  fluid  simply  serous  in  character,  light-yellowish 
and  transparent ;  where  there  are  many  cysts,  it  is  not  uncommon 
to  find  the  contents  of  no  two  cysts  precisely  alike.  Blood  is,  not 
very  uncommonly,  effused  into  the  cavity  of  ovarian  cysts,  and 
the  transformations  through  which  the  blood  passes  give  rise  to 
peculiar  appearances,  the  contents  then  assuming  various  dark 
shades  of  colour.  There  may  be  flakes  of  fibrinous  matter 
together  with  fluid,  or  the  contents  of  the  cyst  may  be  distinctly 
puriform.  In  some  cases  there  is  an  admixture  of  fattily  de- 
generated structures.  The  consistence  of  the  contents  is  jDcculiar. 
In  almost  all  cases  there  is  a  remarkable  viscidity,  and  the  con- 
tents of  ovarian  cysts  are  sometimes  so  extremely  tenacious  that 

'  Fig.  193  represents  epithelial  cells  from  tlie  interior  of  nn  orclinarj'  ovai'ian 
cyst :  A  from  a  very  small  cyst ;  *  the  same,  after  addition  of  acetic  acid ;  B  from 
the  surface  of  a  contained  cyst. 
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the  whole  mass  when  pulled  out  holds  almost  inseparably  together. 
The  chemical  constitution  of  the  fluids  of  ovarian  cysts  is  as 
follows : — 

Solid  matters    .       .       .58  per  1,000  (average  of  31  analyses) 
Pure  albumen  .       .       .43   „  1,000     „      „     26  „ 
Salts        .       .       .       .     7   „  1,000     „      „  15 
Fatty  matters  and  fibrin  in  small  quantities. 

The  foregoing  figures  embody  the  results  of  analyses  made  by 
Ikcquerel  of  the  contents  of  OTarian  cysts  taken  from  ten  indi- 
viduals. The  average  only  is  stated  above,  but  there  was  a  very 
wide  range  in  the  proportions  of  the  different  constituents  in 
different  cases.  Thus  the  figures  representing  the  Highest  and 
lowest  proportion  of  solid  matters  were  101  and  21  ;  the  highest 
and  lowest  for  albumen  90  and  17  ;  for  salts  10  and  1-^.  These 
results  are  calculated  from  a  table  which  will  be  found  in  Mr. 
Clay's  translation  of  Kiwisch,  and  which,  was  supplied  to  Mr.  Clay 
by  Becquerel. 

In  an  elaborate  paper  by  Dr.  Wilson  Fox  ^  will  be  found  an 
account  of  the  qualitative  analyses  of  the  contents  of  ovarian  cysts. 
'  The  results  tend  to  show,'  Dr.  Fox  believes,  '  that  in  these  fluids 
there  is  a  considerable  difference  between  the  contents  of  the 
different  cysts.  In  all,  the  reactions  obtained  are  more  akin  to 
those  modifications  of  albumen  discovered  by  Professor  Scherer, 
and  termed  by  him  metalbumin  and  paralbumin,  than  to  any  of 
the  hitherto  isolated  members  of  the  series.'  The  reaction  was 
always  alkaline,  there  was  no  precipitation  with  acetic  acid,  a 
point  distinguishing  these  fluids  from  mucus.  Waldeyer,  Koeberle, 
and  Thornton  consider  that  ovarian  fluid  is  usually  characterised 
and  distinguished  by  its  containing  paralbumin,  which  substance 
is  thrown  down  by  heating  the  fluid,  and  is  dissolved  by  strong 
boiling  acetic  acid.  Dr.  Drysdale  (Philadelphia)  considers  that 
ovarian  fluid  is  characterised  by  the  presence  of  what  he  terms 
'  the  ovarian  granular  cell.'  This  cell  is  an  albuminoid  body  con- 
taining little  fatty  particles  which  give  it  a  granular  appearance. 
This  ovarian  cell  is  changed  little  by  acetic  acid.  Dr.  Drysdale 
gives  these  statements  as  the  results  of  very  numerous  observa- 
tions.'^ 

It  appears  that  when  the  ovarian  tumours  are  simple  or 
innocent,  the  'ovarian'  cells  of  Drysdale  only  can  be  observed. 

'  Mcd.-Chir.  Tranx.  vol.  xlvii.  p.  272. 
*  Tram.  Amer.  Gyn.  Soo.  vol  i.  p.  195. 
Z  Z 
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But  when  the  tumours  are  of  a  malignant  character  other  cells 
are  liable  to  be  observed  in  the  fluid.  And  the  examination  of 
the  peritoneal  fluid  in  cases  of  ovarian  malignant  tumour  dis- 
closes presence  of  peculiar  cells,  which  would  indicate  that  the 
tumour  is  not  simple.  Mr.  Thornton  '  and  Dr.  Foulis  ^  sepa- 
rately made  this  observation.  These  '  malignant '  cells  are  large 
pear-shaped,  round,  or  oval  cells,  containing  a  granular  material, 
with  one  or  several  large  nuclei,  with  nucleoli  and  transparent 
globules.  Dr.  Foulis  considers  that  presence  of  masses  of  sprout- 
ing epithelium  indicates  presence  of  malignant  peritonitis,  espe- 
cially when  they  are  found  in  large  number  in  bloody  ascitic  fluid. 
It  appears  to  be  a  more  serious  matter  prognostically,  when  these 
j)eculiar  cefls  are  contained  in  peritoneal  fluid,  than  when  they  are 
taken  from  the  interior  of  a  cyst.  Dr.  Emmet,  comparing  state- 
ments of  various  observers,  comes  to  the  conclusion  that  malignant 
ovarian  tumours  are  more  common  in  this  country  than  in  America. 

An  important  fact  hereto  be  noted  is,  not  only  that  the  same 
cysts  have  not  at  all  times  like  contents,  but  that  the  same  cyst 
tapped  at  different  periods  may  give  issue  to  fluids  of  varying 
degrees  of  consistency. 

DERMOID  CYSTS  OF  THE  OVARY,  CONTAINING  FAT,  HAIR,  TEETH, 

BONES,  ETC. 

These  form  a  well-marked  and  distinct  class,  not  in  reference 
to  their  outward  form,  but  to  the  nature  of  their  contents.  They 
are  not  very  commonly  met  with.  The  term  '  dermoid '  has  been 
applied  to  them  from  the  nature  of  their  contents,  which  are 
epidermic  in  character.  They  vary  in  size  from  a  millet-seed  to 
that  of  several  inches  in  diameter.  Usually  there  is  found  in  the 
cysts  a  Hning  composed  of  a  substance  like  the  cutis  vera,  m 
which  may  be  traced  structures  identical  with  those  of  the  true 
skin,  viz.  papillse,  sebaceous  follicles,  and  hair  bulbs,  together  with 
sweat  glands.  Masses  of  fat  intermixed  with  hair,  the  latter  rolled 
up  in  balls,  and  teeth,  with  plates  of  bone— some  or  all  of  these 
form  the  contents  of  the  cyst.  But,  together  with  these  products, 
which  have  given  the  name  '  dermoid  '  to  this  variety  of  cysts, 
they  frequently  contain  fluid,  gelatinous  material,  and  glanduhir 
growths  such  as  are  met  with  in  other  kinds  of  ovarian  cysts. 
When  the  cyst  has  been  the  seat  of  inflammatory  changes,  pus 
may  also  be  found  within  it. 

'  BHt.  Med.  Jonrn.  Sept.  7,  1878.  *  M.  July  20,  1878. 
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They  are  found  at  all  ages,  in  the  child,  in  the  woman,  and 
after  the  period  of  sexual  vigour  is  i^assed.  Compared  with  other 
ovarian  cysts  they  are  rare  ;  they  seem  to  have  been  observed 
prior  to  puberty  more  frequently  in  proportion  than  other  ovarian 
cystic  tumours. 

The  precise  nature  of  these  curious  growths  has  been  a  matter 
of  controversy.  It  appears  certain  that  they  originate  in  the 
Graafian  follicles.  The  presence  of  hair,  teeth,  and  bones,  was 
naturally  suggestive  of  the  idea  that  the  cyst  was  a  product 
of  generation,  until  it  was  known  that  they  are  formed  quite 


Fig.  194.' 


independently  of  sexual  intercourse.  In  an  elaborate  paper  on 
the  subject  ^  Dr.  Julius  Pauly  says :  '  The  most  generally 
accepted  theory  attributes  their  development  to  a  process  of 
separation  by  strangulation  occurring  during  embryological  growth, 
such  as  Kemak  assumes  for  the  cholesteatoma  and  Thiersch  for 
the  dermoid  cysts  ' — like  formation  of  subcutaneous  dermoid  cysts 
by  simple  invagination  of  the  skin  and  strangulation  of  the  sacs 
of  epidermis  from  which  are  formed  the  future  hair  follicles,  with 

I  Fig.  194,  from  Cruvcilhicr,  exhibits  a  dermoid  cj'at  with  its  contents  con- 
sisting of  hair,  hair  follicles,  adipose  tissue,  etc. 

■■'  Tran.s.  in  Amcr.  Jmmi.  of  Ohst.  vol.  viii.  p.  404. 

z  z  2 
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the  difference  that  in  the  deeply-seated  ovarian  dermoids  the 
closure  of  the  abdomen  has  to  be  considered.' 

This  theory  involves  the  congenital  origin  of  dermoid  cysts  of 
the  ovary.  The  germs  of  the  tumour  exist  from  birth,  but  puberty 
or  marriage  produce  in  many  cases  at  least  the  development  of  the 
tumours.    The  ages  in  103  cases  were  as  follows : — 

1-5  5-10  10-15   15-20  20-25  25-30   30-35     35-40  40-45  45-50  50-55  55-60  60-65  65-70  "yg'' 

4     3      10      8      12      14     10       11      8      10      5      3       i      2  2 

From  Pi  few  recorded  cases  it  seems  likely  that  these  dermoid 
cysts  are  not  seldom  associated  with  a  more  or  less  undeveloped 
condition  of  the  sexual  organs. 

Waldeyer's  theory  is  as  follows:  'The  epithelial  cells  of  the 
ovary  are  capable  in  the  way  of  ordinary  proliferation  of  furnishing 
differently  formed  products  than  are  usually  found  dm-ing  the 
division  of  cells,  when  the  descendant  cells  always  bear  the  same 
character  as  the  parent  cells.  This  power,  j)eculiar  to  the  epi- 
thelium of  the  ovary,  is  made  comprehensible  by  the  fact  that  all 
ovarian  epithelium  must  be  considered  as  undeveloped  germinal 
cells,  or  undeveloped  ova.  If  a  proliferation  of  the  deep-seated 
ovarian  epithelium  takes  place  in  the  ordinary  manner,  in  most 
cases  a  myxocystoma  (colloid  cyst)  will  be  the  result ;  whereas,  if 
the  proliferation  referred  to  is  attended  with  a  deviation  of  the 
products  of  development  a  dermoid  cyst  will  be  formed.' 

Dr.  Barnes  states  that  dermoid  cysts  are  usually  roused  into 
active  mischief  under  the  influences  of  pregnancy  and  labom'  after 
remaining  dormant  and  unrecognised  perhaps  for  years  previously. 
He  relates  four  cases  ;  in  two  of  these  the  cysts  were  not  discovered 
till  after  laboiu,  when  both  suppurated. 

Dr  Munde  ^  relates  a  similar  case.  The  suppurating  cyst  was 
observed  seventeen  months  after  a  confinement — hair  passed  with 
the  discharge.  There  was  a  hard  tumour  behind  uterus  opening 
into  vagina. 

The  accurate  account  of  the  anatomy  of  these  cysts,  put  forward 
by  Steinlin,2  showing  the  presence  of  a  skin-like  structure  in  the 
cyst,  explained  why  the  cyst  was  found  to  contain  skin  secretions, 
viz.  hair,  sebaceous  matter,  and  teeth.  The  late  Dr.  Kitchie^ 
expressed  his  belief  that  every  dermoid  cyst  of  the  ovary  is  really 


'  Amer.  Journ.  of  Ohst.  vol.  xi.  p.  578. 

*  Zcitsch.f.  luit.  Med.  Band  ix. 

*  Ovarian  Physiology  and  Patliology.    London,  1865,  p.  17n. 


CYSTIC  AND  OTHER  TUMOURS. 


709 


an  o^Tim  which  has  undergone  a  certain  amount  of  development ; 
that  it  is  a  perverted  attempt  at  parthenogenesis. 

Dermoid  cysts  of  the  ovary  run  generally  a  slow  course.  They 
may  inflame,  suppurate,  and  ulcerate,  and  death  may  be  the 
result  of  such  alterations.  In  some  cases  the  cysts  have  ruptured 
into  the  peritoneum,  in  some  they  have  ulcerated  into  the  bladder, 
with  the  result  that  the  patient  evacuates  hair,  etc.,  with  the  urine. 

COMPOUND  OR  COMPOSITE  OVARIAN  TUMOURS. 

The  jKirtly  solid,  'partly  cystic  structures  found  in  many  ovarian 
tumours,  and  for  which  the  appropriate  designation  is  '  compound  ' 
or  '  composite,'  will  next  engage  our  attention. 

Of  late  years  the  occurrence  of  a  substance  containing  and 
surrounded  by  cysts,  and  having  itself  a  great  resemblance  to 
mammary  glandular  tissue,  has  attracted  attention.  It  was  termed 
by  former  writers  '  cystic  sarcoma.'  Mr.  Spencer  Wells  ^  proposed 
to  designate  it  '  adenoid  tumour,'  or  '  adenoma '  of  the  ovary.  He 
described  it  as  '  identical  in  structure  with  the  adenoid  growths 
first  described  in  connection  with  the  mammary  gland,'  and  con- 
sisting of  *  delicate  fibrous  stroma,  forming  round  or  oval  alveoli, 
the  latter  lined  by  densely-grouped  epithelial  cells  forming  a  zone 
enclosing  an  area  loosely  packed  with  cellular  elements  of  a  similar 
form.' 

Another  variety  of  the  partly  solid  and  partly  cystic  tumours  of 
the  ovary  is  that  hitherto  known  as  '  alveolar  '  or  '  pseudo-colloid  ' 
disease  of  the  ovary.  It  was  for  some  time  considered  to  be 
carcinoma  of  the  colloid  variety,  but  this  idea  is  now  entirely 
abandoned.  The  sm-face  of  the  section  of  such  a  tumour  resembles, 
as  Dr.  Farre,^  who  has  well  described  it,  remarks,  '  a  fine  sponge, 
the  alveolar  spaces  being  condensed  and  somewhat  flattened,  in 
consequence  of  the  profusion  with  which  the  alveoli  have  been 
developed  '  (see  fig.  192).  'These  cysts  are  filled  with  a  viscid 
mucus-like  material,  resembling  half-liquid  jelly.'  The  mass  on 
section  sometimes  resembles  a  honeycomb.  Eespecting  the 
nature  of  these  adenomatous  and  alveolar  growths  more  will  be 
said  presently. 

Cystoid  cancer  constitutes  another  composite  tumour.  Here 
the  more  ordinary  cysts  are  present,  together  with  medullary 

'  Report  of  Pathological  Society  in  Med.  Times  and  Gaz.  Oct.  18G2.    See  also 
Oil  Mseaxes  of  the  Ovaries,  vol.  i.  p.  122. 
^  Loc.  cit.  p.  692. 
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cancer,  the  cancerous  growths  pervading  the  stroma  of  the  ovary, 
and  pervading,  as  is  the  manner  of  cancerous  growths  in  other 
parts  of  the  body,  in  succession,  the  adjacent  structures.  As  is 
the  case  in  the  two  preceding  groups,  the  proportion  of  solid 
matter  to  cystic  growth  varies  in  different  cases  and  at  different 
periods  in  the  same  case.  In  cases  of  cystoid  cancer  the  tumour 
— semi-solid,  or  nearly  solid  to  the  feel  at  one  part,  more  or  less 
fluid  at  another,  presenting  often  rounded  eminences  on  its  surface 
— may  grow  with  great  rapidity,  and  the  whole  tumour  may  be  of 
considerable  size.  The  cysts  are  liable  to  contract  close  adhesions 
of  a  more  vascular  nature  than  usual  to  surrounding  parts.  In  a 
case  operated  on  by  myself  these  adhesions  when  broken  bled 
most  profusely. 

The  nature  of  adenomatous  or  glandular  and  alveolar  struc- 
tures, and  their  relations  to  cystic  and  cystoid  growths  of  the 
ovary,  have  undergone  a  most  careful  and  complete  investigation 
at  the  hands  of  Professor  Wilson  Fox,  the  results  of  whose  re- 
searches are  contained  in  a  paper  in  the  '  JNIedico-Chirurgical 
Transactions'^  for  the  year  1864,  and  whose  conclusions,  demon- 
strative in  themselves,  have  been  verified  by  subsequent  observers.^ 

It  appears  necessary  (following  Dr.  Fox)  to  go  back  to  the 
primary  developments  of  the  ovary,  and  of  its  contents,  in  order 
to  arrive  at  an  explanation  of  the  structure  of  these  cystic  growths. 
Pfliiger's  ^  observations  on  the  development  of  the  ovary  in  the 
calf  and  the  kitten  show  that  the  Grraafian  follicles  begin  in  these 
animals  as  tubes,  these  tubes  becoming  constricted  at  various 
points,  in  order  to  form  the  separate  follicles.  Dr.  Wilson  Fox 
has  found  the  human  ovary  in  early  embryonic  life  to  contain 
tubules,  or  quasi-tubular  structures  intimately  concerned  in  the 
production  of  the  Grraafian  follicle.  Now,  Dr.  Fox  has  made  out 
that  in  many  cystic  growths  of  the  ovary  there  is  met  with  a 
structure  of  tubular  character,  wherein  occur  changes  analogous 
to  those  observed  by  Pfliiger  in  the  development  of  the  Grraafian 
follicles  of  some  other  animals,  viz.  formation  of  tubes,  or  glands, 
and  constriction  of  these  tubes  at  certain  points,  one  result  of 
which  is  formation  of  cavities  or  cysts  within  this  glandular  tissue. 
It  appears  that  Billroth,  from  observations  in  the  thyi'oid  gland, 
had  come  to  the  induction—'  brilliant,'  as  Dr.  Fox  terms  it— that 

'  '  On  the  Origin,  Structure,  and  Mode  of  Development  of  the  Cj-^stic  Tumours 
of  the  Ovary,'  vol.  xlvii.  p.  227. 

«  Dr.  Braxton  Hicks,  Mr,  Hulke. 

"  Uc'bar  die  Eierstocke  der  Sdvgethiere  und  dcs  Menschi'ii,  1863. 
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similar  tubular  structures  would  be  found  in  ovarian  cystic 
tumours.  Dr.  Fox  has  furnished  the  experimental  proof  that  this 
is  the  case.  It  is  his  belief  that  '  these  tumours  of  the  ovary 
(containing  glandular  structures)  should  be  classed  with  those 
which  originate  in  other  glandular  organs,  by  an  abnormal  repe- 
tition of  the  processes  of  development  observed  in  the  foetal 
condition,  recurring  with  aberration  in  the  adult.'  ^ 

Dr.  Fox's  results  are  based  on  an  examination  of  fifteen  cases 
of  ovarian  tumour,  in  nine  of  which  he  was  able  to  trace  the  forma- 
tion of  secondary  cysts  from  tubular  or  glandular  structure  within 
cavities  which  appeared  to  have  been  Graafian  follicles. 

A  brief  abstract  of  Dr.  Fox's  account  will  now  be  given  : — 
The  lining  of  the  parent  cysts  presents  usually  a  spheroidal 
epithelium  in  one  or  several  layers.    The  growths  which  proceed 


Fig.  195. 


from  the  internal  walls  Dr.  Fox  describes  as  '  papillary,'  '  villous,' 
or  '  glandular,'  these  terms  indicating  the  physical  characters  of 
the  growths. 

The  papillary  growths,  as  represented  by  Dr.  Fox  (see  fig.  195), 
are  composed  of  processes  of  delicate  hyaline  stroma,  covered  with 
epithelium,  spheroidal  or  columnar,  and  tending  to  form  large  com- 
posite masses  from  repetition  of  the  same  process  of  growth  from 
the  sides  of  those  already  formed.  The  surface  of  the  growths  is 
finely  villous,  they  are  very  vascular,  and  may  attain  considerable 
size.  They  are  solid,  but  adjacent  ones  often  grow  together,  and 
hence  are  formed  between  them  narrow  crypt-like  spaces.  Thus 
originate  '  secondary '  cysts,  and  in  the  secondary  cysts  further 
growths  occur.  Concurrently,  also,  the  original  cyst  necessarily 
increases  in  size,  and  secretions  form  in  the  interior.    Dr.  Fox 


'  Med.-Cldr,  Trans,  vol.  xlvii.  p.  275. 
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considers  that  the  formation  of  secondary  cysts,  as  thus  described, 
does  not  occur  to  a  great  extent. 

The  '  villous  and  glandular  '  growths. — Fine  '  villous  '  pro- 
cesses are  the  first  stage  in  the  formation  of  the  '  glandular ' 
growths.  The  villi  contain  very  little  stroma,  thus  differing  from 
the  papillary  growths  just  described  ;  they  are  little  more  than  a 
loop  of  vessels  supported  by  a  little  connective  tissue,  and  are 
covered  by  several  layers  of  epithelium  of  columnar  form.  When 
closely  clustered,  they  lead  to  formation  of  glandular  structm-es. 


Fig.  196. 


The  elevation  and  lengthening  of  the  villi  result  in  the  formation 
of  corres]3onding  depressions  between  them,  the  stroma  growing 
upwards  and  surrounding  these  pits  or  hollows ;  the  result  being 
a  series  of  tubular  spaces.  The  first  stage  is  represented  in  fig.  1 96 
(from  Fox),  and  the  latter  one  in  fig.  197.  The  glands  thus 
formed  are  from  y-Jjo  to  of  an  inch  in  diameter;  they  are 
lined  by  several  layers  of  epithelium.  Further  growths  of  villi 
may  occur  in  the  base  of  each  tube.    Cysts  are  formed  in  the 

>  Fig.  198  (from  Fox)  shows  exjitheiium  separated  from  papillte. 
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resulting  glandular  tissue  thus  :  The  orifice  may  be  occluded  by 
glowing  of  the  opiDosite  walls  together,  as  shown  in  fig.  197,  or 
hy  septa  growing  across  the  tube,  or  by  the  stroma  actually 
growing  over  and  surrounding  a  cyst  already  formed  within  the 
parent  cyst,  one  result  of  which  is  formation  of  a  compound  growth, 
and  the  glands  and  glandular  masses  may  be  found  protruding 
through  or  still  embedded  within  the  stroma.  The  process  of 
cyst  formation  in  these  glandular  structures  may  be  repeated 
dd  infinitum. 

A  gland  shut  off  and  divided  by  septa  becomes  thus  changed 
into  a  cavity  with  highly  marked  alveolar  structures.  Some  of 
the  alveolar  spaces  in  the  ovary  originate  in  a  kind  of  failure  in 
the  development  as  here  described,  but  generally  these  alveolar 
spaces  contain  the  same  lining  as  that  of  the  glands  from  which 
they  spring,  and  the  same  tendency  to  further  and  fresh  forma- 
tions of  glands.  Dr.  Fox's  anatomical  description  accords  with 
Kokitansky's,  Virchow's,  and  Forster's,  but  his  view  as  to  the  origin 
of  these  alveolar  structures  is  new  and  different. 

When  the  stroma  grows  in  excess,  we  get  a  dense  tissue  per- 
meated with  alveoli — the  condition  described  by  Mr.  Spencer  Wells 
as  '  adenoma.' 

From  the  formations  described  by  Dr.  Fox,  the  secondary  cysts 
and  all  the  consequent  varieties  of  structures  in  these  diseases, 
originated  in  nine  out  of  the  fifteen  ovarian,  tumours  examined. 

Another  mode  of  cyst  development  with  Graafian  follicles  was 
observed  in  a  few  instances,  viz.  a  growth  of  glands  suj^erimposed 
one  on  the  other  by  a  process  equivalent  to  budding.  This  pro- 
cess was  found  occurring  simultaneously  with  the  other  mode  just 
alluded  to.  Alveoli  may  arise  from  the  close  packing  of  a  number 
of  these  thin-walled  cysts. 

Dr.  Fox's  conclusions  imply  the  origin  of  these  varieties  of 
ovarian  disease  in  the  interior  of  Graafian  follicles — well  or  im- 
perfectly developed — and  he  would  account  for  the  origin  of  the 
dermoid  cysts  in  the  same  way,  although  he  has  not  actually  had 
an  opportunity  of  examining  these  latter  structures. 

Dr.  Ritchie^  endeavoured  to  prove  that  the  ovum  itself  becomes 
developed  in  an  irregular  way,  and  gives  rise  to  some  of  the  forms 
of  ovarian  disease.    Dr.  Fox  does  not  participate  in  these  views. 

Diseased  processes  are  liable  to  occur  in  these  comjDound  or 
composite  tumours.  The  external  or  parent  cyst  may  give  way 
on  the  surface,  the  contents  escaping,  and  the  growth  within 

'  Oj?.  oit.  p.  11)7. 
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protruding  again,  the  septa  within  undergo  fatty  degeneration. 
Bleeding  may  occur  within  the  cysts,  and  inflammation,  formation 
of  pus,  etc. 

SOLID  TUMOURS  OF  THE  OVARY. 

Following  the  classification  of  Kiwisch,  these  tumours  may  be 
arranged  as  follows  :  1.  Hypertrophy ;  2.  Adipose  (dermoid)  cysts  ; 
3.  Apoplexies  of  the  ovary ;  4.  Fibrous  tumours ;  5.  Enchondroma ; 
6.  Cancer.    To  these  may  be  added,  7.  Tubercle. 

The  tumour  constituted,  by  simple  hypertrophy  of  the  ovary 
never  attains  any  considerable  size,  probably  not  above  that  of  a 
pigeon's  egg.  There  is  a  remarkable  case,  however,  recorded  by 
Dr.  Bright,  in  which  both  ovaries  were  found  after  death  enlarged 
pretty  equally,  and  each  constituted  a  firm  fleshy  tumour  nearly 
six  inches  in  the  longest  diameter,  and  having  the  shape  of  a 
kidney.  They  were  taken  from  a  patient  who  had  borne  children 
and  who  had  passed  the  menstrual  period  of  life.  She  had  ex- 
perienced pain  referable  to  the  uterus,  a  hard  substance  had  been 
perceptible  over  the  pubic  region,  and  there  had  been  considerable 
difficulty  in  micturition.  She  died,  greatly  emaciated,  and  having 
had  jaundice  and  ascites.  The  tumours  were  not  malignant  in 
character.^ 

The  dermoid  cysts  have  been  already  considered  (p.  706). 

The  apoplexies  of  the  ovary  are  constituted  by  inordinate  effu- 
sion of  blood  and  coagulation  of  the  same,  in  Graafian  follicles, 
or  by  haemorrhage  into  pathological  structures  of  various  kinds, 
such  as  cysts,  or  in  the  interstices  of  growths  of  cancerous  or 
colloid  matters.  In  the  former  case  the  tumours  produced  by  the 
hgemorrhagic  effusion  are  very  limited  in  extent;  in  the  latter  they 
may  be  very  considerable. 

Fibrous  tumours  are  met  with  in  the  ovary,  in  many  respects 
resembling  those  found  growing  so  frequently  in  the  walls  of  the 
uterus;  but  a  distinct  independent  pedunculated  fibroid  tumour  of 
the  ovary  is  a  very  rare  pathological  product,  many  cases  recorded 
as  such  having  really  a  true  uterine  origin.  The  fibrous  growths 
met  with  in  combination  with  cystic  disease  of  the  ovaay  belong 
to  a  different  category,  and  are  not  so  uncommon.  The  solid  in- 
dependent fibroid  tumours  of  the  ovary  have  been  found  sometimes 
to  undergo  osseous  transformation,  and  the  same  may  probably 
hold  good  with  reference  to  other  fibrous  tumours. 

Enchondroma  of  the  ovary  is  very  rarely  observed. 
'  Clinical  3Icvioirs  on  AMominal  Tumours  (New  Syd,  Soc.'s  edition),  p.  146. 
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Cancer'  of  the  ovaries  constitutes  one  of  the  most  important 
varieties  of  solid  tumour.  It  occurs  in  two  forms,  scirrhous  and 
medullary,  the  latter  being  the  more  common.  Cancer  occurring 
primarily  is  more  frequently  than  not  associated,  as  has  been 
already  stated,  with  cystic  disease  of  the  organ,  or  it  may  be 
found  aflfecting  the  cystic  growths  secondarily.  The  hard  form  of 
cancer  of  the  ovary  does  not  attain  a  large  size  ;  it  does  not 
exceed  the  size  of  a  child's  head,  and  is  usually  very  much  smaller. 
Cancer  of  the  ovaries  may  be  found  in  association  with  cancer  of 
the  adjoining  parts — that  is,  it  may  spread  into  the  ovaries  from 
the  uterus  or  other  organs,  and  may  involve,  more  or  less,  the 
whole  contents  of  the  pelvis ;  and  it  may,  when  so  found,  originate 
in  the  ovary  or  in  the  adjacent  organs.  True  cancerous  disease  of 
the  ovary  of  large  size  is  rare,  unaccompanied  by  similar  disease 
in  adjacent  parts ;  and  it  is  also  rare  to  find  carcinomatous  diseases 
of  the  ovary  uncomplicated  with  cystic  disease  of  the  same  organ. 
Ascites  is  very  frequently  associated  with,  and  is  an  effect  of, 
cancerous  disease  of  the  ovaries.  Dr.  Washington  L.  Atlee  de- 
scribes four  interesting  cases  of  sarcoma  of  the  ovary.^ 

Case  I. — JEt.  30  ;  uterine  haemorrhage,  •  convulsions,  miscarriages, 
dropsical,  anasarcous ;  on  examination,  abdomen  size  6-7  months'  preg- 
nancy. Two  tumours,  one  each  side,  both  oblong,  kidney-shaped,  hard, 
nodulated,  like  n  cirrhosed  liver,  movable ;  uterus  central,  normal. 
Diagnosis,  malignant  disease  of  both  ovaries.    Result  not  known. 

Case  II. — ^t.  32;  three  children;  two  months  noticed  a  tumour, 
found  to  be  ascites.  Tapped.  When  seen  two  days  later  size  of  pregnancy 
at  term.  Diagnosis,  a  compact,  small-celled  multilocular  tumour  of  right 
side,  with  peritoneal  fluid.  Tumour  removed ;  incision  6-7  inches;  shape 
enlarged  kidney;  3  lbs.,  nearly  12  inches  long  by  6;  hard,  nodulated, 
mostly  solid,  some  cysts  in  it.  Microscope  showed  fibrous  stroma, 
variously  shaped  cells,  containing  oil  globules  and  granular  matter  cells ; 
round,  oblong,  or  oval,  contained  many  nuclei.  It  seemed  to  be  fibro- 
carcinoma, according  to  Rokitansky's  description.  Rarest  form  of 
cancer  of  ovary.    Patient  died  in  thirteen  days. 

Case  III. — JKt.  30  ;  two  children ;  disease  began  about  four  months. 
Tumour  irregularly  ovoid  to  above  umbilicus  ;  hard,  nodulated,  like  hob- 
nailed liver  ;  no  dropsy.  Did  not  recommend  operation.  Dr.  Thomas 
afterwards  operated  :  removed  both  ovaries  (and  injected  milk) ;  saved  life 
but  three  months  afterwards  patient  died  from  carcinomatous  tumours 
of  abdomen. 

Case  IV. — /Et.  30  ;  three  children,  last  eighteen  months  ;  two  months 
before  seen  noticed  lump  in  right  inguinal  region  ;  rapid  increase ;  hard, 

'  Gi/n.  Trans,  vol.  ii. 
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nodulated  tumour  felfc ;  abdomen  size  of  full  gestation.  Two  monthfi 
later  fluid  in  peritonaeum.  Tapped  ;  2G  pints.  Two  tumour.s  felt  below, 
very  hard,  nodulated.  Ovariotomy.  Diagnosis  before,  malignant  disease 
of  ovaries.  Both  ovaries  removed,  pedicles  tied  and  dropped.  Microscopic 
examination  of  juice  showed  a  moderate  number  of  round,  oval,  and 
spindle-shaped  cells  with  large  oval,  regularly  formed  nuclei,  and  generally 
with  bright  nucleoli,  closely  corresponding  with  appearance  of  spindle- 
celled  sarcoma.    The  committee  consider  the  tumours  of  this  character. 

Tubercular  disease  of  the  ovary  has  been  occasionally  met  with 
in  conjunction  with  cystic  ovarian  disease,  not  forming  a  definite 
tumour,  but  occurring  in  the  form  of  granulations  scattered  over 
the  peritoneal  aspect  of  the  cysts. 

THE  NATURAL  HISTORY  OF  OVARIAN  TUMOURS  AND  OVARIAN 
DROPSY — THE  DATA  FOR  PROGNOSIS  AND  TREATMENT. 

Here  we  shall  devote  a  short  space  to  some  remarks  concerniug 
the  natural  history  of  ovarian  tumours  and  ovarian  dropsy,  includ- 
ing their  mode  of  growth,  and  duration,  also  the  danger  to  life, 
and  the  mode  in  which  life  is  destroyed  by  them. 

The  rare  fibrous  tumour  of  the  ovary  is  generally  of  slow 
growth,  but  some  tumom-s  (reputedly)  of  this  natm-e  grow  now  and 
then  rapidly.  When  of  great  size  such  a  tumour  may  give  rise 
mechanically  to  a  fatal  result,  by  impeding  in  some  way  the  due 
exercise  of  the  functions  of  neighbouring  organs,  or  by  giving  rise 
to  enormous  ascitic  distension.  The  latter  secondary  effect  may 
threaten  the  patient's  life. 

The  affections  of  the  ovary  to  which  most  interest  attaches  are 
those  of  a  cystic  nature,  and  in  which  the  disease  is  constituted  by 
the  presence  in  the  ovary  of  cysts,  or  of  cysts  associated  with  solid 
matters  of  various  kinds. 

The  cysts  of  the  broad  ligament  grow  slowly,  but  may  after 
some  years  acquire  great  size.  The  dermoid  or  fat  cysts  present 
peculiarities,  rendering  a  separate  consideration  of  them  necessary. 
Their  course  is  usually  slow;  they  may  exist  for  some  yeai'S  without 
increasing  remarkably  in  size,  but  they  appear  liable  at  any  moment 
to  undergo  changes  of  a  character  fatiil  to  the  patient,  viz.  in- 
flammation, formation  of  pus,  perforation,  and  rupture.  The  con- 
tents of  these  cysts — viz.  fat,  hair,  teeth,  or  other  matters— beconi.' 
evacuated  into  the  intestines,  into  the  peritoneum,  or  into  tin' 
bladder,  and  the  patient  may  perish  from  the  effects  of  the  mischiel 
thus  set  up.    The  result  of  injecting  iodine  into  the  interior  of  a 
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cyst  of  this  kind,  in  a  patient  under  the  care  of  Dr.  Alex.  R. 
Simpson,  does  not  offer  encouragement  to  the  pursuance  of  a 
similar  treatment  in  future. 

The  other  varieties  of  cystic  affection  of  the  ovary  (for  an 
enumeration  of  which  see  p.  698)  require  a  longer  notice.  The 
variations  in  respect  to  the  number  of  cysts  affected  with  disease 
in  a  particular  case  are  great:  their  contents  also  vary.  In  another 
circumstance  also  there  is  very  great  variability,  viz.  in  respect  to 
the  progress  made  by  what  appears  to  be  the  same  disease  under 
different  circumstances.  And  it  is  this  great  variability  which 
infuses  to  so  great  an  extent  the  element  of  uncertainty  into  our 
speculations  as  to  the  future  of  particular  cases. 

In  cases  where  there  is  one  large  simple  cyst  of  the  ovary,  with 
contents  fluid  or  semi-fluid,  the  course  of  the  case  will  probably 
be  as  follows :  The  cyst  itself  goes  on  increasing  in  size  until  it 
occupies  the  greater  part  of  the  abdomen,  pushing  the  viscera  of 
the  abdomen  upwards  and  backwards  ;  the  rate  of  increase  may 
he  fast  or  slow.  It  may  remain  in  the  pelvis,  or  it  may  leave  this 
cavity  altogether.  The  further  history  of  this  cyst  will  vary  accord- 
ing as  more  cysts  become  developed  below,  or  within,  or  upon  it, 
or  according  as  it  remains  single  or  the  reverse.  If  no  further 
development  of  cysts  take  place,  this  primary  large  cyst  may  go 
on  slowly  increasing  in  size,  or,  having  arrived  at  a  certain  state 
of  fulness,  may  remain  quiescent,  and  the  patient  may  live  several 
years,  suffering  chiefly  from  the  mechanical  inconvenience  and 
distress  produced  by  the  great  enlargement  of  the  abdomen.  The 
walls  of  the  cyst  may  become  accidentally  ruptured,  and  the 
contents  effused  into  the  abdomen,  or  into  some  of  the  adjacent 
viscera;  and  under  these  circumstances  the  patient  may  be  killed 
thereby ;  and,  such  rupture  having  taken  place,  the  cyst  may  go 
on  secreting  anew,  or  no  such  further  secretion  may  take  place, 
and  a  cure  may  be  witnessed.  The  distress  and  distension  may, 
at  a  comparatively  early  period  of  the  history  of  the  case,  be  so 
great  as  to  call  for  surgical  relief — e.g.  tapping-  -and  if  tapping  be 
performed,  the  cyst  may  refill  again  and  again  with  great  rapidity, 
the  patient  soon  sinking  from,  the  effects  of  so  great  and  continuous 
a  loss.  In  some  rare  cases  the  disease  has  disappeared  after  one 
tapping. 

The  aspect  of  the  case  will  also  vary  according  to  the  relations 
of  the  tumour.  Thus,  if  the  cyst  become  fixed  by  adhesions  in 
the  pelvis  at  an  early  period,  the  mechanical  difliculties  thereby 
produced  will  be  greater  than  where  no  such  adhesions  exist.  And 
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this  circumstance  has  an  important  relation  to  the  prognosis  of 
the  case,  for  the  existence  of  the  patient  may,  under  such  circum- 
stances, be  prematurely  cut  short  by  the  disturbance  of  the  renal 
secretion  due  to  pressure  on  the  ureter ;  such  pressure  giving  rise 
to  distension  of  the  ureter  and  of  the  pelvis  of  the  kidney.  The 
functional  disturbances  of  the  other  abdominal  viscera  are  pretty 
much  the  same  in  cases  of  large  cyst,  whether  the  cyst  extend  into 
the  pelvis  or  not. 

The  foregoing  summary  includes  the  principal  features  of  one 
class  of  cases  as  they  occur  in  practice,  and  it  will  at  once  be  re- 
marked how  very  variable  is  the  course  observed.  It  is  impossible 
to  ascertain  positively  what  the  future  course  of  a  particular  case 
will  be,  although  the  previous  history  frequently  affords  valuable 
hints  on  the  matter.  There  is  one  circumstance  in  connection 
with  these  cases  which  appears  to  have  received  less  attention  than 
might  have  been  expected,  viz.  the  possible  influence  exercised  by 
a  large  cyst  already  in  existence  in  preventing  the  development 
of  fresh  cysts.  Some  apparent  anomalies  in  connection  with  the 
results  of  the  operation  of  tapping  in  cases  of  this  kind  are  in 
part  explainable  by  admitting  that  an  influence  of  this  kind  may 
be  exercised.  The  operation  of  tapping  has  in  many  cases  ap- 
peared to  accelerate  the  fatal  event;  it  is  certain  that  the  disease 
has  advanced  much  more  rapidly  after  its  performance  in  a  con- 
siderable number  of  instances.  In  a  certain  proportion  of  these 
cases  the  fatal  event  is  connected  with  the  rapidity  with  which 
the  cyst  refills  after  being  emptied,  but  in  not  a  few  it  would 
appear  that  other  cysts  start  into  activity  which  would  probably 
have  remained  quiescent  if  the  primary  cyst  could  have  been  left 
undisturbed. 

An  element  of  an  unfavourable  kind  in  the  prognosis  of  a  case 
where  there  is  only  one  large  cyst  of  the  ovary,  is  the  rapidity  with 
which  that  cyst  fills  or  refills  after  being  tapped ;  danger  from  this 
tendency  to  refill  is  one  less  in  degi'ee  than  another  which  is  to  be 
feared  at  some  future  time,  viz.  the  starting  into  activity  and 
growth  of  other  cysts  ;  and  there  can  be  no  question  that,  short 
of  a  radical  cure,  the  restriction  of  the  disease  to  one  large  cyst 
is  one  of  the  best  results  to  be  looked  for.  A  careful  survey  of 
recorded  facts  appears  to  warrant  the  conclusion  that  the  tendency 
to  cyst  formation  in  the  ovary  is  often  temporary,  apparently 
exhausting  itself  in  the  production  of  one  large  cyst.  Thus, 
supposing  that  the  tendency  to  new  cyst  formation  has  in  a  par- 
ticular case  been  arrested,  the  patient  is  less  likely  to  succumb  to 
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this  disease.  The  patient  may  still  die  from  the  perpetual  drain 
on  her  system,  caused  by  repeated  refilling  and  evacuation  of  this 
cyst,  or  in  some  one  of  the  other  ways  pointed  out.  But  at  first, 
and  indeed  for  a  very  considerable  time,  it  is  always  difficult  to 
say  whether  the  arrest  alluded  to  has  occurred. 

Compound  cystic  tumours. — Here  the  tendency  to  cyst 
formation  is,  it  may  be  from  the  first,  not  limited  as  above,  but 
there  is  a  successive  production  of  cysts  within,  or  upon,  or  below, 
those  first  formed.  The  cysts  may  grow  with  excessive  rapidity, 
and  the  whole  abdomen  may  very  quickly  become  filled.  This 
may  occur  either  primarily,  so  to  speak,  or,  one  or  two  large  cysts 
only  having  for  some  time  existed,  the  abdomen  becomes  suddenly 
and  alarmingly  invaded  by  a  multitude  of  new  growths.  The 
prognosis  of  cases  of  the  kind  now  mentioned  is  very  unfavourable. 
It  is  so  bad,  indeed,  that  Dr.  Bright  was  accustomed  to  use  the 
term  '  malignant '  in  describing  such  cases.  The  use  of  the  word 
'malignant,'  so  applied,  is  liable  to  lead  to  misconception,  this 
term  being  now  more  generally  limited  to  cases  where  there  is 
actual  cancerous  substance  present.  In  the  cases  now  under  con- 
sideration there  is  not,  except  in  very  rare  cases,  any  cancerous 
formation  at  all,  the  fatality  depending  on  the  mechanical  inter- 
ference of  the  ovarian  tumour  with  the  functions  of  life.  When 
we  find  an  ovarian  tumour  suddenly  take  on  rapidity  of  growth, 
and  are  able  to  satisfy  ourselves  that  this  increase  in  size  is  not 
due  to  simple  enlargement  and  distension  of  one  or  two  previously 
existing  cysts  with  fluid,  the  case  is  assuming  a  very  threatening 
aspect.  If  the  tumour  become  more  irregular  to  the  feel,  if  the 
fluctuation  become  indistinct  while  the  tumour  is  evidently  grow- 
ing fast,  these  are  facts  confirmatory  of  the  supposition  that  the 
tumour  is  the  seat  of  rapid  and  extensive  cyst  formation. 

Composite  tumours. — Another  class  of  cases  have  now  to  be 
spoken  of,  in  which  there  is  formation  of  a  considerable  amount 
of  solid  matter,  together  with  cystic  disease  of  the  ovary,  there 
being  simultaneously  production  of  cysts  and  of  the  solid  matter 
in  question.  Such  cases  often  proceed  with  exceeding  rapidity, 
and  their  prognosis  is  bad,  the  patient  being  generally  killed 
with  a  rapidity  commensurate  with  that  of  the  increase  in  the  size 
of  the  tumour.  Cases  are  sometimes  met  with  where,  at  a  very 
advanced  stage  of  the  disease,  no  further  increase  in  size  appears 
to  take  place. 

Lastly  come  those  cases  where  the  ovary,  either  previously 
the  seat  of  cystic  disease  or  not,  becomes  affected  with  cancerous 
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disease.  The  x^rognosis  in  such  cases  is  ahnost  identical  with 
that  of  cancer  in  other  parts  of  the  body.  The  disease  termed 
*  alveolar  cancer,'  or  psendo-colloid  disease,  is  not  reallv  cancer. 
In  ordinary  cancer  of  the  ovaries,  the  prognosis  is  necessarily  of  a 
gloomy  character,  the  disease  spreading  from  or  to  the  adjacent 
organs,  and  soon  destroying  the  patient.  But  the  diagnosis  of 
these  cases  is  very  frequently  only  made  during  the  operation  of 
ovariotomy. 

The  manner  in  which  ovarian  dropsy  kills  varies  excessively 
in  different  cases.  It  is  in  many  instances  a  slow  production  of 
death  by  exhaustion  consequent  on  repeated  drains  from  tapping. 
It  is  due  often  to  intercurrent,  slight  affections,  which  would  have 
produced  little  effect  in  a  healthy  individual.  Thus,  when  the 
breathing  is  mechanically  restricted,  a  slight  inflammation  of  the 
lungs  may  rapidly  prove  fatal.  In  ordinary  advanced  cases  of  the 
disease,  the  mechanical  disturbance  of  the  functions  of  the  great 
viscera— the  heart,  the  liver,  the  kidneys  (as  by  pressure  on  the 
ureters),  the  stomach,  etc. — gives  rise  to  various  alterations  which 
directly  and  indirectly  impair  the  vitality  of  the  individual. 
Restricted  as  to  her  food,  restricted  as  to  her  capability  of  moving 
about,  suffering  from  frequent  nausea,  sickness,  prevented  from 
sleeping,  tormented  by  pains  and  inconveniences  too  numerous  to 
mention,  the  sufferer  from  advanced  ovarian  disease  presents  a 
most  lamentable  spectacle.  The  condition  of  the  patient  is  often 
the  more  painful,  as  it  is  quite  evident  that  the  other  organs  of 
the  body  are  sound,  and  that,  apart  from  the  ovarian  disease,  there 
is  nothing  materially  wrong. 

The  patient  may  be  killed  by  rupture  of  the  cyst,  by  inflamma- 
tion of  the  same ;  in  compound  cysts,  by  inflammation  and  pyaemia 
consequent  on  softening  and  breaking  down  of  the  septa  between 
the  different  cysts.  Haemorrhage  into  the  cyst  cavity  is  another 
accident  which  may  occur.  Each  and  any  of  these  events  may 
lead  to  a  fatal  result,  but  they  may  also,  and  do  occasionally, 
bring  about  the  cure  of  the  disease.  The  rupture  of  the  cyst  is 
an  event  which  is  not  very  rare :  the  cyst  may  burst  into  the 
peritoneal  cavity,  or  into  any  of  the  adjoining  viscera,  or  it  may 
perforate  the  abdominal  wall.  Such  rupture  is  often  the  result 
of  a  blow,  a  fall,  or  an  accident  of  some  kind.  When  the  fluid 
escapes  into  the  peritoneal  cavity,  excessive  diuresis  generally 
occurs,  and  the  size  of  the  abdomen  lessens.  This  rupture  may 
kill  the  patient,  as  before  remarked,  but  it  has  in  a  few  record'  '! 
instances  resulted  in  cure.    In  certain  rare  instances  the  pedicle 
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of  the  tumour  becomes  twisted  on  itself,  and  the  patient  is  killed 
by  mortification  of  the  tumour.^ 

The  relation  of  ovarian  tumours  to  'pregnancy. — Difficulties 
may  attend  the  process  of  gestation  and  parturition  of  a  me- 
chanical nature ;  ovarian  tumours  are,  it  appears,  sometimes  liable 
to  undergo,  during  pregnancy  or  immediately  after  delivery,  a 
softening  or  inflammatory  process,  attended  with  danger  to  the 
life  of  the  patient.  I  was  acquainted  with  the  particulars  of  a  case 
in  which  a  woman  had  borne  well  and  easily  five  children,  having 
had  a  large  cystic  tumour  of  the  ovary  during  the  whole  period ; 
but  I  know  of  another  case  where  the  patient  died,  apparently  from 
rupture  of  an  ovarian  cyst,  shortly  after  the  labour  had  occurred. 
Cases  bearing  on  this  point  have  been  collected  and  commented  on 
by  j\Ir.  Spencer  Wells,  Dr.  Braxton  Hicks,  and  others.^  It  appears 
that  in  many  cases,  however,  the  labour  is  not  unfavourably  influ- 
enced by  presence  of  an  ovarian  tumour  ;  but  unquestionably  this 
immunity  cannot  be  guaranteed.  The  remarkable  results  obtained 
by  Mr.  Spencer  Wells  and  others,  in  operating  on  such  tumours 
while  the  patient  is  actually  pregnant,  and  without  interfering  with 
the  progress  of  the  pregnancy,  necessarily  affect  any  consideration 
of  a  prognostic  nature  applied  to  such  cases. 

'  See  cases  of  this  kind  in  Tear  Booli  of  New  Syd.  Soc.  1869-70,  related  by- 
Mr  Lawson  Tait,  Dr.  Kidd,  and  Dr.  Barnes. 
^  Obst.  Trans,  vol.  xi. 
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plications— Duration — Condition  of  the  Surface— Tapping  as  a  means  of 
Diagnosis. 

DIAGNOSIS  OF  OVARIAN  TUMOURS. 

It  must  be  confessed  that  the  diagnosis  of  the  presence  and 
precise  nature  of  an  ovarian  tumour  is  now  and  then  beset  with 
extreme  difficulty.  The  majority  of  cases  are  readily  recognised, 
but  there  are  numerous  exceptional  ones. 

In  the  Appendix  will  be  found  a  description  of  the  procedure 
to  be  adopted  in  making  an  examination  of  the  abdomen  in  order 
to  discover  the  nature  of  a  supposed  enlargement  or  tumour.  It 
will  be  necessary  to  proceed  with  the  examination  as  there 
directed  in  order  to  ascertain  that  a  tumour  is  actually  present. 
When  it  has  been  determined  that  there  is  an  abdominal  tumom- 
present,  and  further,  that  such  tumour  is  either  ovarian  or 
uterine,  we  have,  in  the  next  place,  to  distinguish  between  these 
two  categories. 

The  UTEKINE  series  include — pregnancy,  polypus,  fibroid 
tumour  ;  distension  of  uterus  by  fluid  (menstrual  or  other  fluid 
accumulations) ;  distension  by  gas ;  abscess  of  the  uterus  ;  cai'ci- 
noma  of  the  fundus  of  the  uterus  ;  and  fibro-cystic  tumour. 

The  OVARIAN  series  include — simple  encysted  ovarian  dropsy ; 
multiple  and  compound  cysts ;  composite  tumours,  partly  cystic 
and  partly  solid,  including  'alveolar  degeneration,'  'glandular' 
tumours  ;  cystic  cancer;  dermoid  cysts  ;  and  solid  tumours  of  the 
ovary — fibrous  tumours,  '  adenoma,'  cancer,  and  simi:)le  enlarge- 
ment ;  hydatid  cysts ;  to  these  must  be  added,  though  not  really 
ovarian,  cysts  of  the  broad  ligament,  also  termed  Wolffian  cysts. 
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The  diagnosis  between  uterine  and  ovarian  tumours  as 
affected  by  the  condition  of  the  menstru,al  function.— If  there 
has  been  no  m&nstrual  discharge  for  some  time  previous,  we 
may  suspect  i^regnancy,  and  the  next  thing  to  be  done  would  be 
to  ascertain  whether  the  size  of  the  tumour,  its  shape,  etc.,  fall  in 
with  this  view  of  the  case.  If  the  tumour  had  only  lasted  a  few 
months — say  six— and  there  had  been  no  menstruation  for  six  or 
eight  months,  this  would  constitute  a  sort  of  preliminary  justifi- 
cation of  the  pregnancy  theory.  If  the  tumour  had  lasted  six 
years,  and  menstruation  had  been  absent  for  six  months,  this 
would  be  against  pregnancy ;  but  not  absolutely  so,  inasmuch  as 
there  might  be  a  tumour  plus  pregnancy.  If  the  external  exami- 
nation by  hand,  stethoscope,  etc.,  give  no  indication,  or  insufficient 
at  least  on  which  to  form  a  conclusion,  then  a  vaginal  examina- 
tion, an  examination  of  the  breasts,  etc.,  would  be  required. 

The  investigation  of  the  history  of  the  case  and  the  examination 
practised  giving,  we  will  suppose,  no  evidence  of  pregnancy,  the 
next  step  to  be  taken  is  to  prove  a  negative,  and  to  determine 
positively  that  the  patient  is  not  pregnant.  This  second  question 
is  more  difficult,  or  may  be  more  difficult,  to  deal  with  than  the 
first,  for  very  obvious  reasons.  Thus  the  case  before  us  may  be 
of  this  kind :  the  patient  has  not  menstruated  for  four  months, 
there  is  a  tumour  in  the  abdomen  the  size  of  the  gravid  uterus  of 
six  or  eight  months,  there  is  no  sound  of  a  foetal  heart,  the  breasts 
are  painful,  perhaps  swollen,  the  uterus  is,  from  the  vagina,  felt 
to  be  enlarged,  but  there  is  no  ballottement.  In  such  a  case  the 
observer  will,  on  the  data  mentioned,  find  it  difficult  to  exclude 
pregnancy — to  prove  the  negative.  It  may  be  that  his  ear  is 
defective,  his  touch  untutored;  the  case  may  still  be  one  of 
pregnancy  ;  it  may  be  one  in  which — as  is  not  so  very  rare — there 
is  a  slight  menstrual-like  discharge  for  one  or  two  months,  or 
longer,  pregnancy  really  dating  from  an  earlier  period  ;  or  it  may 
be  pregnancy  with  destruction  of  the  embryo,  and  hydatidiform 
degeneration  of  the  ovum,  as  in  an  instance  recorded  at  page  874. 
The  condition  of  the  orifice  of  the  uterus  would,  under  such  cir-  - 
cumstances,  help  the  observer  either  to  prove  the  desired  nega- 
tive, or  be  sufficient  to  show  him  that  the  making  of  the  diagnosis 
must  be  for  a  while  postponed.  The  state  of  the  lower  segment 
of  the  uterus,  also,  would  very  greatly  assist  in  the  desired  solution. 
Thus,  in  the  case  of  an  abdominal  tumour  as  large  as  a  seven  or 
eight  months'  gravid  uterus,  it  would  be  sufficient  to  prove  the 
required  negative,  if  we  found  that  there  was  absolutely  no  evidence 
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of  the  OS  uteri  being  continuous  with  a  rounded  tumour,  per- 
ceptible to  the  touch  equally  behind,  in  front,  and  at  the  side  of 
the  same.  When  the  suspected  abdominal  tumour  is  of  the  size 
of  the  six  months'  gravid  uterus,  and  upwards,  the  vaginal  digital 
examination  is  of  the  greatest  service  in  enabling  us  to  prove  the 
negative,  when  the  case  is  really  not  one  of  pregnancy. 

The  next  class  of  cases  to  be  considered  are  those  in  which 
menstruation  is  present.  If  the  patient  be  menstruating  regu- 
larly, and  the  fact  be  undoubted,  it  may  be  almost  certainly  con- 
cluded that  the  tumour  is  not  due  to  either  one  of  the  following 
conditions,  viz.  pregnancy,  distension  of  uterus  by  fluid  or  gaseous 
accumulation,  abscess  of  the  uterus. 

In  fibroid  tumours  of  the  uterus,  in  carcinoma  of  the  fundus 
uteri,  in  the  various  forms  of  ovarian  disease,  whether  cystic  alone, 
or  composite  tumours,  or  solid  tumour,  menstruation  may  be  still 
regular,  or  comparatively  so,  or  it  may  be  completely  absent. 
Presence  or  absence  of  menstruation  may  be  thus  equally  observed 
in  certain  uterine  and  in  certain  ovarian  tumours. 

The  menstruation  criterion  failing,  we  have  to  fall  back  upon 
the  data  afforded  by  other  particulars  of  the  history  of  the  case, 
and  the  results  of  examination,  abdominal,  vaginal,  etc. 

We  may  dispose  of  several  of  the  minor  and  less  frequent  of  the 
causes  of  abdominal,  uterine,  or  ovarian  tumour,  now  remaining 
on  our  li^t,  in  a  very  few  words. 

Garcinoma  of  the  fundus  uteri. — The  symptoms  attending 
the  presence  of  this  rare  disease  would  be  likely  to  resemble  those 
attendant  on  polypus  of  the  uterus — i.e.  copious  bloody  discharges, 
leucorrhoea — but  in  some  cases  such  have  been  wanting.  The 
supra-pubic  examination  by  the  hand  would  substantiate  little 
beyond  the  existence  of  a  tumour  of  a  rounded  character,  the  size 
of  which  is  limited. 

We  may  get  rid  of  the  simply  solid  tumours  of  the  ovary  in 
one  paragraph,  with  one  or  two  reservations.  It  is  very  rare  to 
find  a  fibroid  ovarian  tumour  of  any  considerable  size,  but  the 
diagnosis  of  a  large  tumour  of  this  kind  from  a  large  tumour  of 
similar  physical  characters  growing  from  the  uterus  would  be  next 
to  impossible.  Thus,  simple  cancer  of  the  ovary  rarely  produces  a 
tumour  of  any  magnitude,  although  certain  composite  tumours 
of  the  ovary,  partly  cancerous,  may  grow  to  an  enormous  size. 
Moreover,  simple  cancer  of  the  ovary  is  rare,  unless  in  cases 
where  there  is  extensive  carcinomatous  affection  of  the  adjacent  or 
other  parts,  and  consequently  profound  constitutional  disturbance. 
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Enchondroma  of  the  ovary  is  a  very  rare  disease,  the  existence  of 
which  even  has  been  questioned,  and  it  need  not  therefore  detain 
us.  With  simple  hcemorrhagic  effusions  we  have  no  practical 
interest  in  this  place.  Hypertrophy  of  the  ovaries,  in  the  single 
case  recorded  by  Dr.  Bright,  produced  a  tumour  not  larger  than 
the  kidney,  and  this  was  a  most  rare  phenomenon.  The  Wolffian 
cysts  of  the  ovary  rarely  exceed  the  size  of  an  orange,  but  when 
larger  the  tumour  could  not  be  distinguished  from  an  ordinary 
ovarian  cyst.  Adenoma  of  the  ovary  may  constitute  a  hard 
tumour  of  considerable  size.  Dermoid  cysts  are  rare,  but  in  their 
physical  characters,  mode  of  growth,  etc.,  do  not  present  any  very 
characteristic  symptoms.  They  do  not,  unless  in  very  rare  cases, 
grow  so  large  as  the  other  more  common  cystic  tumours  of  the 
ovary.  The  hydatid  tumour  of  the  ovary  is  very  rare,  and  might 
be  expected  to  be  witnessed  only  in  cases  where  the  liver  is  affected, 
and  in  conjunction  with  symptoms  of  chronic  or  acute  peritonitis. 
Practically,  its  diagnosis  does  not  possess  much  interest  for  us  in 
this  place. 

Without  much  difficulty,  most  of  the  conditions  mentioned  may 
be  severally  eliminated  from  the  consideration.  And  that  being 
done,  the  diagnosis  now  rests  between  the  following  conditions : — 

Fibroid  tumour  of  the  uterus. 

Poly]3us  of  the  uterus. 

Fibro-cystic  tumour  of  the  uterus. 

Cystic  disease  of  the  ovaries,  viz.  simple,  multiple,  or  com- 
pound cysts. 
Composite  tumour  of  the  ovary. 
Fibroid  tumour  of  the  ovary. 
Sarcoma  of  the  ovary. 
Dermoid  cyst. 

And  to  these  might  be  added  the  case  of  a  large  Wolffian  cyst. 

The  conditions  in  question  give  rise  to  tumours  which  in  many 
particulars  resemble  each  other.  The  characters  which  they  have 
in  common  are  the  following : — 

The  tumour  is,  or  may  be,  rounded  in  shape. 

It  may  be  slightly  movable  in  the  abdomen. 

It  may  have  a  more  or  less  chronic  course. 

It  may  be  associated  with  serous  effusion  into  the  peritoneal  sac. 

The  firmness  and  resistance  of  the  tumour  may  be  equal  in  each. 

The  size  of  the  tumour  does  not,  unless  in  the  case  of  a  very 
large  tumour,  offer  any  help  in  the  discrimination. 
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It  is  quite  true  that  generally  we  find  marked  differences  in 
respect  of  some  of  the  foregoing  characteristics ;  but  these  differ- 
ences are  not  always  so  considerable,  and  by  relying  too  implicitly 
on  distinctions  of  this  kind  mistakes  are  frequently  made. 

The  diagnosis  between  the  various  pathological  conditions  just 
mentioned  is  to  be  made  by  careful  external  and  internal  examina- 
tion, and  by  consideration  of  the  previous  history.  We  have  now 
no  scruples  as  to  using  the  uterine  sound,  having  excluded  preg- 
nancy from  the  consideration  by  the  previous  analysis. 

In  many  cases  certain  characters  of  the  tumour,  as  felt  through 
the  abdominal  parietes,  are  almost  conclusive  as  to  its  ovarian 
origin  ;  one  of  these  is,  presence  of  distinct  fluctuation  from  one 
border  of  the  tumour  to  the  other.  Fluctuation  of  this  kind 
might  be  observed  in  that  rare  disease,  fibro-cystic  tumour  of  the 
uterus.  We  presume  that  all  cases  of  ordinary  ascites,  or  of  ascites 
combined  with  tumour,  or  of  distended  bladder,  have  been  excluded. 
The  absence  of  fluctuation  does  not,  however,  indicate  that  the 
tumour  is  not  ovarian. 

If  we  examine  the  uterus  from  the  vagina,  digitally  and  by 
means  of  the  sound,  and  clearly  ascertain  that  the  os  is  natural, 
that  the  cavity  of  the  uterus  has  its  normal  length,  the  conclusion 
to  which  we  may-  come  is,  that  it  is  not  a  case  of  polypus  of  the 
uterus ;  but  this  is  the  extent  of  the  knowledge  afforded.  Polypus 
of  the  uterus  may  be  excluded  in  other  ways  from  the  considera- 
tion. Thus,  the  previous  history  in  cases  of  polypus  is  usaally 
one  of  occasional  hemorrhages,  profuse  menstruation,  leucorrhoea, 
etc.  The  diagnostic  signs  are  as  follows :  There  is  a  hard,  smooth, 
well-defined,  abdominal  tumour  of  slow  growth,  the  uterus  evi- 
dently enlarged  from  the  vagina,  its  cavity  greatly  lengthened,  a 
hard  tumour  is  perceptible  within  the  uterus.  ^jtjk 

The  uterine  and  ovarian  tumours  have  the  following  characters'^ 
in  common  :  The  pelvic  cavity  may  be  found  distended  by  a 
tumour  firm  to  the  touch  in  both  cases.  The  abdominal  tumour 
may  be  firm  to  the  touch  in  both  cases.  It  may  be  of  slow  growth 
in  both  cases.  It  may  be  rounded,  smooth,  and  have  a  tolerably 
uniform  surface,  in  both  cases.  The  disturbance  of  the  functions 
of  menstruation  and  defsecation  may  be  equal.  In  the  shape  of 
the  tumour  we  find  no  absolutely  distinguishing  sign. 

Let  us  pursue  the  investigation  further.  Supposing  that  by 
examining  externally  through  the  abdominal  walls  we  are  able  to 
detect  fluctuation  in  places,  or  even  supposing  that  we  find  tha^ 
in  certain  parts  the  tumour  is  softer  and  not  so  resistimt  as  a 
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others,  this  would  enable  us  to  say  the  tumour  is  of  ovarian  origin. 
To  this  statement  there  is  one  single  reservation — that  if  the  rare 
fibro-cystic  tumour  of  the  uterus  were  present,  the  sign  in  question 
might  prove  deceptive.  The  absence  of  such  partial  fluctuations, 
or  of  such  partial  softness,  does  not,  however,  prove  that  it  is 
uterine.  Or,  supposing  we  found  the  surface  of  the  tumour  very 
unequal,  presenting  hard,  smooth,  rounded,  distinct  elevations 
three  or  four  or  more  in  number,  and  varying  in  size  from  that  of 
a  walnut  to  that  of  an  apple  or  larger — these  elevations  being 
evidently  integral  parts  of  a  central  mass,  the  consistence  of  which 
is  identical  with  that  of  the  elevations — this  would  prove  it  to  be 
a  case  of  fibrous  tumour  of  the  uterus.  On  the  other  hand,  in 
the  case  of  very  large  fibrous  tumour,  the  surface  is  quite  smooth 
and  uniform,  and  irregularities  and  eminences  of  the  surface  are 
then  quite  wanting.  Earely,  the  hardness  generally  characteristic 
of  fibrous  tumour  is  wanting.  In  a  few  cases  there  is  actual 
softness  and  apparent  fluctuation.  Such  a  condition  would  make 
the  diagnosis  very  difficult.  The  duration  of  the  tumour  would 
in  some  degree  assist,  but  we  are  now  and  then  misled  by  the 
patient's  assertion  that  the  tumour  has  existed  only  a  short  time, 
when  the  opposite  is  the  actual  fact.  A  large  fibroid  tumour 
sometimes  exists  for  years  unknown  to  the  patient  or  to  any 
one. 

Before  describing  the  internal  examination,  the  natural  history 
of  an  ovarian  or  extra-uterine  tumour,  so  far  as  relates  to  its 
groioth  and  the  effect  of  that  groiuth  on  the  ^position  of  the  uterus, 
may  be  considered. 

A  fibrous  tumour  growing  on  the  peritoneal  surface  of  the 
uterus,  and  reaching  a  large  size,  and  an  ovarian  tumour,  may 
affect  the  uterus  in  like  manner.  Thus  the  fibrous  tumour  may 
in  its  growth  carry  the  side,  or  back,  or  front  of  the  uterus — accord- 
ing as  it  may  happen  to  be  placed — along  with  it ;  the  cavity  of 
the  uterus  may  be  thus,  in  the  case  of  a  very  large  fibrous  tumour, 
very  considerably  elongated ;  or,  it  may  leave  the  cavity  of  the 
uterus  unaffected,  the  body  of  the  uterus  undergoing  not  an  ex- 
pansion but  an  actual  atrophy,  and  under  such  circumstances  the 
small  atrophied  uterus  is  flattened  and  pressed  downwards  into  the 
pelvis,  while  the  large  fibrous  growth  mounts  up  into  the  abdomen. 
It  is  evident  that  the  internal  examination  by  the  sound  will  reveal 
correspondingly  different  signs,  according  as  one  or  other  of  the 
events  mentioned  happens.  Take  next  the  case  of  an  ovarian 
tumour.    Here  the  circumstances  are  precisely  analogous.  The 
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ovarian  tumour,  in  its  growth  up  into  the  abdominal  cavity,  either 
draws  the  fundus  uteri  up  with  it,  thus  necessarily  lengthening 
the  uterine  cavity,  or  it  presses  the  whole  uterus  downwards,  the 
length  of  the  uterine  cavity  being  in  nowise  altered.  Again, 
whereas  it  most  commonly  happens  that  the  ovarian  tumour 
presses  the  uterus  forwards  while  engaged  in  elongating  it,  the 
reverse  may  be  the  case,  the  uterus  being  sometimes  posterior,  and 
the  pelvic  part  of  the  ovarian  tumour  may  push  the  uterine  fundus 
to  one  side  of  the  pelvis,  elongating  its  cavity  at  the  same  time. 
Another  effect  which  may  be  produced  on  the  uterus  during  the 
growth  of  an  ovarian  tumour,  is,  propulsion  downwards  of  the 
lower  segment  of  the  uterus  concurrently  with  dragging  upwards 
of  the  superior  segment.  This  may  happen  when  the  ovarian 
tumour  fills  the  pelvis  and  grows  there,  at  the  same  time  that  it 
grows  also  upwards  into  the  abdomen. 

And  now,  with  the  above  facts  before  us,  the  value  of  the  signs 
derivable  from  digital  examination  jper  vaginam,  and  from  the 
use  of  the  sound,  will  be  more  intelligible. 

If  there  be  a  large  tumour  in  the  abdomen  and  the  sound  pass 
into  the  uterus  for  a  distance  of  three  inches  or  upwards,  and  the 
cavity  of  the  uterus  be  found  more  anteriorly  than  it  should  be, 
this  will  probably  indicate  its  ovarian  nature,  but  not  certainly, 
for  it  may  be  a  case  of  large  fibrous  tumour  growing  behind  the 
uterus.  The  history  of  the  case  will  now  probably  throw  light  on 
the  subject.  Thus,  if  the  abdominal  tumour  increase  quickly,  it 
is  ovarian  (the  reservation  being  again  made  as  to  presence  of 
the  rare  fibro-cystic  tumour  of  the  uterus) ;  or  if  the  abdominal 
tumour  be  distinctly  fluctuating,  it  is  ovarian.  It  will  be  well  to 
recollect  that  the  sound  might  pass  in  this  direction  and  in  this 
manner  in  a  case  of  large  polypus  of  the  uterus. 

In  a  case  which  came  under  my  notice,  the  vaguaa  was  drawn  iip- 
wards  and  ended  in  a  cone  just  behind  the  os  pubis ;  the  cervix  was 
obliterated  so  far  as  its  vaginal  portion  was  concerned,  and  the  sound 
entered  for  upwards  of  three  inches.  There  was  a  hard  unyielding 
tumour  felt  behind  the  vagina,  extending  upwards  into  the  abdomen. 
My  first  impression  about  this  case  was  that  it  was  a  large  fibrous  growth 
from  the  posterior  part  of  the  uterus ;  but  having  examined  the  abdomen, 
and  finding  there  a  tumour  which  was  as  large  as  the  head  of  an  adult, 
the  diagnosis  made  was  that  the  tumour  was  ovarian ;  and  this  diagnosis 
was  justified  by  the  rapidity  with  which  the  abdominal  tumour  sub- 
sequently increased  in  size.  Agam,  another  case  may  be  mentioned  to 
show  particularly  how  the  diagnosis  is  made,  and  on  what  data  it  rests. 
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The  patient,  tet.  26,  had  been  married  four  years,  never  pregnant,  abdo- 
men greatly  enlarged,  suffering  severely  from  dyspnoea ;  she  was  very 
weak  and  ill.  Catamenia  absent  for  eight  months,  but  there  had  been  a 
slight  show  fourteen  days  before.  Examining  per  vaginam,  the  uterus 
was  found  to  be  small,  atrophied,  flattened,  and  pushed  a  little  downwards; 
its  long  axis  lay  horizontally  instead  of  nearly  vertically  ;  above  it  was  a 
tumour.  Examining  through  the  abdominal  walls,  there  was  found  to 
be  marked  fluctuation  below  a  line  extending  from  the  splenic  region  to 
the  right  crista  ilii,  tumour  well  defined  by  percussion,  but  not  by  pal- 
pation. The  diagnosis  was  ovarian  dropsy.  The  vaginal  examination 
showed  absence  or  enlargement  of  uterus ;  the  abdominal  showed  fluctu- 
ating, distinct  tumour  ;  the  results  of  the  two  methods  of  examination 
indicated  clearly  the  diagnosis.  These  two  cases  are  not  mentioned 
because  they  presented  anything  remarkable  in  the  way  of  difficulty — 
rather  the  reverse.  Fig.  199  gives  a  view  of  the  abdominal  tumour  in 
another  case  of  ovarian  dropsy,  where  the  tumour  was  of  considerable 
size.    The  uterus  was  pushed  downwards  and  backwards. 

To  appreciate  more  particularly  the  value  of  the  indications 
given  by  the  sound,  we  may  divide  our  cases  into  two  classes — 
those  in  which  the  uterine  cavity  is  found  decidedly  elongated 
and  those  in  which  it  is  not.  The  cavity  may  be  decidedly  elon- 
gated, as  above  stated,  from  a  fibrous  growth  of  the  uterus  or  from 
presence  of  an  ovarian  tumour.  In  all  cases  it  is  not  possible 
during  life  to  diagnosticate  between  these  two  conditions,  but 
generally  the  attendant  circumstances  enable  us  to  do  so  pretty 
easily.  In  the  second  of  the  cases  above  related,  the  fluctuation 
of  the  abdominal  tumour,  its  rate. of  growth,  and  absence  of 
uterine  enlargement,  were  conclusive;  in  the  first  of  the  cases, 
the  rate  of  growth,  too,  was  one  of  the  points  which  were  of  im- 
portance. But  we  sometimes  meet  with  cases  where  the  uterus 
is  lengthened,  the  tumour  so  close  to  the  uterus  as  not  to  be 
separable  from  it ;  where  the  tumour  grows  slowly,  and  where, 
nevertheless,  the  case  turns  out  to  be  ovarian.  When  the  tumour 
grows  rapidly,  this  is  in  favour  of  its  ovarian  nature,  but  the 
absence  of  this  rapidity  of  growth  does  not  prove  the  contrary.  To 
mistake  a  uterine  for  an  ovarian  tumour  is  to  commit  an  error 
of  greater  importance  than  a  mistake  of  an  opposite  kind,  for  the 
reason  that  serious  operations  are  undertaken  when  the  tumour  is 
supposed  to  be  ovarian,  which  would  not  be  contemplated  if  the 
tumour  were  considered  uterine.  The  following  are  the  most 
reliable  distinctive  signs  in  a  case  presenting  difficulty  :  

For  ovarian  tumours,  are,  rapidity  of  growth,  impediment  of 
the  circulation  in  the  lower  extremities,  evidenced  by  presence  of 
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oedema,  varicose  state  of  veins,  severe  constitutional  disturbance— 
e,g.  great  weakness  and  debility,  emaciation,  and  pelvic  con- 
tinuous pain.  These  signs  are  in  fact  the  signs  usually  present  in 
cases  of  solid  tumour  of  the  ovary  of  cancerous  nature,  or  in  cases 
of  cystic  cancer,  where  the  growth  happens  to  be  for  a  time 
stationary.  Absence  of  such  signs  is,  however,  not  so  strongly 
evidence  of  a  negative  kind,  for  some  chronic  ovarian  tumours  give 
rise  to  very  little  mechanical  or  other  disturbance.  If,  in  a  case 
of  elongation  of  the  uterine  cavity,  the  sound  passed  quite  into 
the  centre  of  a  large  tumour,  this  would  almost,  but  not  quite, 
conclusively  indicate  its  character.    If  the  sound  passed  laterally. 


Fig. 199. 


or  marginally  as  it  might  be  termed,  as  regards  the  tumour,  and 
the  tumour  were  felt  from  the  vagina  to  be  fluctuating,  this  would 
favour  the  theory  of  its  ovarian  nature. 

The  cases  in  which  there  is  no  ascertainable  elongation  of  the 
uterine  cavity  come  next.  Here  the  diagnosis  between  ovarian 
and  uterine  tumours  is  not  usually  attended  with  so  much  diffi- 
culty. The  tumour,  if  uterine,  is  most  likely  to  be  a  large,  slow- 
growing  fibrous  tumour,  causing  little  inconvenience  except  from 
the  great  size  to  which  it  may  attain.  If  the  tumour  were  fluctu- 
ating, as  ascertained  by  a  vaginal  or  abdominal  examination,  it 
could  not,  in  all  probability,  be  uterine — the  rare  fibro-cystic 
tumour  of  the  uterus  being  excluded  from  consideration ;  but  if 
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there  were  no  fluctuation,  considerable  difficulty  might  be  expe- 
rienced in  deciding  whether  the  case  was  one  of  large  fibrous  or 
other  solid  tumour  of  the  ovary,  or  a  fibrous  semi-pedunculated 
tumom-  of  the  uterus.  There  are,  in  fact,  no  signs  enabling  us 
positively  to  distinguish  between  them. 

It  must  be  recollected  that  sometimes  the  uterus  becomes  em- 
bedded in  and  surrounded  by  a  mass  of  disease  of  ovarian  origin. 
The  composite  tumours  of  the  ovary  occasionally  grow  in  this 
manner.  The  signs  afforded  by  use  of  the  sound  might,  in  such 
a  case,  lead  to  the  supposition  of  uterine  disease ;  the  general 
symptoms  would  usually  be  of  ovarian  character. 

There  appear  to  be  some  cases  in  which  the  diagnosis  is  really 
impossible.  The  difficult  cases  are  those  in  which  a  slow-growing, 
not  large,  tumour  exists,  which  it  is  just  as  probable  is  ovarian  as 
uterine.  A  pedunculated  or  even  a  sessile  fibrous  tumour  of  the 
uterus  may  occupy  the  same  position,  present  the  same  physical 
signs,  produce  even  the  same  symptoms,  as  a  fibrous  or  solid 
tumour  of  the  ovary.  We  may  make  a  diagnosis  which  is  an  in- 
finitely probable  one,  but  which  it  is  just  possible  may  be  wrong, 
viz.  that  the  tumour  is  uterine  because  an  ovarian  tumour  of  this 
kind  is  so  rare ;  and  this  is  all  we  can  do  or  may  be  able  to  do  in 
such  a  case.  If  we  encounter  a  tumour  of  this  kind  at  an  early 
period  of  its  growth,  and  before  there  has  been  afforded  an  oppor- 
tunity of  knowing  whether  it  be  a  slow-growing  tumour  or  not, 
the  diagnosis  is  still  more  difficult,  for  then  the  tumour  may  be  a 
non-fluctuating  specimen  of  ovarian  cystic  disease,  or  any  one  of 
the  other  varieties  of  ovarian  disease,  or  it  may  be  a  uterine  fibrous 
tumour.  The  nature  of  such  cases  can  only  be  definitively  dia- 
gnosticated by  waiting,  unless  indeed  we  use  a  grooved  needle  and 
endeavour  to  obtain  thus  some  notion  of  the  nature  of  the  contents 
of  the  tumour.  When  the  necessity  for  a  diagnosis  of  this  kind 
arises,  the  tumour  is  generally  a  pelvic  one,  not  having  yet  passed 
up  into  the  abdomen. 

Looking  carefully  over  the  records  of  cases  where  mistakes  have 
been  made  in  diagnosis — where  ovariotomy,  for  instance,  has  been 
attempted,  but  the  tumour  found  to  be  uterine — it  will  be  seen 
that  the  element  of  '  time '  was  not  allowed  to  have  its  due  weight 
in  the  decision  arrived  at  prior  to  the  commencement  of  the 
operation.  Thus  in  one  case  the  tumour  found  to  be  '  uterine ' 
had  existed  for  four  years ;  in  another  there  was  a  cyst  connected 
with  the  uterus  of  eight  or  nine  years'  duration  ;  in  another  a 
'  large  fleshy  tubercle  of  the  uterus  '  of  '  many  years' '  duration  ; 
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in  another  a  solid  vascular  tumour  connected  with  the  uterus  six 
years.  It  is  probable  that  in  these  cases  the  tumour  was  solid, 
at  all  events  non-fluctuating,  and  it  is  likely  that  similar  mistakes 
may  be  avoided  in  futm-e,  when  hard  tumours  simulating  ovarian 
tumours  are  present  in  the  abdomen,  by  attention  to  the  diagnostic 
value  of  this  element  of  time. 

The  diagnosis  of  fihro-cystic  tumour  of  the  uterus  is  one  of 
great  difficulty,  because  we  have  here  the  two  things  combined — ;i 
solid  outgrowth  from  the  uterus  which  itself  contains  cysts.  The 
difficulty  arises  from  the  physical  resemblance  this  bears  to  a  casci 
of  cystic  disease  of  the  ovaries.  To  estimate  aright  the  difficulties 
of  the  question  and  the  best  method  of  surmounting  them,  careful 
study  of  the  cases  actually  published  is  essential.  Some  of  thest^ 
cases  are  given  at  length  in  the  chapter  on  '  Fibroid  Tumours  of 
the  Uterus.'  JNIr.  Spencer  Wells  mentions  two  circumstances  of 
assistance  in  the  distinction :  one  is,  that  the  colour  of  the  cyst- 
wall  in  fibro-cystic  uterine  tumours,  when  laid  bare  by  abdominal 
incision,  is  darker  than  that  of  ovarian  cysts ;  another,  that  the 
cysts  in  the  former  case  contain  a  thin  serum  with  5,  10,  or  15  per 
cent,  of  blood  intimately  mixed  with  it,  and  not  separating  until 
after  standing  some  hours.  ^ 

Diagnosis  by  exploratory  incision. — In  some  cases  the  opera- 
tion of  ovariotomy  is  undertaken  with  full  recognition  of  the  fact 
that  it  may  be  found  that  the  tumour  is  uterine  in  origin  and  that 
it  may  prove  in  consequence  non-removable.  After  the  incision 
into  the  abdomen  is  made,  the  hand  is  carefully  passed  downwards 
by  the  side  of  or  behind  the  tumour,  whereupon  the  information 
necessary  is  obtained.  Adhesions  are  not  generally  present  so  as  to 
prevent  this  exploration  in  cases  of  fibroid  tumour  of  the  uterus. 
These  exploratory  operations  are  not  generally  attended  with  much 
risk. 

"We  have  here  spoken  of  the  difficulty  of  the  diagnosis  betwee 
ovarian  and  uterine  tumours.   Between  these  two  series  and  cyst ^ 
ejilargement  of  the  kidney,  a  very  rare  disease,  the  diagnosis  is 
equally  difficult,  and  generally  only  made  by  means  of  explorator 
operation. 

DIAGNOSIS  OF  THE  NATURE  OF  AN  OVARIAN  TUMOUR. 

The  diagnosis  having  been  advanced  so  far  that  we  are  able^ 
pronounce  the  tumour  present  to  be  of  ovarian  character,  it  remai 
to  determine  more  precisely  the  nature  of  the  tumour. 

'  Diseases  of  the  Ovaries,  vol.  i.  p.  3G2. 
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It  will  be  unnecessary  to  consider  here  the  smaller  and  less 
important  of  the  tumours  originating  in  the  ovaries ;  the  remarks 
previously  made  enable  us  to  dispense  with  this,  and  we  shall  now 
only  consider  the  diagnosis  of  those  which  are  practically  import- 
ant, and  which  may  attain  great  magnitude,  or  at  least  produce 
considerable  and  marked  enlargement  of  the  abdomen. 

The  ovarian  tumours  now  before  us  include  : — 

Simple,  multiple,  and  compound  cysts. 

Comjjosite  tumours,  and  cystic  cancer. 

Solid  tumours. 

In  addition  to  the  conditions  in  the  foregoing  list,  a  diagnosis 
of  the  nature  of  an  ovarian  tumour  will  not  be  complete  which  does 
not  have  regard  to  the  complications  liable  to  be  observed.  One 
of  the  most  common  of  these  is  ascites  ;  another,  the  existence  of 
which  is,  however,  more  liable  to  be  overlooked,  pregnancy. 

The  diagnosis  of  the  several  ovarian  tumours  above  mentioned, 
one  from  another,  is  sometimes  easy,  at  other  times  extremely 
difficult,  at  other  times  again  simply  impossible,  by  any  kind 
of  examination  we  may  devise,  short  of  exploration  by  means  of 
tapping,  and  in  some  cases  we  cannot  even  then  obtain  such  a 
perfect  knowledge  as  may  be  desirable.  In  the  majority  of  cases, 
however,  we  can  get  as  much  information  as  is  needed  to  enable  us 
to  decide  as  to  the  treatment.  Attention  is  now  directed  simply 
to  the  determination  of  the  pathological  character  of  the  tumour. 
There  is  another  kind  of  diagnosis,  a  sort  of  mixture  of  diagnosis 
and  prognosis,  the  consideration  of  which  comes  under  the  head  of 
'  Treatment.' 

The  age  of  the  tumour. — If  we  find  the  tumour  has  been 
growing  rapidly,  and  has  only  dated  from,  say,  a  year  previously, 
we  may  pretty  safely  exclude  from  consideration  the  simply  solid 
tumours  of  the  ovary  and  dermoid  cyst.  If  the  tumour  has  been 
growing  slowly,  say  three  years  or  longer,  and  the  subject  of  the 
case  be  a  young  or,  at  all  events,  not  a  very  old  woman,  this  would 
lead  us  to  consider  the  possibility  of  the  case  being  one  of  dermoid 
cyst ;  if  on  examination,  under  such  circumstances,  a  distinctly 
fluctuating  tumour  is  ascertained  to  be  present,  this  would  militate 
against  such  a  view  of  the  matter ;  but  if  the  tumour  is  found  to 
be  non-fluctuating,  it  may  be  either  a  case  of  dermoid  cyst,  or  a 
case  of  composite  tumour,  or,  possibly,  of  compound  cyst  of  the 
ovary  unusually  slow  in  growth.  A  slow-growing,  non-fluctuating, 
well-defined,  smooth  tumour,  which  on  other  grounds  has  been 
determined  to  be  '  ovarian,'  in  a  woman  not  old,  is  more  likely, 
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however,  to  prove  to  be  a  dermoid  cyst  than  anything  else.  Judging 
from  experience,  the  actual  diagnosis  of  these  dermoid  cysts  during 
life  and  before  operation  is  not  easy,  and  this  is  partly  due  to  the 
fact  that  this  condition  is  sometimes  met  with  in  association  witli 
the  more  ordinary  form  of  cystic  disease  of  the  ovary.  Respecting 
the  fibrous  tumour  of  the  ovary,  it  is  to  be  remarked  that  its 
diagnosis  from  other  tumours  of  the  ovary  is  not  so  difficult  as  its 
diagnosis  from  uterine  pedunculated  fibrous  tumours.  Its  very 
slow  growth,  hardness,  and  well-defined  outline  are  the  principal 
characteristics.  '  Adenoma '  of  the  ovary,  which  may  give  rise  to 
a  solid  tumour  of  considerable  size,  would  be  distinguished  by  its 
comparative  rapidity  of  growth. 

When  we  have  before  us  a  case  in  which  the  abdomen  has 
become  markedly  enlarged  in  the  course  of  the  previous  year,  this 
enlargement  being  due  to  the  ovarian  tumour  alone,  and  not 
partially  to  ascitic  effusion  superadded,  we  may  nearly  safely  leave 
fibroid  tumours  and  dermoid  cysts  out  of  the  consideration. 
The  further  diagnosis  is  guided  by  the  size,  the  consistence,  the 
resistance,  smoothness  or  inequality,  rapidity  of  growth  of  the 
tumour,  by  the  symptoms  to  which  it  gives  rise,  and  by  the 
general  condition  of  the  patient's  health. 

We  may  take  the  chief  of  these  criteria  one  by  one,  and 
ascertain  what  information  is  to  be  j)i'ocured  from  them  as  to  the 
nature  of  the  tumour. 

The  condition  of  the  surface  of  the  tumour  affords,  necessarily, 
more  information  respecting  the  physical  character  of  the  tumour 
than  can  be  obtained  in  other  ways.  Supposing  we  find  the 
tumour  perfectly  smooth  and  uniform,  and  offering  equal  resist- 
ance at  all  parts  of  its  superficies,  whether  felt  from  the  vagina  or 
through  the  abdominal  walls,  such  a  tumour  is  likely  to  be  made 
up  of  one  large  cyst.  To  confirm  this  view  of  the  case,  we  might 
have  the  additional  fact  that  the  tumour  presents  fluctuation  from 
one  side  to  the  other,  and  from  above  downwards.  We  might  not 
get  fluctuation,  and  nevertheless  the  case  may  be  still  one  of  simi3le 
cyst,  for  fluctuation  cannot  always  be  made  out  when  the  cyst  is 
very  tight.  Thus  the  fluctuation  test  might  or  might  not  be 
available.  A  smooth  uniform  tumour,  not  fluctuating  in  the 
manner  alluded  to,  might  prove  to  be  one  of  compound  cysts  of 
the  ovary,  one  large  cyst  being  the  common  covering  for  a  large 
number  of  smaller  cysts  within  it.  The  fact  that  the  tumour  is 
large,  smooth,  and  uniform  as  regards  its  surface,  even  when 
fluctuation  is  absent,  is  presumptive  evidence  that  the  tumour  is 
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not  a  composite  tumour  of  the  ovary ;  it  is  more  likely  to  belong 
to  the  other  series,  though  on  this  point  there  is  no  rule.  Some- 
times we  find  that  while,  generally  speaking,  the  tumour  is  smooth 
and  rounded,  the  hand,  shghtly  pressed  inwards,  encounters  one 
or  more  rounded  bodies  within  the  larger  tumour.  This  is  a 
condition  of  things  only  met  with  when  there  is  one  large  cyst, 
not  tightly  filled  with  fluid,  and  having  within  it  other  cysts ;  and 
under  such  circumstances  we  get  therefore  more  information  as  to 
the  nature  of  the  interior  of  the  tumour.  Care  must  be  exercised 
not  to  confound  with  this  condition  one  which  rather  closely  re- 
sembles it,  viz.  the  combination  of  ascites  and  ovarian  tumour. 
Such  a  mistake  could  only  be  the  result  of  great  carelessness,  but 
still  it  might  be  made.  An  event  which  is  quite  possible  is  that 
there  may  be  a  large  cyst  giving  the  fluctuation  sign  at  all  parts 
of  the  surface,  and  which  therefore  conveys  an  idea  that  the  whole 
tumour  is  made  up  of  this  cyst,  whereas  it  may  prove  after- 
wards that  within  this  cyst  is  a  considerable  mass  made  up  of 
several  smaller  cysts.  The  circumstances  are  sometimes  such, 
that  until  a  portion  of  the  fluid  in  the  large  containing  cyst  is 
evacuated  by  tapping,  the  true  nature  of  the  case  cannot  be  made 
physically  evident. 

On  the  other  hand,  when  we  find  the  tumour  unequal  as  regards 
its  sm'face,  we  draw  inferences  which  may  be  approximatively 
stated  as  follows :  If  the  tumour  present  a  large  rounded  emi- 
nence at  one  point,  a  second  eminence  of  a  like  character  at 
another,  the  depressions  between  forming  divisions  across  which 
fluctuation  is  not  transmitted,  and  we  find  the  tumour  to  be  made 
up  of  two  or  three  such  large  eminences,  the  whole  forming  a 
tumour  which  possibly  extends  up  to  the  umbilicus  or  some  way 
beyond  it,  then  we  have  probably  to  do  with  a  case  of  multiple 
cyst  of  the  ovary,  or  possibly  there  may  be  a  tumour  growing 
from  both  ovaries.  Fluctuation  evident  at  all  parts  of  the  surface, 
limited  as  above  stated,  would  be  evidence  nearly  conclusive 
that  the  case  is  not  one  of  compound  cysts,  or  one  of  composite 
tumour.  Absence  of  such  fluctuation  might  be  due  to  great  tight- 
ness of  the  cysts,  or  to  great  thickness  of  the  walls  of  the  cyst,  to 
the  presence  of  jelly-like  contents ;  or  it  might  be  that  each  of 
the  large  cysts  contained  other  smaller  ones. 

To  take  another  case  :  we  find  the  tumour  unequal  as  regards 
its  surface,  it  presents  a  rounded  eminence  at  one  part,  and  fluc- 
tuation is  here  evident ;  while  close  to  it  is  felt  a  portion  of  the 
surface  harder  and  more  resistant ;  at  other  situations  the  surface 
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IS  perhaps  still  more  irregular.  Such  a  condition  might  be  due  to 
presence  of  compound  cysts,  or  to  presence  of  a  composite  tumour 
either  glandular  (cystic  sarcoma,  alveolar  degeneration)  or  cystic- 
cancer  of  the  ovary  ;  or  there  might  be  tumour  of  both  ovaries 
Hounded  nodular  eminences  on  the  surface  of  an  otherwise  smooth 
tumour  may  indicate  either  presence  of  small  cysts  at  the  situa- 
tions in  question,  or  of  cancerous  nodules;  but  we  may  draw  one 
important  inference  from  their  existence,  viz.  that  either  the  mass 
beneath  these  nodules  is  composed  of  solid  matter  of  some  kind  or 
other,  or  that-  the  whole  tumour  is  a  compound  cystic  one  ;  the 
growth  of  small  cysts  on  the  surface  of  simple  cystic  tumour,  or 
multiple  cystic  tumour  of  the  ovary,  is  not  common. 

It  is  only  in  the  case  of  rather  small  tumours— e.f/.  tumours  not 
exceeding  the  size  of  the  head  of  an  adult— that  much  difficulty  is 
found  in  determining,  approximatively  at  all  events,  the  physical 
construction  of  the  tumour.    When  the  tumour  is  of  large  size,  if 
it  be  a  case  of  simple  or  multiple  cysts,  there  is  evident  generally, 
at  some  period  or  other,  fluctuation,  and  the  surface  is  smooth  and 
comparatively  even.   But  in  the  case  of  a  large  composite  tumour, 
or  in  the  case  of  a  large  compound  cystic  tumour,  there  is  at  some 
situations  a  marked  peculiarity  as  regards  the  surface,  in  respect 
to  the  consistence  and  degree  of  resistance  of  the  kind  above 
alluded  to.    The  diagnosis  of  the  nature  of  the  smaller  tumom-s 
requires  a  more  particular  examination.    It  has  been  already 
stated  that  a  moderate-sized  rounded  tumour,  in  which  fluctuation 
is  not  evident,  may  be  either  a  simple  cyst  with  very  tight  walls, 
having  very  dense  contents,  or  a  tumour  of  compound  or  compo- 
site nature.    The  tumour  may  be  irregular  on  the  surface  or  not : 
if  irregular,  this  will  help  us  in  the  way  previously  remarked,  but 
if  not,  the  diagnosis  has  to  rest  on  other  data.    Under  such  cir- 
cumstances, something  is  often  to  be  made  out  from  the  general 
view  of  the  case,  apart  from  the  physical  characters  of  the  tumour. 
Eapidity  of  growth,  in  the  case  of  a  non-fluctuating  tumour,  would 
incline  us  to  believe  it  to  be  one  of  compound  cysts  or  a  composite 
tumour.    '  Eapidity  of  growth  '  may  be  considered  to  be  present 
if,  in  the  course  of  six  or  eight  months,  the  tumour  has  attained 
the  size  of  a  pregnant  uterus  of  seven  or  eight  months'  gestation. 
Eapidity  of  growth,  alone,  means  nothing,  for  we  see  repeatedly 
that  large  cysts,  after  being  emptied  by  tapping,  refill  in  a  very 
short  space  of  time ;  but  if  we  have  before  us  a  non-fluctuating 
tumour,  the  fact  is  of  some  importance  in  determining  the  con- 
struction of  the  tumour. 
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Is  there  anything  which  can  be  learned  from  the  position  of  i  he 
tumour,  as  to  whether  it  be  a  purely  cystic  tumour,  or  a  compound 
cystic  tumour,  or  a  composite  tumour  ?  Nothing  absolutely.  We 
may  find  a  lai-ge  semi-cystic  tumour  occupying  the  abdomen,  and 
not  at  all  engaged  in  the  pelvis  (the  more  common  event)  ;  or  we 
may  find  a  part  of  such  a  tumour  in  the  pelvis  and  a  part  in  the 
abdomen.  And  if  the  tumour  be  made  up  of  compound  cysts,  or 
if  it  be  a  composite  tumour,  we  may  find  a  portion  of  the  same 
in  the  pelvis,  or  the  whole  may  have  passed  upwards  into  the 
abdomen. 

We  may  now  consider  the  diagnosis  of  that  class  of  cases  in 
which,  having  made  out  by  previous  examination  that  the  con- 
dition present  is  either  '  compound  cystic  tumour  '  or  composite 
tumour — it  is  considered  desirable  to  pursue  the  analysis  still 
further.  Speaking  of  these  cases  generally,  it  is  to  be  remarked 
that  in  each  the  growth  of  the  tumour  may  be  very  rapid,  but  it 
is  not  necessarily  so.  In  each  of  them  there  is  cyst  grow^th  going 
on,  which  growth  may  proceed  with  different  degrees  of  vigour  at 
different  parts  of  the  tumour.  The  superficial  part  of  the  tumour 
may  be  therefore  solid  to  the  feel,  or  it  may  be  chiefly  cystic. 
The  degree  of  resistance  communicated  to  the  touch  is  not  the 
same  in  all  cases,  even  when  the  tumour  is  identical ;  and  during 
life  no  very  precise  differentiating  indications  can  be  drawn  from 
data  of  this  kind.  The  degree  of  hardness  may  not  in  a  case  of 
cystic  cancer  be  very  different  from  that  present  in  a  case  of 
compound  cyst.  We  may  often,  however,  leai-n  something  from 
the  condition  of  the  surface  of  the  tumour.  Thus  the  presence  of 
hard  knobs  or  excrescences  on  the  surface  is  presumptive  evidence 
for  cystic  cancer,  if  we  find  they  ai'e  unlike  small  cysts  in  shape 
or  other  physical  characters.  Absence  of  such  knobs  is  not  con- 
clusive of  the  non-cancerous  nature  of  the  tumour.  Again,  the 
association  of  ascites  in  these  cases  is  of  some  importance.  Ascites 
may  be  present  in  association  with  all  kinds  of  ovarian  tumours, 
but  it  is  more  frequently  found  to  be  present  when  the  ovarian 
tumour  belongs  to  one  of  the  series  now  under  consideration ;  it 
is  most  common  when  the  tumour  is  composed  of  cystic  cancer. 
And  hence,  when  the  tumour  presents  knotty  hard  elevations,  and 
there  is  ascites,  a  suspicion  would  arise  that  the  tumour  is  of  a 
cancerous  nature.  The  other  points  to  which  attention  should  be 
directed,  for  confirmation  or  otherwise  of  this  suspicion,  are  of  a 
general  character.  The  more  simple  cystic  disease  of  the  ovary 
produces,  at  first  certainly,  but  little  effect  on  the  health  of  the 
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patient ;  but  in  the  case  of  cystic  cancer  of  the  ovary,  we  find 
that  although  the  tumour  is  not  very  large,  and  has  possibly  not 
existed  a  very  great  length  of  time,  yet  the  health  of  the  patient 
has  notably  given  way. 

Cystic  cancer  of  the  ovary  has  ordinarily  a  course  differing  from 
that  of  glandular  tumours.  The  latter  often  grow  persistently,  and 
with  such  great  rapidity  that  the  whole  abdomen  may  become,  in 
a  short  space  of  time,  distended  to  the  utmost  by  a  mass  made  up 
partly  of  cysts,  partly  of  a  sarcomatous  substance.  In  cystic 
cancer  the  tumour  is  not  so  large. 

The  '  compound  cyst '  tumour  of  the  ovary,  on  the  other  hand, 
presents  characters  somewhat  allied  to  those  observed  in  more 
simple  cystic  disease;  but  there  is  great  variability;  and  this 
arises  from  the  fact  that  the  tumour  remains,  sometimes,  quiescent 
for  a  time,  and  then,  perhaps  suddenly,  starting  into  active  growth, 
produces  rapidly  enormous  enlargement  of  the  abdomen. 

Possible  complications  of  ovarian  tumour,  to  be  considered 
in  arriving  at  a  diagnosis. — When  an  ovarian  tumom-  rapidly 
increases  in  size,  the  question  should  always  occur.  Is  the  enlarge- 
ment due  to  pregnancy  ?  If  the  tumour  be  of  a  solid  character, 
or  partly  so,  this  is  more  important,  but  in  all  cases  the  first 
question  which  should  be  determined  has  reference  to  the  possi- 
bility of  pregnancy  having  supervened.  Proper  means  must  be 
taken,  by  vaginal  examination,  auscultation,  etc.,  to  decide  tins 
question.  Experience  has  shown  that  the  mistakes  which  have 
been  made  in  undertaking  operations  in  ignorance  of  the  presence 
of  pregnancy,  have  arisen,  not  from  the  inherent  difficulties  of  the 
diagnosis,  but  from  circumstances  generally  controllable. 

Ascites  is  another  complication  which  is  rather  common.  It 
is  more  frequently  present  when  the  ovarian  tumour  is  irregular 
in  outline  than  when  the  shape  is  more  rounded  and  equable,  and 
ascites  is  frequently  conjoined  xAth  a  malignant  ovarian  tumour. 
It  is  sometimes  necessary  to  get  rid  of  the  ascitic  fluid  by  tapping, 
in  order  to  explore  satisfactorily  the  ovarian  tumour. 

Another  important  though  rare  complication  of  ovarian  tumour 
is  presence  of  gas  within  it.  Sometimes  an  ovarian  cyst  bursts 
into  the  intestinal  canal,  and  gas  enters  the  cyst.  Thus  an 
ovarian  tumour,  one  day  dull  on  percussion  and  fluctuating,  may 
on  another  be  found  to  have  become  tympanitic.  The  occurrence 
is  rare. 

Tapping  as  a  means  of  diagnosis  of  the  nature  of  <i 
jDresumed  ovarian  tumour. — Under  some  cii-cumstances  it  is 
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necessary  to  tap  an  ovarian  tumour  in  order  to  release  the  patient 
from  suffering ;  at  other  times  this  operation  is  undertaken  as  a 
curative  measure  alone,  or  combined  with  other  proceedings  which 
will  be  discussed  in  their  proper  place.  At  other  times,  again, 
tapping  is  had  recourse  to  in  order  to  throw  further  light  on  the 
diagnosis. 

The  tapping,  when  performed  for  the  former  of  the  above 
reasons,  can  be  always  made  subservient  to  the  further  diagnosis 
of  the  nature  of  the  tumour. 

An  important  piece  of  information  relates  to  the  nature  of  the 
contents  of  the  tumour.  Sometimes  when  tapping  is  performed 
it  happens  that  no  fluid  can  be  made  to  pass  through  the  canula 
on  withdrawal  of  the  trochar.  This  may  be  due  to  great  viscidity 
of  the  contents,  or  to  the  fact  that  in  the  interior  of  the  tumour 
there  are  a  multitude  of  small  cysts,  or  to  the  circumstance  that 
the  tumour  is  of  a  solid  nature.  By  passing  a  probe  through  the 
canula  something  more  may  be  learnt.  The  fluid  which  comes 
away  is  different  in  different  cases,  as  already  stated,  and  it  does 
not  appear  that  examination  of  the  fluid  affords  a  decided  indica- 
tion as  to  the  kind  of  ovarian  tumour  present.  To  this  there  is 
one  exception  in  the  case  of  the  dermoid  cysts  of  the  ovary,  which 
contain  often  a  fluid  which  has  this  peculiarity,  that  on  cooling  it 
undergoes  transformation  into  a  solid  mass  resembling  butter. 
Presence  of  such  fluid  would  show  that  we  have  to  do  with  a 
dermoid  cyst.  In  a  case  related  by  Dr.  Alex.  K.  Simpson,*  there 
was  removed  from  an  ovarian  cyst  of  this  kind  a  single  red  hair, 
and  it  was  subsequently  found  that  the  cyst  contained  a  mass  of 
tangled  hair.  It  was  further  noticed  that  this  hair  had  the  same 
colour  as  that  covering  the  pubes  of  the  patient. 

In  cases  of  the  more  common  kind,  however,  the  nature  of  the 
fluid  will  not  inform  us  as  to  the  nature  of  the  ovarian  tumour. 

To  distinguish  between  an  ascitic  and  an  ovarian  fluid  is 
important.  Ascites  and  ovarian  dropsy  should  be  distinguished 
on  other  data  than  an  examination  of  the  fluid  procured  by 
tapping.  The  microscopic  and  other  characters  of  the  fluid  are 
of  service  in  determining  its  origin  (see  p.  705).  The  cells 
and  granules  vary  greatly  in  size  even  in  the  fluids  from 
different  cysts  of  the  same  ovary :  the  fallacies  involved  in  a 
dependence  on  these  characters  for  a  diagnosis  are,  that  the  ovarian 
fluid  may  have  burst  into  the  abdomen,  become  ascitic  in  fact 
and  thus  mingled  with  peritonitic  effusion  ;  further,  lymph  and  pus 
'  li'din.  Med.  Joxmi.  March  1862,  p.  886. 
3  n  2 
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are  not  uncommonly  found  in  ovarian  cysts — hence  a  microscopical 
examination  of  the  fluid  may  serve  to  strengthen  an  opinion,  but 
alone  ought  not  to  decide  one.  The  results  of  tapping  in  cases  of 
fibro-cystic  tumour  of  the  uterus  would  not  materially  aid  the 
diagnosis.  Tapping  and  examination  of  the  fluid  removed  is  an 
important  means  of  diagnosis  in  cases  where  the  tumour  is  possibly 
of  renal  origin.  Urea  would  be  searched  for  under  such  circum- 
stances. 

If,  after  tapping  and  emptying  an  ovarian  cyst,  we  find  the 
whole  of  the  ovarian  tumour  gone,  we  may  reasonably  conclude 
that  the  case  is  one  of  simple  ovarian  cyst.  Frequently  it 
happens  that  immediately  after  tapping  there  is  evidence  of  tlio 
existence  of  a  second  cyst,  or  of  a  solid  mass  or  masses  which  were 
not  perceptible  before,  and  of  whose  existence  as  parts  of  the 
tumour  we  could  not  otherwise  have  been  informed ;  and  a  case 
which  at  first  appears  to  be  one  of  simple  cystic  disease  may  thus 
prove  to  be  one  of  compound  cystic  tumour,  or  of  composite 
tumour  of  the  ovary. 

If  after  tapping  we  find  a  tumour  still  remaining,  this  may  he 
another  cyst  from  the  same  ovary,  contained  within  the  first,  or 
simply  in  juxtaposition  with  it ;  or  it  may  be  a  solid  tumom'  or 
mass  of  cysts ;  it  may  be  a  cystic  tumour  of  the  other  ovary,  or  it 
may  be  a  tumour  of  the  uterus.  The  diagnosis  of  this  secondary 
tumour  should  be  made  carefully  and  with  due  consideration  of 
the  possibility  of  pregnancy. 
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CHAPTER  XLIX. 
DISEASES  OF  THE  OVARIES — Continued. 

Treatment  op  Ovarian  Tumours  and  Dropsy. 

Ovariotomy. —  Statistics — Present  and  former  Statistics  of  the  Operation — Mr. 

Spencer  Wells's  1,000  Cases. 
Tapping  as  Preliminary  or  as  Substitute  for  Ovariotomy — Danger  of  Tapping — 

Method  of  Tapping. 
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—Precautions  during  and  after  the  Operation — Various  Opinions  on  Value  of 
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Palliative  Treatment  of  Ovarian  Tumours. 


OVARIOTOMY. 


It  is  no  longer  necessary,  as  was  the  case  fifteen  years  ago,  to 
offer  an  apology  for  the  operation  of  ovariotomy,  to  dilate  on  its 
advantages,  and  to  combat  the  arguments  of  those  opposed  to  it. 

The  signal  successes  of  the  numerous  operations  of  late  years  

one  operator  (Mr.  Spencer  Wells)  counting  his  cases  over  one 
thousand — the  less  numerous  but  equally  decided  results  of  other 
operators,  have  now  removed  by  the  demonstrative  method  the 
objections  which  were  entertained  to  a  formidable  operation  ;  and 
ovariotomy  is  now  the  recognised  operation  for,  and  the  recog- 
nised best  method  of  dealing  \yith,  almost  all  cases  of  ovarian 
tumour  and  dropsy  where  the  operation  in  question  can  be  per- 
formed. 

The  operation  of  ovariotomy,  first  suggested  by  William  Hunter 
was  first  performed  in  America.  It  consists,  as  need  hardly  be 
stated,  in  excising  the  whole  of  the  diseased  ovary,  an  incision  for 
this  purpose  being  made  in  the  abdominal  parietes.  At  first  the 
operation  was  received  with  disfavour,  though  some  few  operators 
were  tolerably  successful.    Dr.  Clay  of  Manchester  first  performed 
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the  operation  on  an  extensive  scale,  and  his  success  attracted 
further  attention  to  the  subject.  In  the  metropolis  the  operation, 
next  obtained  a  firm  footing,  mainly  through  the  success  of  Mr. 
Spencer  Wells.  The  results  obtained  by  operators  of  late  yea  i  s 
have  been  increasingly  more  favourable  than  was  the  case  a  few 
years  since.  Taking  the  results  of  numerous  operations  of  late 
years  by  the  best  operators,  the  recoveries  appear  to  be  from  80 
to  85  or  even  90  per  cent. 

This  result  may  be  compared  with  that  of  cases  of  ovarian 
dropsy  left  to  themselves,  from  which  comparison  it  will  be  seen 
that  of  100  individuals  coming  before  us  affected  with  progressive 
ovarian  cystic  disease,  90  may  be  expected  to  be  dead  within  two 
years  if  nothing  beyond  palliative  measures  be  adopted.  The 
operation  of  ovariotomy  has  this  peculiarity,  that  it  almost  abso- 
lutely cures  the  patient,  a  possible  drawback  being — what  is  shown 
to  be  an  exceedingly  rare  occurrence — the  possibility  of  the  other 
ovary  becoming  affected  subsequently,  and  thus  necessitating  a 
second  operation ;  a  second  possible  drawback  also  being  that 
when  the  ovary  is  affected  with  cancerous  disease,  ovariotomy  will 
not  be  of  permanent  benefit. 

As  regards  what  may  be  termed  the  older  set  of  statistics  of 
the  operation,  may  be  cited  the  valuable  statistical  account  ot 
ovariotomy  published  by  Mr.  John  Clay  of  Birmingham,  including 
all  cases  of  which  he  had  been  able  to  obtain  particulars  up  to  the 
year  1860  : — 

In  212  cases  of  completed  ovariotomy  the  operation  was  successful. 

In  183  „         „         „         „         „         „  unsuccessful. 

In  24  cases  partial  excision  was  performed :  10  recoveries  and  14  deaths. 

In  13  cases  an  operation  was  performed,  but  extra-ovarian  tumours  only  were 
removed  :  3  recoveries  and  10  deaths. 

In  82  the  operation  was  begun,  and  abandoned  on  account  of  adhesions;  of 
these,  58  recovered  from  the  operation,  and  24  died. 

In  23  cases  ovariotomy  was  attempted,  but  abandoned  in  consequence  of  the 
disease  being  extra-ovarian. 

These  statistics  of  Mr.  Clay's  included  a  number  of  operations 
undertaken  at  various  times  and  in  various  places,  and  with  very 
numerous  drawbacks,  want  of  knowledge  as  to  diagnosis  and  treat- 
ment, etc.  Taking  these  395  cases  of  ovariotomy,  it  will  be  seen 
that  53  per  cent,  were  saved,  and  cured  of  a  disease  which  would 
have  left  alive  only  about  10  or  15  per  cent,  at  the  end  of  two  or 
three  years  ;  that  is  to  say,  assuming  the  correctness  of  the  calcu- 
lation as  to  duration  of  life  under  these  circumstances  which  were 
ordinarily  accepted. 
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The  last  twenty  years  have  been  very  fruitfu  m  regard  to  the 
success  from  the  operation  of  ovariotomy.  The  preceding  para- 
graphs indicate  the  results  up  to  the  year  I860.  In  the  last 
edition  of  this  work  (1872)  I  stated  that  the  results  obtained  in 
the  preceding  eleven  years  warranted  the  expectation  that  70  to 
80  per  cent,  of  cures  might  be  expected  when  the  operation  was 
undertaken  by  experienced  operators. 

But  during  the  last  ten  years  the  success  of  the  operation  has 
made  great  strides.  The  operation  has  passed  from  a  possibly 
successful  operation  to  an  almost  certainly  successful  one,  and  the 
mortality  may  be  said  to  be  now  about  10  per  cent,  or  even  less. 

Mr.  Spencer  Wells  has  performed  the  operation  in  over  1,000 
cases  (up  to  June  1880),  with  231  deaths  and  769  recoveries. 
Taking  the  several  series  of  100  cases,  the  deaths  in  the  first 
100  cases  were  34;  in  the  second  series  of  100,  28  ;  and  in  the 
following  series  23,  22,  20,  28,  24,  24,  17,  11  ;  thus  showing  a 
very  great  diminution  in  the  mortality  during  the  last  four  years. 
Other  operators  have  emulated  the  success  of  Mr.  Spencer  Wells  : 
in  England,  Scotland,  on  the  Continent,  and  in  the  United  States 
of  America,  might  be  mentioned  the  names  of  operators  who  have 
each  performed  large  series  of  ovariotomies  with  very  great  success 
and  with  a  very  low  mortality. 

The  first  question  to  be  determined  when  the  case  is  judged  to 
require  operative  treatment,  is  whether  the  operation  of  tapping 
or  ovariotomy  is  to  be  preferred. 

Tapping  is  a  palliative  measure.  In  a  few  cases  it  has  proved 
curative.  It  is  adapted  for  cases  where  the  tumour  is  composed 
of  a  simple  large  cyst  filled  with  fluid.  It  is  sometimes  necessary 
as  a  preliminary  procedure  to  ovariotomy,  either  to  render  the 
diagnosis  more  certain,  or  to  relieve  the  extreme  dyspnoea  and 
embarrassment  of  the  circulation  present,  and  thus  to  place  the 
patient  in  a  better  state  for  the  more  severe  operation. 

In  some  cases  patients  are  tapped,  and  no  refilling  of  the  cyst 
t^ikes  place  for  some  time,  for  months  or  for  even  longer — to  a 
distressing  extent  at  least;  but  as  a  rule  the  cyst  refills  with 
rapidity,  and  to  relieve  the  patient  tappings  are  necessary  again 
and  again,  the  interval  becoming  progressively  shorter  and  shorter 
after  each  operation. 

It  was  formerly  thought  that  tapping,  by  setting  up  adhesions, 
rendered  subsequent  attempts  to  perform  ovariotomy  more  diffi- 
cult. Mr.  Spencer  Wells's  statistics,  adduced  in  a  paper  read  at 
the  Royal  Medical  and  Chirurgical  Society  in  April  1869,  do  not, 
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however,  bear  out  this  view,  at  least  to  any  weighty  extent,  for  tlir^ 
percentage  of  mortality  of  ovariotomy  after  repeated  tapping, 
compared  with  that  of  ovariotomy  without  tapping,  was  only  1  per 
cent,  greater  in  the  former  than  in  the  latter  case. 

Mr.  Spencer  Wells  ^  in  his  lectures  advises  tapping  to  he 
performed  first  in  all  cases  of  simple  cyst,  and  he  stated  that 
he  knew  of  many  cases  where  the  cyst  never  refilled  after  the 
tapping. 

The  dangers  connected  with  tapping  are — 1.  The  possibility  of 
puncture  of  a  large  vessel  in  the  abdominal  parietes.  2.  The 
possibility  of  puncture  of  a  vessel  of  the  cyst  itself,  which  might 
subsequently  continue  to  pour  out  blood.  3.  The  production  of 
septicaemia.  This  latter  would  be  prevented  almost  certainly  by 
antiseptic  precautions.  4.  The  escape  of  irritating  cyst  contents 
into  the  peritoneum  and  production  of  inflammation  thereby.  It 
appears  that  as  a  matter  of  fact  large  experience  does  not  show 
that  these  dangers  are  considerable,  and  they  seem  much  less  than 
they  were  formerly  supposed  to  be. 

The  operation  of  tapping  is  usually  performed  through  the  ab- 
dominal parietes,  when  the  object  is  palliative.  The  operation  of 
tapping  from  the  vagina  is  generally  performed  with  other  views, 
to  be  spoken  of  presently.  In  some  cases  ovarian  cysts  have  been 
evacuated  by  tapping  from  the  rectum. 

Tapping  was  for  a  long  time  the  only  operation  attempted  in 
cases  of  ovarian  dropsy.  In  some  cases  tapping  is  impossible,  as 
when  the  tumour  consists  of  many  cysts,  or  when  it  is  wholly 
solid :  these  cases  do  not  require  to  be  discussed.  If  the  dis- 
tension of  the  abdomen  for  which  the  rehef  is  necessary  has  been 
slowly  advancing,  there  appears  no  reason  why  tapping  should  be 
postponed  ;  but  if  it  be  recent,  it  is  advisable  to  wait  longer  before 
operating — that  is  to  say,  when  the  cyst  is  single,  and  no  indica- 
tion for  ovariotomy  is  present. 

In  some  instances  the  result  of  examination  is,  that  we  find  it 
difficult  to  say  whether  the  whole  of  the  tumour  be  due  to  the 
presence  of  a  single  large  cyst  or  not :  here  the  presence  of  other 
cysts  in  a  state  of  growth  at  the  base  of  the  tumour  would  deter- 
mine us  on  advising  ovariotomy  in  preference  to  tapping.  In 
such  cases  it  maybe  deemed  better  topm^sue  the  following  course : 
to  tap  the  cyst  and  ascertain,  in  the  maimer  previously  pointed 
out  whether  such  secondary  cysts  be  present  or  not,  and,  in  the 

>  Lectures  at  the  Royal  College  of  Surgeons,  1878.     Brit.  Mod.  Jouru.  July 
1878. 
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event  of  such  being  found,  to  proceed  at  once  with  the  more 
radical  operation  of  ovariotomy. 

After  all,  in  the  majority  of  cases  the  decision  will  probably 
more  and  more  incline  in  favour  of  ovariotomy  rather  than 
tapping,  the  risk  of  the  radical  operation  being  so  little  in  excess 
of  that  of  a  measure  which  is  only  palliative. 

Mode  of  'performing  the  operation  of  tapping.  —  The 
readiest,  and,  on  the  whole,  the  safest  method  of  performing  the 
simple  operation  of  tapping  is  to  place  the  patient  on  the  back, 
and  to  allow  the  fluid  to  escape  through  a  flexible  tube  into  a 
vessel  placed  by  the  side  of  the  bed  or  couch.  The  best  situation 
at  which  to  make  the  perforation  in  the  abdominal  walls  is  the 
median  line;  there  being  thus  less  risk  of  wounding  vessels.  It  is 
best  to  make  a  small  incision  in  the  skin  first,  in  order  to  allow 
the  trochar  more  easily  to  pass  through  the  abdominal  wall.  The 
canula  .should  have  attached  to  it,  as  in  Mr.  Spencer  Wells's  in- 
strument, a  long  india-rubber  tube.  The  contents  of  the  cyst 
escape  on  withdrawal  of  the  trochar.  Mr.  Wells  uses  a  rather 
large  trochar,  the  point  made  like  a  steel  pen,  and  a  blunt  canula 
is  added  so  as  not  to  injure  the  cyst  wall  opposite.  It  is  hardly 
necessary  to  observe  that  the  bladder  should  be  very  carefully 
emptied  by  the  catheter  before  proceeding  to  the  operation.  If 

I during  the  operation  the  canula  become  choked  up,  a  long  probe 
should  be  used  to  remove  the  obstruction.    During  the  escape  of 
the  fluid  gentle  pressure  maybe  exercised  on  the  abdomen.  After 
completion  of  the  operation  a  wide  flannel  bandage  should  be  care- 
^    fully  applied,  the  wound  being  previously  covered  over  by  a  piece  of 
lint  soaked  in  collodion  or  carbolised  oil,  folded  in  the  form  of  a  com- 
k   press.  Should  fainting  occur  during  the  operation,  brandy  or  other 
stimulants  must  be  given,  and  the  cyst  evacuated  more  slowly.  Quiet 
after  the  operation  is  very  essential,  and  the  body  should  be  kept 
I    as  nearly  as  possible  immovable  for  at  least  twenty-four  hours  after 
'■    the  operation,  the  catheter  being  used  to  evacuate  the  bladder. 

The  cyst  inflammation  liable  to  arise  after  tapping  is  accom- 
panied with  great  pain,  great  tendency  to  nausea,  or  actual  vomit- 
I'  ing,  and  general  symptoms  of  peritonitis.  Warm  poultices  iced 
drinks  to  allay  the  vomiting,  are  the  best  remedies  in  such  cases 
\  and  small  quantities  of  stimulants— brandy  or  champagne— may 
also  be  administered.  If  the  symptom  assume  a  severe  form  the 
operation  of  ovariotomy  should  be  performed  forthwith. 

Tapping  followed  by  pressure.— This  is  a  method  of  treating 
cases  which  at  the  X)i*esent  day  it  seems  useless  to  discuss. 
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Tapping  folloiued  by  iodine  injection  is  also  a  procedure  not 
necessary  now  to  discuss,  as  it  has  become  discontinued. 

We  may  next  consider  tlie  indications  for  ovariotomy.  The 
average  opinion  among  those  in  favour  of  this  operation  may  be 
stated  as  being  to  the  efifect  that  when  the  ovarian  tumour  is 
growing  fast,  and  when  by  reason  of  this,  or  in  some  other  manner, 
life  is  threatened  at  no  distant  period,  the  operation  is  to  be  re- 
commended. But  it  is  necessary  to  be  more  explicit.  If  our  ex- 
amination convinces  us  that  the  tumour  is  of  cystic  nature,  that 
it  is  growing  fast,  that  it  is  made  up  of  three  or  more  cysts,  and 
the  general  health  is  threatened,  this  seems  a  case  for  ovariotomy. 
Equally  so  if  the  tumour  be  partly  cystic,  partly  solid,  this  solid 
matter  not  being  cancerous.  The  alveolar  tumour  of  the  ovary 
falls  under  the  same  category,  and  also  cases  of  dermoid  or  fat 
cysts  '  progressive  '  in  nature.  If  the  ovarian  tumour  be  simply 
fibrous  the  operation  is  less  likely  to  be  required,  but  even  here 
the  tumour  may  excite  so  much  irritation  by  its  presence  that 
an  operation  ig  a  better  procedure  than  letting  the  tumour  alone. 
These  solid  tumours  have  an  atmosphere  of  doubt  about  them, 
however,  which  puts  them  out  of  ordinary  categories.  The  opera- 
tion in  such  cases  is  often  an  *  exploratory '  one,  the  operator 
determining  beforehand  to  remove  the  tumour  if  possible  (see 
*  Diagnosis '). 

Upon  the  next  class  of  cases  the  decision  is  sometimes  not  to 
be  made  at  once.  They  are  cases  in  which  there  is  only  one  cyst 
in  the  ovary,  or  possibly  two,  and  the  disease  is  not  strictly  a 
progressive  one ;  or,  at  all  events,  this  quality  of  it  has  not  yet 
declared  itself.  In  some  such  cases,  ovariotomy  is  not  at  all  events 
immediately  required,  but  there  are  cases  in  which  there  are  good 
reasons  for  preferring  to  recommend  ovariotomy,  viz.  where  there 
is  rapid  formation  of  fluid  requiring  frequent  tapping,  and  threat- 
ening life  in  this  manner.  A  tendency  of  this  kind  is  hardly  less 
destructive  to  the  patient  than  the  tendency  to  the  rapid  forma- 
tion of  other  cysts.  The  arguments  for  ovariotomy  in  cases  where 
the  •  badness '  of  the  case  falls  short  of  that  just  spoken  of,  are, 
that  the  earlier  the  operation  is  performed  the  safer  it  is,  and  the 
less  risk  also  that  the  operation  will  be  interfered  with  by  the 
presence  of  adhesions.  The  difficulty  experienced  in  deciding  as 
to  what  is  the  best  thing  to  be  done  in  individual  cases  is  one 
which  cannot  be  got  over  by  any  amount  of  generalisation  on  the 
subject,  and  in  a  doubtful  case  small  things  turn  the  balance. 

Another  class  of  cases  in  which  ovariotomy  might  be  performed 
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are  those  in  which,  although  the  case  is  not  a  '  favourable '  one 
for  operation,  the  disease  is  so  far  advanced  that  the  patient  must 
otherwise  certainly  die  soon,  and  where  the  operation  might  pos- 
sibly save  life. 

Mr.  Spencer  Wells  ^  says  on  this  subject :  '  In  cases  where 
tapping  could  be  of  little  use,  or  has  been  tried,  and  iluid  was 
re-formed  after  repeated  tappings,  and  all  ordinary  treatment  has 
proved  of  no  avail,  then  arises  the  question,  "  Is  this  a  casein 
which  ovariotomy  should  be  recommended  to  a  patient?"  the 
common-sense  rule  that  I  have  been  in  the  habit  of  following 
has  been  to  say  to  a  patient,  or  to  the  medical  men  with  whom  I 
am  in  consultation.  So  long  as  this  patient  is  moderately  com- 
fortable ;  so  long  as  she  can  walk  a  mile,  or  for  half  an  hour,  without 
inconvenience  ;  so  long  as  she  can  get  up  and  down  stairs  ;  so  long 
as  there  is  no  great  pressure  upon  any  of  the  organs  of  the 
abdomen  or  pelvis,  and  she  can  breathe  pretty  well,  and  her  heart 
is  not  interfered  with, — such  a  patient  as  that  may  be  left  to 
ordinary  palliative  treatment,  with  the  usual  attention  to  the 
general  health.' 

Difficulties  and  possible  contra-indications. — One  source  of 
difficulty  arises  from  adhesions.  The  diagnosis  of  the  presence  of 
adhesions  is  sometimes  quite  imjDossible  to  make,  but  the  presence 
of  very  extensive  adhesions  has  not  been  found  by  any  means  an 
insuperable  difficulty  in  the  way  of  the  performance  and  comple- 
tion of  the  operation.  When  a  portion  of  the  tumour  is  in  the 
pelvis,  we  may  often  ascertain  whether  adhesions  are  present  or 
not,  by  pressing  the  tumour  upwards  from  the  vagina,  and  by  the 
mobility  or  otherwise  of  the  tumour  thus  found  to  exist.  Mr. 
Wells  suggests  that  the  tumour  should  first  be  tapped,  and 
pressure  then  made  from  below,  in  order  to  ascertain  the  presence 
or  absence  of  this  mobility.  But  it  is  to  be  remarked  that  the 
shape  of  the  lower  part  of  the  tumour  might  prevent  its  being 
thus  moved  from  below,  adhesions  being  quite  absent.  A  careful 
examination  through  the  abdominal  walls  may  show  that  there  is 
mobility  of  the  tumour;  this  indicates  absence  of  adhesions. 
Again,  as  pointed  out  by  Mr.  Baker  Brown,  the  skin  can  be 
grasped  and  separated  from  the  tumour  if  adhesions  be  absent. 
These  signs,  however,  for  the  most  part  affect  the  diagnosis  of 
presence  of  adhesions  anteriorly.  The  intestines  are  liable  to 
contract  very  close  adhesions  with  the  tumour  in  long-standing 
cases,  and  these  adhesions  are  posterior.  Respecting  existence  of 
»  Lectures  Royal  College  of  SurgeonSy  loo.  cit. 
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posterior  adhesions,  the  results  of  examination  are  not  conclusive. 
Practically,  I  am  certain  that  the  question  as  to  the  presence  or 
absence  of  adhesions  is  one  which  must  frequently  remain  un- 
answered until  the  operation  is  begun.   Adhesions  may  be  expected 
in  cases  where  the  patient  has  been  repeatedly  tapped.  Anasarca 
of  the  lower  extremities  is  justly  regarded  by  Mr.  Spencer  Wells 
as  not  necessarily  a  bar  to  the  operation,  for,  as  he  observes,  it 
may  depend  solely  on  mechanical  pressure  of  the  tumour.    I  have 
myself  seen  very  marked  oedema  of  the  lower  extremities,  from 
the  presence  of  retroversion  of  the  uterus,  together  with  extreme 
distension  of  the  bladder.    When  it  is  dependent  on  associated 
disease  of  the  kidneys  or  other  viscera,  or  on  cancerous  disease, 
oedema  is  undoubtedly  a  contra-indication.    One  of  the  worst 
cases  of  cedema  of  the  lower  extremities  I  have  seen  was  a  case  in 
which  on  operation  the  tumour  turned  out  to  be  cancerous.  And 
the  remarks  of  Mr.  Wells  in  reference  to  ascites  are  equally  to  the 
point.    If  the  ascites  be  an  ascites  mechanically  produced,  it  is  of 
less  consequence.    In  the  case  of  a  small,  recent  ovarian  tumour, 
where  there  is  a  good  deal  of  ascites,  the  operation  is  contra- 
indicated,  because  there  is  a  greater  probability  of  the  disease 
being  of  cancerous  nature.    It  not  unfrequently  happens  that 
there  is  much  ascites  and  a  very  large  tumour.    In  such  cases,  as 
a  rule,  the  ascites  is  no  obstacle  whatever  to  the  operation ;  in  som: 
respects  it  is  an  advantage,  as  adhesions  are  less  likely  to  interfere. 

The  contra-indication s  which  have  been  laid  down  by  som' 
operators,  such  as  the  health  being  very  much  broken  down, 
where  the  drain  of  albuminous  matter  by  repeated  tapping  ha 
been  great,  the  disease  being  of  a  colloid  nature  or  otherwise  ma 
terially  departing  from  the  true  cystic  character,  where,  from  th 
habits  of  the  patient,  other  organs  have  suffered,  organically,  to 
the  serious  detriment  of  their  functions, — these  restrictions  are 
undoubtedly  very  much  to  the  purpose  if  the  success  of  the  opera- 
tion alone  be  considered,  and  they  offer  an  important  addition  to 
the  arguments  in  favour  of  '  early  '  operation.  But,  as  before  re- 
marked, there  is  a  class  of  cases  in  which  the  operation  is  justifiable 
as  a  dernier  ressort.  This  is  a  point  on  which  it  seems  hardly 
possible  to  lay  down  laws.  Each  case  has  a  law  of  its  own, 
Avhich  law  it  is  the  business  of  the  practitioner  to  discover.  V>r. 
Keith  of  Edinburgh  has  recorded  a  case  in  which  he  performed  the 
operation  when  the  cyst  was  actually  in  a  state  of  gangrene,  and 
with  success,  the  patient  being  snatched  literally  from  the  jaws 
of  death.    Dr.  Wiltshire  with  Dr.  Watson  operated  on  a  patient 
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(lying  from  liremorrhage  into  an  ovarian  cyst  under  equally  critical 
circumstances  ;  the  patient  survived  ;  and  Dr.  Keith  more  recently 
,  stilted  that  he  had  operated  fourteen  times  in  cases  of  acute 
suppurating  or  putrid  cysts,  with  twelve  recoveries. 

Cases  where  the  tumour  turns  out  to  be  cancerous  are  of  course 
the  most  unfavourable  of  all,  not  so  much  as  regards  the  imme- 
I  diate  prospect  of  recovery  from  the  operation  as  in  respect  to  its 
i'  ultimate  effect,  or  rather  want  of  effect,  in  saving  life.  The  age  of 
the  patient,  and  other  circumstances,  such  as  the  composition 
of  the  tumour,  the  presence  of  adhesions,  etc.,  do  not  appear 
,  to  materially  influence  the  result,  the  patient  having  an  almost 
equally  good  chance  of  recovery  if  the  operation  is  capable  of 
being  completed. 

The  decision  for  or  against  ovariotomy  should  be  left  to  the 
patient  or  her  friends :  it  is  for  them  to  take  the  responsibility. 
It  is  our  duty,  firstly,  to  make  a  diagnosis  as  accurate  as  possible, 
taking  the  whole  circumstances,  past  and  present^  into  considera- 
tion ;  secondly,  to  make  to  the  best  of  our  ability  a  prognosis  of 
the  case,  and  to  lay  before  the  patient  and  her  friends  the  results 
arrived  at. 

Mr.  Spencer  Wells  says,  '  The  probable  result  of  ovari- 
otomy can  be  estimated  with  far  greater  accuracy  by  a  knowledge 
of  the  general  condition  of  the  patient  than  by  the  size  and 
condition  of  the  tumour ;  and  from  a  patient  with  a  good 
sound  constitution  one  can  remove  a  very  large  tumour  having 
very  extensive  adhesions,  and  she  will  probably  recover ;  whereas, 
among  people  who  have  been  drunkards,  or  in  whom  the  con- 
stitution has  otherwise  been  impaired,  or  who  have  a  feeble 
heart,  unhealthy  kidneys,  or  diseased  liver,  the  operation  is  much 
more  hazardous  than  in  a  healthy  person.  The  size  of  an 
ovarian  tumour  alone  has  not  appeared  to  me  to  affect  the  result 
very  much  ;  the  removal  of  some  very  large  tumours  has  been 
followed  by  recovery,  whereas  death  has  followed  the  removal 
of  much  smaller  ones.  And  a  patient  who  is  accustomed  to  the 
life  of  a  sick-room  bears  an  operation  much  better  than  a  person 
taken  from  the  ordinary  pursuits  of  active  Hfe  and  at  once  sub- 
jected to  an  operation.' 

'  The  size  of  an  ovarian  tumour  alone,  I  say,  does  not  very  much 
affect  the  result;  but,  if  it  be  a  very  solid  tumour,  requirino-  a 
very  large  incision  for  its  removal,  the  incision  extending  v'ery 
nearly  to  the  sternum,  then  the  risk  is  very  much  greater.  I  have 
a  tumour  could  be  removed  by  an  incision  not  exceeding 
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five  or  six  inches  in  length,  the  mortality  is  considerably  less 
than  when  it  necessarily  extends  to  nine,  ten,  or  eleven  inches. 
Adhesions,  if  only  to  the  abdominal  wall,  do  not  much  affect  the 
result ;  if  they  be  low  down  in  the  pelvis,  the  mortality  is  con- 
siderably increased  by  them.' 

'  Almost  the  only  positive  contra-indication  to  an  operation,  I 
think,  would  be  the  fact  that  the  patient  has  some  other  disease 
which,  if  it  pursued  its  natural  course,  would  certainly  kill 
her.' 

'  With  regard  to  the  suspicion  of  cancer,  and  how  far  that  should 
decide  the  surgeon  not  to  remove  an  ovarian  tumour,  I  think,  if 
one  were  certain  it  was  cancerous,  one  ought  to  be  content  with 
tapping,  removing  any  peritoneal  fluid  that  might  be  formed 
around  it,  and  not  attempting  to  remove  it.  The  disease  would 
almost  certainly  return.  But  still  again  I  have  seen  some  very 
extraordinary  cases  in  which  I  have  removed  ovarian  tumours 
which  appeared  at  first  sight  to  be  ordinary  multilocular  tumours, 
and  where  a  careful  examination  showed  evident  proofs  of  malig- 
nant growth,  yet  the  patients  for  a  long  time  remained  in  good 
health.  In  one  case  it  was  ten  or  eleven  years  before  there  was 
any  return.  So  I  think  even  the  knowledge  that  a  tumour  was  in 
all  probability  cancerous  would  not  allow  one  to  put  operation 
aside  altogether ;  but  it  necessarily  obliges  the  surgeon  to  be  very 
much  on  his  guard.'  ^ 

THE  OPERATION  OF  OVARIOTOMY. 

Mr.  spencer  Wells's  instructions  as  to  the  operation  are  as 
follows  : — 

'The  place,  T  need  hardly  say,  should  be  as  healthy  a  place  as 
we  can  find.  The  patient  should  be  lodged  in  the  best  house,  in 
the  best  sanitary  condition,  and  in  the  best  room,  that  can  be 
secured  for  her.  The  room  must  be  so  arranged  that,  after  the 
operation,  she  can  be  kept  perfectly  quiet ;  it  must  be  well  venti- 
lated, though  she  must  be  protected  from  any  current  of  cold  air, 
and  at  the  same  time  not  overheated. 

'  The  bowels  should  be  relieved,  and  any  evident  concentration 
of  urine  corrected  by  citrate  of  potash  or  some  other  simple  saline. 
[To  these  precautionary  hints  of  Mr.  Wells  it  is  proper  to  add 
that  no  solid  food  should  be  given  on  the  day  of  the  operation. 
It  is  of  course  essential  that  the  operator,  and  all  present  at 
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the  operation,  be  free  from  all  suspicion  of  post-mortem  taint.  A 
nail-brush  should  be  carefully  used  by  the  operator  and  assistants.] 
'The  table  cm  which  the  operation  is  performed  should  be 
arranged  near  a  window,  so  that  the  light  falls  on  the  table  dia- 
gonally. The  patient  is  brought  in  and  lies  down  on  the  table. 
•  Her  feet  and  legs  are  carefully  wrapped  up  ;  and  she  is  covered 
by  a  blanket,  and  a  strap  is  fastened  over  her  knees,  so  that  she 
cannot  throw  her  limbs  about.  It  is  well  also  to  tie  the  hands  ; 
and  nothing  is  better  for  this  purpose  than  an  ordinary  bandage, 
making  a  loop,  passing  it  over  the  sleeve  of  the  dressing-gown, 
and  tying  the  hands  down  to  the  legs  of  the  table.  Each  hand 
should  be  tied  down.  In  the  next  place,  one  wants  to  protect  the 
clothing.  If  she  have  simply  a  night-dress  on,  with  a  flannel 
about  her  shoulders,  she  and  the  bedding  are  completely  protected 
by  the  use  of  a  sheet  of  waterproof  cloth  with  a  hole  in  the  centre, 
ai'ound  which  on  the  inside  adhesive  plaster  is  spread  to  the  ex- 
tent of  an  inch  or  an  inch  and  a-half.  That  is  thrown  over  the 
patient,  and  adheres  to  the  skin  of  the  abdomen,  which,  I  should 
say,  ought  to  have  been  previously  well  cleaned.  The  upper  part 
of  the  sheet  comes  up  nearly  to  the  chin  of  the  patient.  Lately  I 
have  had  it  made  larger ;  and  we  have  a  simple  contrivance  by 
which  the  sheet  can  be  held  up  in  order  to  protect  the  patient's 
face  from  the  carbolic  spray,  supposing  it  to  be  used.  The  patient 
lying  thus,  with  the  gentleman  giving  chloroform  at  her  head,  she 
is  completely  protected  by  the  india-rubber  cloth  from  the  spray, 
which  is  directed  from  the  spray- producer,  and  plays  upon  the 
abdomen.' 

Mr.  Wells  prefers  the  bichloride  of  methylene  as  an  angesthetic. 
Provided  it  is  carefully  given,  by  means  of  Junker's  apparatus,  he 
has  never  seen  the  slightest  cause  for  anxiety. 

'  The  nurses  have  sponges  and  water  all  ready — sponges  of  a 
certain  size,  thoroughly  well  cleansed  and  in  sufficient  number, 
neither  too  large  nor  too  small.  If  they  be  too  small  they  may  be 
lost,  and  if  they  be  too  large  they  cannot  be  introduced.  The 
assistants  are  ready.  There  are  only  two  required  :  one  stands 
opposite  the  operator  to  be  prepared  to  assist  him  in  tying  any 
vessel,  and  more  particularly  in  preventing  the  coming  out  of  in- 
testines after  the  escape  of  the  cyst  from  the  abdominal  cavity. 
If  the  assistant  be  not  careful,  as  the  cyst  is  drawn  out  the  in- 
testines follow,  and  give  a  great  deal  of  trouble ;  but,  if  he  care- 
fully hold  up  the  abdominal  wall,  keeping  the  edges  of  the  wound 
together,  it  is  impossible  that  any  intestine  can  follow  the  cyst  as 
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it  escapes.  He  passes  the  middle  finger  inwards  under  the  umbi- 
licus, and  the  forefinger  to  the  right  and  the  thumb  to  the  left  of 
the  wound,  and  holding  the  edges  closely  together  as  the  tumour 
comes  out  of  the  abdomen. 

'Then,  as  to  the  instruments.    First,  an  ordinary  scalpel  

working  rather  with  the  point  of  the  instrument  than  with 
the  shoulder.    Next  we  have  a  number  of  what  are  called  my 
torsion  forceps,  to  hold  any  vessel  in  the  abdominal  wall.  Suppos- 
ing any  vessel  is  bleeding,  it  is  caught  in  a  moment,  and  the 
forceps  hang  down  holding  the  vessel,  so  that,  when  the  peritoneal 
cavity  is  opened,  no  blood  drops  into  it.    I  have  them  plated  with 
nickel,  so  that  they  never  rust.    The  bleeding  vessels  having  been 
stopped,  the  next  step  is  to  divide  the  peritoneum,  catching  hold 
of  it  previously  with  the  forceps  or  by  one  of  these  little  hooks. 
The  advantage  of  the  hooks  is  that  one  is  less  likely  to  catch  a  bit 
of  cyst  with  it.    If  the  cyst  be  lying  close  to  the  abdominal  wall 
when  you  are  catching  up  the  peritoneum  with  the  intention  of 
dividing  it,  you  may  catch  the  cyst  also,  and  sometimes  divide  it 
as  well  as  the  peritoneum.    That  is  avoided  by  using  this  hook. 
One  or  two  flat  touches  of  the  scalpel  on  the  peritoneum  are  suf- 
ficient to  divide  it.    Then  a  broad  director  is  passed  into  the 
opening,  and,  with  a  blunt-pointed  knife,  the  peritoneum  is  very 
safely  divided.    I  rather  insist  upon  this  blunt  point,  because, 
with  a  sharp-pointed  instrument,  supposing  there  is  a  bit  of 
intestine  adhering  to  the  abdominal  wall,  it  may  be  injured, 
or  a  sharp-pointed  knife  might  enter  the  bladder  if  it  were  high  up. 
Having  laid  bare  the  cyst  by  the  incision  of  the  peritoneum  to  the 
extent  of  three  or  four  or  five  inches,  it  then  becomes  necessary  to 
empty  the  cyst,  and  this  is  done  by  a  trochar  hke  that  used  for 
tapping,  but  of  a  larger  size,  and  furnished  with  outer  spring-hooks 
to  fasten  the  cyst.    It  is  passed  into  the  cyst,  then  the  point  is 
withdrawn,  and  the  fluid  rushes  through  the  canula  into  the  pail 
below  the  table.  As  that  is  done,  the  outer  hooks  are  opened,  the 
cyst  is  caught  hold  of  and  easily  fastened  to  the  canula,  and 
pulled  out  through  the  opening  in  the  abdominal  wall ;  the  fluid 
passes  out,  the  cyst  is  held  by  these  grasping  claws,  and,  if  the 
cyst  be  free,  it  of  course  readily  and  easily  follows  the  instrument. 
If  adhesion  be  noticed  as   the   cyst   comes  out,  it  may  ho 
separated.'  ^ 

The  length  of  the  incision  first  made  is  usually  from  ihc 
umbilicus  to  the  pubes.  In  some  cases  this  is  found  to  be  enough  : 
the  cyst  can  be  emptied  and  drawn  out,  and  no  extension  of  tlic 

'  Loc.  cit. 
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Nvoand  is  required.  But  the  incision  has  often  to  be  lengthened 
above  the  umbilicus  in  order  to  allow  of  the  moving  of  the 
tumour. 

The  next  step  is  to  ascertain  that  the  continuance  of  the 
operation  is  possible.  If  the  tumour  is  found  to  be  solid,  no 
further  steps  should  be  taken  until,  by  means  of  the  hand  intro- 
duced above  or  by  the  side  of  the  tumour,  it  has  been  ascertained 
that  the  tumour  is  actually  removable.  In  some  cases  this  may  be 
dispensed  with,  the  tumour  being  of  cystic  character,  but  even  in 
these  cases  it  is  well  to  carry  out  this  intra-abdominal  exploration 
at  this  stage  of  the  procedure.  If  adhesions  be  at  once  encountered, 
such  adhesions  must  of  course  be  separated  in  order  to  allow  of 
this  exploration. 

The  incision  first  made  may  be  sufficient  to  allow  of  the  ex- 
traction of  the  tumour  without  lessening  the  size  of  the  mass, 
but  generally  this  lessening  is  necessary ;  and  the  operator  having 
ascertained  that  the  completion  of  the  operation  is  possible,  and 
having  broken  down  any  adhesions  met  with  in  the  manner  to  be 
presently  described,  a  large  trochar  is  thrust  into  the  presenting 
cyst  and  its  contents  evacuated.  A  good  apparatus  to  use  for  this 
purpose  is  the  siphon-trochar  invented  by  Mr.  Spencer  Wells. 
The  tube  is  about  the  size  of  the  finger.  In  a  modification  of  it  sug- 
gested by  Dr.  Murray  (see  fig.  200)  the  canula,  after  being  plunged 
into  the  cyst,  is  firmly  fixed  to  the  cyst  wall.  It  can  be  easily 
detached  again  from  the  cyst.  The  trochar  is  withdrawn  through 
a  slit  in  the  india-rubber  tube,  which  slit  then  closes  and  allows 
the  fluid  to  pass  away  through  it.  Another  excellent  form  of  the 
instrument  is  provided  with  rather  blunt  claws,  which  can  be 
readily  made  to  seize  the  edges  of  the  perforation  in  the  cyst. 
The  advantage  of  a  large  tube  for  rapid  removal  of  the  fluid  is 
great ;  it  is  also  important  to  prevent  the  fluid  running  into  the 
peritoneal  cavity.  These  objects  are  well  secured  by  use  of  the 
above-mentioned  instruments.  If  the  cyst  contents  be  semi-solid 
or  very  gelatinous,  this  instrument  cannot  be  employed,  but 
ordinarily  it  is  very  useful  at  this  stage  of  the  operation.  It 
may  be  necessary  to  empty  more  than  one  cyst ;  in  this  case  the 
second  may  generally  be  perforated  from  the  aperture  in  the  first. 
If  the  cysts  are  very  small  and  numerous,  it  may  be  necessary  to 
break  them  up  by  passing  the  hand  into  the  centre  of  the  tumour ; 
but  before  doing  so  we  should  be  absolutely  certain  that  adhesions 
such  as  to  prevent  completion  of  the  operation  are  not  present. 
Having  thus  lessened  the  bulk  of  the  tumour,  it  is  drawn  out  at 
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Fig.  200. 


the  aperture  and  supported  by  the  hands  of  assistants,  care  being 
taken  that  no  dragging  is  allowed.  It  is  evident  that  unless  great 
care  be  exercised  much  mischief  may  be  done  at  this  moment. 
The  tumour  having  been  drawn  out,  the  pedicle  is  to  be  secured. 
Before  alluding  to  this  part  of  the  operation  we  must  consider  the 
question  of  adhesions.  On  exposing  the  tumour  we  may  find  that 
it  is  adherent  ;  and  it  may  be  adherent  to  the  bladder  in  front  or 
laterally,  to  the  intestines,  or  everywhere.    The  most  difficult 

adhesions  to  surmount  are  those  be- 
tween the  tumour  and  the  bladder,  or 
the  intestines  or  omentum,  but  adhe- 
sions in  other  situations  are  generally 
not  real  obstacles.  These  adhesions 
are  not  to  be  separated  by  the  knife  : 
they  are  to  be  carefully  broken  down 
by  the  fingers  or  by  the  handle  of  the 
scalpel.  An  '  adhesion  clam  '  has  been 
invented  by  Mr.  John  Clay  for  this 
particular  purpose. ^  The  actual  cautery 
is  exceedingly  safe  and  usefid  in  sepa- 
rating thick  and  strong  adhesions. 
The  bleeding  from  vessels  in  these  ad- 
hesions requires  to  be  carefully  looked 
to.  The  torsion  or  pressure  forceps 
used  by  Mr.  Spencer  Wells  are  most 
valuable  instruments  for  dealing  with 
haemorrhage  at  all  stages  of  the  opera- 
tion. They  are  made  of  various  forms 
and  sizes,  so  that,  no  matter  where  the 
bleeding  point  is,  it  can  be  seized  and 
held  by  the  spring  action  of  the  for- 
ceps without  further  attention  being 
for  the  moment  required.  At  a  later 
stage  of  the  operation  fine  silk  ligatures  are  employed  where  found 
to  be  required.  Great  care  is  necessary,  when  the  intestines  are 
adherent,  to  avoid  perforating  them  :  in  very  long-standing  cases 
the  difficulty  of  avoiding  such  perforation  is  or  may  be  vrry 
great.  When  the  cyst  cannot  be  separated  from  the  intestines, 
Mr.  Spencer  Wells  advises  that  a  piece  of  the  cyst  be  cut 
off  and  left  attached,  the  lining  membrane  of  the  cyst  being  also 
removed. 

•  See  Med.  Times  and  Gaz.  vol.  ii.  1862. 
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When  the  tumour  is  quite  clear  of  all  adhesions,  and  the 
necessary  diminution  of  its  bulk  effected,  the  j^edicle  is  to  be 
secured.  In  order  to  perform  this  part  of  the  operation  satis- 
factorily, the  tumour  must  be  properly  sustained  by  assistants.  In 
most  cases  it  is  better  to  apply  a  temporary  ligature  and  cut  away 
the  bulk  of  the  tumour,  in  order  that  the  pedicle  may  be  more 
conveniently  dealt  with. 

Treatment  of  the  'pedicle. — During  the  last  three  or  four  years 
the  method  of  secm'ing  the  pedicle  which  has  been  most  largely 
employed  is  one  used  some  time  ago,  by  Dr.  Tyler  Smith,  of  tying 
it  with  silk  ligatures,  two  or  more,  according  to  circumstances, 
cutting  these  off  short  and  leaving  the  stump  to  take  care  of 
itself ;  and  it  appears  probable  that  this  method  will  come  to  be 
almost  universally  employed. 

The  clamp. — Mr.  Jonathan  Hutchinson  introduced  the  use 
of  a  clamp  (see  fig.  201),  by  which  the  pedicle  is  constricted, 
brought  out  to  the  level  of  the  abdominal  wound,  and  there 
maintained  in  a  fixed  position,  the  wound  being  then  closed 
around  the  stump  of  the  pedicle.  The  double  object  of  pre- 
venting haemorrhage  and  keeping  the  stump  of  the  pedicle  at 
the  surface  of  the  wound  is  thus  secured. 

Mr.  Spencer  Wells's  clamp  is  composed  of  two  slightly  curved 
blades  meeting  somewhat  like  scissors,  and  acting  in  such  a  way 
that  the  pedicle,  if  broad,  is  compressed  into  a  rounded  shape  and 
its  bulk  thus  reduced.  This  clamp  and  another  one  which  had 
been  previously  largely  used,  and  of  which  it  is  a  modification,  is 
provided  with  long  handles  enabling  the  operator  to  use  great 
compressing  force.  The  handles  are  capable  of  removal  when  the 
pedicle  has  been  secured. 

Mr.  Wells  for  some  years  used  the  clamp  almost  exclusively, 
but  now  employs  silk  ligature. 

Application  of  the  actual  cautery.— To  Mr.  John  Clay  of 
Birmingham  is  due  the  merit  of  first  applying  the  actual  cautery 
in  cases  of  ovariotomy,  but  he  used  it  for  the  purpose  of  destroying 
adhesions  only.  Mr.  Baker  Brown  first  employed  it  for  cutting 
and  closing  the  pedicle.  In  this  procedure  the  pedicle  is  enclosed 
between  the  two  blades  of  a  clamp  of  peculiar  shape ;  these  are 
then  screwed  very  tightly  together,  and  a  wedge-shaped  cautery- 
iron  at  a  moderate  red  heat  applied  so  as  to  cut  through  the 
pedicle.  The  parts  are  cut  through  slowly  and  deliberately,  the 
clamp  is  then  unscrewed,  and  the  stump  allowed  to  drop  into 
the  pelvis.    In  some  cases  the  vessels  are  not  completely  closed 
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and  after  taking  off  the  clamp  it  is  found  that  there  is  some 
escape,  necessitating  the  application  of  ligatures.  The  cautery- 
clamp  has  a  twofold  action ;  it  compresses  and  crushes  the  pedicle 
for  a  thickness  of  a  quarter  or  a  third  of  an  inch,  and  it  sears  the 
surface.  And  it  must  be  employed  in  such  a  manner  that  these 
objects  are  well  attained. 

The  cautery  has  been  extensively  employed  of  late  years.  Dr. 
Keith  having  performed  many  very  successful  operations  with 
its  aid. 

Of  other  methods  of  securing  the  pedicle  the  old  method  of 
tying  it  and  bringing  the  ligature  ends  outside  has  been  entirely, 
given  up.    The  method  of  fixing  the  pedicle  by  stitches  to  the 

Fig.  201. 


edge  of  the  wound  is  now  only  adopted  in  cases  of  incomplete 
operations,  where,  for  instance,  a  cyst  has  been  emj^tied  but  cannot 
be  reinoved. 

The  silk  ligature  and  pedicle  dropped.— Dr.  Tyler  Smith 
was,,  I  believe,  the  first  to  employ  the  method  of  applying  a 
ligature  and  dropping  the  pedicle,  but  other  operators  did  not 
at  that  time  follow  up  this  procedure.  Eecently,  however,  as 
•already  stated,  the  silk  ligature  has  been  extensively  employed. 
Speaking  on  the  subject,'  Mr.  K.  Thornton  states  that  after  this 
oj)eration  he  has  observed  five  conditions — (1)  Union  of  opposite 
sides  of  the  ligature;  (2)  vascularisation  of  lymph  over  the 
ligature ;  (3)  adhesion  of  stump  to  adjacent  parts ;  (4)  fatal 
hasmorrhage  due  to  escape  of  one  or  more  of  the  large  veins  a. 
the  outer  edge  of  the  pedicle  from  the  external  loop  of  th 
ligature ;  (5)  the  ligature  uncovered  round  the  pedicle  whe 
diffuse  peritonitis  and  effusion  of  serum  had  occurred. 

The  material  employed  is  generally  pure  Chinese  silk,  su: 
fici-ently  thick  to  admit  of  being  tied  firmly,  but  not  too  thic 
and  properly  carbolised.    When  the  pedicle  is  not  large,  tw 

'  JBrit.  Med.  Jonrn.  Jan.  1878. 
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ligatures  are  sufficient,  and  for  this  purpose  a  needle,  which  Mr. 
AVells  prefers  to  be  blunt  pointed,  is  passed  through  the  stump, 
armed  with  a  double  ligature.  Each  half  is  then  tied  separately, 
and  the  whole  stump  then  surrounded  by  a  third  ligature.  When 
the  pedicle  is  thick  or  wide  it  requires  to  be  tied  in  more  than 
two  detachments.  The  ligatures  should  be  made  to  lock  in  each 
other.  A  further  precaution  is  necessary,  viz.  that  too  much  should 
not  be  enclosed  in  any  one  ligature,  otherwise  it  is  liable  to  slip 
throuiih  afterwards  ;  this  latter  accident  is  more  particularly  liable 
to  happen  at  the  outer  border  of  the  stump.  Dr.  Bantock  suggests 
that  a  small  outer  ligature  should  be  applied  at  the  edge  of  the 
pedicle  so  as  to  get  a  groove  for  more  certain  jBxing  of  the  outer 
ligature. 

It  is  desirable  to  exercise  great  CLU-e  in  the  adjustment  of  the 
ligatures  on  the  stump,  to  be  quite  sure  that  each  ligature  does 
its  work,  and  that  it  has  not  too  much  to  do.  This  must  be 
ascertained  after  the  stump  is  dropped,  and  it  must  be  certain 
that  no  escape  of  blood  occurs.  The  ends  of  the  silk  ligatures 
are  finally  cut  off. 

The  dropping  of  the  pedicle  appears  to  answer  extremely  well, 
and  as  the  abdominal  wound  is  completely  closed  afterwards 
there  is  less  risk  of  septic  action  than  when  the  clamp  is  used. 
The  cautery  plan  has  the  same  later  advantage  also,  but  it  is  less 
certain  than  the  ligature  in  regard  to  its  preventing  haemorrhage 
afterwards. 

Drainage  in  ovariotomy. — A  few  years  ago  much  attention, 
was  paid  to  the  subject  of  drainage,  and  cases  were  published  by 
Dr.  Marion  Sims  and  others  in  which  it  had  been  found  service- 
able to  remove  septic  products  formed  in  the  peritoneal  cavity 

^  after  ovariotomy  by  drainage.  Dr.  Marion  Sims  has  all  along 
insisted  on  the  extreme  importance  of  complete  and  continued 
evacuation  of  septic  material  from  the  peritoneal  cavity  after 
ovariotomy.  Drainage  was  performed  in  two  ways,  by  the  vagina 
or  by  the  abdominal  opening.    The  drainage  by  the  abdominal 

I  opening,  as  carried  out  by  Dr.  Keith  of  Edinburgh,  consisted  in 
introducing  glass  tubes  perforated  at  the  extremity  and  opening 
between  the  lips  of  the  abdominal  wound. 

Dr.  Bantock  and  Mr.  Thornton  have  also  practised  drainage 
after  the  method  of  Keith.    But  since  the  introduction  of  the 

^  antiseptic  method  of  operating,  the  drainage  plan  seems  to  have 
been  almost  entirely  relinquished.  It  has  not  been  found  neces- 
sary, either  because  the  ligatured  and  dropped  pedicle  is  less  likeh- 
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to  occasion  septic  irritation  or  because  of  tlie  influence  of  the 
antiseptic  spray.  And  it  is  disputed  as  to  which  is  the  real  cause 
of  the  diminution  in  the  septic  disturbance  which  has  followed 
more  recent  operations. 

The  antiseptic  method  of  performing  ovariotomy. — The 
*  Listerian '  precautions  for  performing  operations  have  been 
applied  to  ovariotomy  during  the  last  four  or  five  years  by  some 
of  the  most  celebrated  operators — Mr.  Spencer  Wells,  Dr.  Thomas 
Keith,  Mr.  Thornton,  and  others  in  this  country.  It  has  also 
been  largely  employed  on  the  Continent,  particularly  by  Nussbaum 
of  Munich. 

Dr.  Keith,  writing  in  1878,'  said  that  since  1876  he  had  per- 
formed all  his  operations  under  the  '  spray.'  His  last  41  cases 
(under  spray)  had  all  been  successful.  The  advantages  were — 
(1)  That  the  mortality  was  lessened;  (2)  that  early  operations 
could  be  more  safely  recommended;  (3)  drainage  less  required ; 
(4)  convalescence  easier ;  (5)  antiseptics  a  great  comfort  to  the 
operator.  Writing  more  recently  on  the  subject,  however.  Dr. 
Keith  appears  to  have  altered  his  views  in  a  material  degree. 
Mr.  Spencer  Wells,  in  his  paper  recording  results  of  1,000  opera- 
tions 2  up  to  June  1880,  says  that  before  1878  he  had  taken  all 
other  possible  precautions,  but  in  that  year  he  adopted  the 
antiseptic  plan.  Previously,  in  no  series  of  100  cases  had  mor- 
tality fallen  below  17  per  cent.,  but  in  the  last  series  of  100,  all 
done  antiseptically,  the  mortality  fell  to  1 1  per  cent.  His  total 
number  of  antiseptic  cases  up  to  that  time  was  134  with  13  deaths, 
or  a  mortality  of  9-7  per  cent.  He  says,  further,  that  soon  after 
adopting  the  antiseptic  precautions  he  began  to  adopt  the  intra- 
peritoneal method  of  treating  the  pedicle ;  but  he  says,  further, 
that  before  he  had  made  this  latter  change  he  had  noticed 
that  the  antiseptic  plan  made  a  great  difference  in  his  mortality. 
With  it  he  finds  drainage  scarcely  ever  necessary. 

Mr.  Knowsley  Thornton  ^  is  a  strong  advocate  of  Listerian 
ovariotomy.  He  considers  that  he  has  reduced  his  mortality  by 
9-35  per  cent.  On  the  other  hand  Mr.  Lawson  Tait  and  Dr. 
Bantock  express  themselves  as  not  satisfied  with  the  good  effects 
of  the  '  spray  '  in  this  operation.  Mr.  Tait "  considers  that  the 
introduction  of  the  intra-peritoneal  method  is  to  be  credited  with 
the  lowered  mortality  of  ovariotomy,  though  he  is  not  prepared  to 
say  that  the  antiseptic  system  is  absolutely  without  results.  Dr. 

'  Brit.  Med.  Jovrn.  Oct.  1878.  ^  iMed.-Chir.  Trans,  vol.  Ixiv. 

»  Ibid.  vol.  Ixiv.  p.  139.  *  Ibid.  vol.  Ixii.  p.  161. 
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Bantock  '  contends  that  the  carbolic  spray  as  ordinarily  used  is 
responsible  for  high  temperature  afterwards.  He  has  gradually 
reduced  the  strength  of  the  spray  to  1  in  150,  and  even  lower,  and 
finds  still  good  results.  He  considers  also  that  it  acts  as  a  poison 
in  some  cases.^ 

The  employment  of  the  carbolic  spray  throughout  a  long 
operation,  such  as  ovariotomy  occasionally  is  necessarily  found 
to  be,  appears  undoubtedly  liable  to  prove  detrimental.  But,  sup- 
posing this  to  be  the  case,  the  carbolic  spray  may  still  make 
shorter  operations  more  safe.  Further,  the  use  of  carbolic  spray 
is  only  one  of  the  antiseptic  precautions  which  the  Listerian 
system  includes  :  the  carbolisation  of  instruments,  sponges,  and 
apparatus  generally,  must  add  very  much  to  the  safety  of  the 
operation,  even  supposing  the  carbolic  spray  not  to  be  employed. 

When  the  tumour  is  removed  and  the  pedicle  secured,  the 
next  procedm'e  is  to  thoroughly  cleanse  the  peritoneum  by  care- 
fully sponging  it  and  removing  any  blood  or  fluid  which  are  found. 
In  some  cases  this  is  not  necessary  when  the  tumour  has  been 
removed  without  laceration  or  escape  of  blood  or  fluid  into  the 
peritoneum.  Any  bleeding  points  have  to  be  secured  by  ligatures; 
any  torn  adhesions  giving  rise  to  escape  of  blood  must  be  looked 
to.  This  '  toilet '  of  the  peritoneum,  as  it  has  been  aptly  termed, 
is  most  important.  Sponges  employed  in  this  final  cleansing 
process  should  be  clean  ones. 

The  sutures  for  the  purpose  of  securing  the  edges  of  the  wound 
are  next  introduced.  They  are  usually  of  strong  silk.  They  are 
introduced  from  within,  just  securing  the  edge  of  the  cut  peri- 
toneum and  securing  coaptation  of  the  two  peritoneal  edges.  It 
is  a  good  plan  to  place  a  large  flat  sponge  under  the  wound,  while 
the  needles  carrying  the  sutures  are  put  in.  Each  suture  should 
have  two  needles.  When  the  whole  are  inserted  the  sponge  is 
removed  and  the  sutures  tied.  Before  fastening  the  wound  Mr. 
Wells  is  particular  to  insist  on  the  sponges  being  carefully  counted 
to  see  that  none  are  left  behind.  When  pressure  forceps  are  em- 
jjloyed,  these  also  should  be  counted. 

Before  closing  the  wound  it  is  necessary  to  examine  the  other 
ovary  and  to  ascertain  whether  it  be  sound.  If  there  be  a  decided 
cystic  tumour  of  the  other  ovary,  and  of  such  a  character  as 
to  render  it  probable  that  it  would,  if  left,  grow  and  necessi- 
tate a  further  operation,  it  should  be  removed;  but  it  may  be 

'  j\lv(l.-CMr.  Trans.  vo\.  xliv.  p.  103. 

2  Sec  discussion  on  this  subject,  Lancet,  Dec.  18,  1880. 
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questioned  whether  it  is  advisable  to  meddle  with  it  under  any 
other  circumstances.  It  must  not  be  forgotten  that  the  normal 
Graafian  follicle  when  near  the  time  for  bursting  is  of  consider- 
able size.  The  removal  of  the  second  ovary  would  be  effected  in 
precisely  the  same  manner  as  the  first,  but  more  easily  and 
expeditiously. 

When  the  sutures  are  secured  the  skin  must  be  cleansed  and 
dried,  and  a  piece  of  cotton  wool  laid  over  the  sutures.  Adhesive 
plaster  is  then  applied  over  all,  so  as  to  help  to  sustain  the  edges 
of  the  wound  in  apposition.  Finally  a  roller  with  more  cotton 
wool  may  be  applied,  the  patient  thoroughly  dried  and  placed  in 
bed  with  hot -water  bottles  to  the  feet. 

The  after  treatment  is  a  matter  of  the  greatest  consequence, 
for  it  matters  little  how  well  the  operation  may  have  been  per- 
formed if  there  is  allowed  the  slightest  defection  in  the  care 
administered  subsequently.  A  very  little  neglect  will  nullify  the 
most  promising  hopes. 

The  patient  must  be  sedulously  watched  by  a  specially  trust- 
worthy and  competent  nurse ;  she  must  not  be  allowed  to  move. 
The  room  must  be  kept  moderately  warm,  and  at  an  even  tem- 
perature, but  well  ventilated.  The  catheter  must  be  employed 
twice  or  thrice  in  the  twenty-four  hours. 

When  the  intra-peritoneal  plan  of  securing  the  pedicle  is 
adopted,  the  wound  requires  no  attention  for  two  days  or  more. 
It  is  sufficient  to  see  that  there  is  no  escape  or  formation  of 
matter.  The  spray  may  be  used  in  dealing  with  the  wound  after- 
wards. It  should  be  carefully  treated  with  antiseptic  precautious 
in  dressing,  if  there  be  any  delay  in  the  healing  of  the  wound. 
Dry  cotton-wool  is  an  admirable  means  of  preventing  contact  with 
air  and  is  highly  antiseptic.  The  sutures  may  be  left  for  five  or 
six  days  as  a  rule.  On  their  removal  strapping  should  be  carefully 
applied. 

As  regards  food,  it  is  best  to  avoid  giving  food  by  the  mouth 
at  first,  to  give  only  a  little  ice  to  suck  occasionally,  but  to  give 
nutrient  injections  every  six  hours,  commencing  to  feed  the 
patient  in  the  ordinary  way,  at  first  by  milk  or  beef  tea.  After  the 
second  or  third  day,  according  to  circumstances,  small  quantities 
of  stimulants  may  be  given  if  the  pulse  is  weak  and  quick. 
Twenty  drops  of  laudanum  should  be  added  to  the  injection  night 
and  morning  for  the  first  three  days. 

The  bowels  should  be  unloaded  by  a  simple  enema  of  warm 
water  on  the  fifth  day. 
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It  not  unfrequently  happens  that  the  state  of  the  patient  just 
after  the  operation  is  one  of  gi'eat  exhaustion  ;  or  shortly  after- 
wards vomiting,  very  difficult  to  control,  may  set  in.^  As  regards 
the  exhaustion,  it  is  to  be  overcome  by  giving  a  sufficient  quantity 
of  brandy  and  water  or  brandy  and  beef-tea  by  the  rectum,  which, 
if  it  aj^pear  necessary,  may  be  repeated  at  frequent  intervals  sub- 
sequently. Ice  by  the  mouth  is  best  for  the  sickness.  Repeated 
deep  inspirations  help  to  get  rid  of  the  chloroform  or  other 
angesthetic,  and  thus  tend  to  allay  the  vomiting  immediately 
following  the  operation. 

Death  after  ovariotomy  results  mainly  from  shock,  from 
heemorrhage,  or  from  septicaemia.  A  weak  heart,  diseased  lungs, 
or  other  general  ailment,  may  be  the  main  fundamental  cause. 

We  have  to  avert  the  tendency  to  death,  whatever  that  may 
be.  For  shock,  restoratives — ammonia,  brandy,  champagne,  opium, 
may,  one  or  all  of  them,  be  employed.  For  hcemorrhage,  which 
may  occur  internally  and  will  be  recognised  by  the  feebleness  and 
frequency  of  the  pulse,  together  with  a  progressive  faintness,  the 
only  efficient  remedy  is  of  course  to  arrest  it.  It  may  be  neces- 
sary to  reopen  the  wound  and  secure  the  bleeding  vessel  if  there 
be  good  reason  for  suspecting  that  bleeding  is  going  on.  A 
troublesome  form  of  haemorrhage  is  that  which  arises  from  a  large 
surface  of  torn  adhesions.  Application  of  perchloride  of  iron 
appears  to  be  the  best  remedy  in  some  of  such  cases.  A  limited 
bleeding  area  would  be  best  treated  by  the  actual  cautery. 

For  septiccemia,  which  may  be  used  as  a  general  term  for 
peritonitis,  for  tendency  to  puriform  formations,  for  tympanitis, 
and  other  grave  symptoms,  we  must  be  constantly  on  the  watch 
from  the  first  moment.  In  one  or  other  of  its  forms  it  is  the 
most  frequent  form  in  which  death  occurs.  The  patient  is  in 
danger  the  moment  the  pulse  rises  to  120,  together  with  elevation 
of  temperature  to  101°  or  over  that,  though  the  degree  of  danger 
varies  according  to  other  circumstances.  The  condition  of  the 
pulse  and  temperature  taken  together  offer  more  trustworthy  indi- 
cations' as  to  the  patient's  state. 

The  elevation  of  temperature  is  now  always  most  carefully 
watched  and  cared  for.  In  several  cases  where  the  temperature 
was  very  high  it  has  been  reduced  by  the  application  of  the  ice 
cap  to  the  head,  and  three  or  four  years  ago  great  attention  was 
paid  to  this  procedure,  and  a  special  apparatus  devised  consisting 
of  a  spiral  tube  in  the  shape  of  a  cap,  through  which  iced  water 
was  made  to  flow  continuously  (Thornton).    Another  method 


762 


DISEASES  OF  THE  OVARIES. 


adopted  was  to  cover  the  patient  with  a  sheet  wetted  with  iced 
water.  It  appears,  however,  that  of  late  there  has  been  less 
necessity  for  the  ice  cap,  owing  to  the  greater  success  in  pre- 
venting septicaemia. 

Warmth  to  the  abdomen,  poultices,  turpentine  stupes,  etc., 
are  requisite  when  any  local  pain  or  irritation  is  present.  When, 
however,  there  is  decided  elevation  of  temperature,  it  is  so  fre- 
quently found  that  it  is  due  to  a  septic  process  in  the  peritoneal 
cavity  that  search,  is  made,  by  vaginal  examination  or  otherwise, 
for  evidence  of  existence  of  puriform  swellings  or  collections,  and 
several  lives  have  been  saved  by  opening  or  allowing  the  escape  of 
the  contents  of  such  collections. 

Careful  administration  of  diffusible  stimulants,  ether,  cham- 
pagne, together  with  injections  of  natural  character,  are  required 
when  strength  is  failing  from  septicaemia  or  otherwise. 

Tympanitis — generally  coexistent  with  peritonitis — is  a  trouble- 
some complication.  A  long  O'Byrne's  rectal  tube  is  useful  under 
these  circumstances.  A  case  is  recorded  where  the  best  effects 
resulted  from  inverting  the  patient  to  relieve  great  tympanitis. 

Diarrhoea  is  dangerous :  it  must  be  checked  by  using  first  a 
warm-water  injection  to  empty  the  rectum,  and  then  giving  by 
injection  laudanum,  in  small  frequent  doses,  along  with  the  brandy 
and  water  probably  also  required. 

Life  frequently  hangs  on  a  thread  in  the  few  days  following 
ovariotomy,  but  experience  has  shown  that  very  apparently  hope- 
less cases  recover  by  careful  nursing,  assiduous  feeding  as  above 
directed,  and  unhesitating  administration  of  champagne  or  other 
stimulants  in  very  frequent  small  doses. 

For  some  days  the  patient  must  lie  absolutely  on  the  back. 
Bed-sores  must  be  prevented  by  use  of  water  cushions;  the 
greatest  cleanliness,  but  especially  dryness,  of  the  linen  and  sur- 
face of  the  body  enforced. 

Exploratory  operations. — Of  late  years  the  operations  of 
opening  the  abdomen  in  order  to  ascertain  whether  it  is  possible 
to  perform  a  further  operation  has  come  to  be  recognised  as  a 
proper  procedure  in  certain  cases.  It  is  remarkable  that  so  little 
harm  seems  to  be  done  by  this  operation  when  accompanied  by 
antiseptic  precautions. 

Ovariotomy  during  pregnancy. — The  operation  has  of  late 
years  been  performed  when  pregnancy  was  present  in  some  few- 
cases.    Mr.  Spencer  Wells  in  1877i  reported  nine  cases  with 

'  Old.  Soc.  of  London,  July  1877. 
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eight  recoveries,  and  in  five  the  child  was  born  at  natural  term. 
There  were  three  operations  in  the  third  month,  three  in  the  fourth 
month,  one  in  the  sixth  month,  and  two  in  the  seventh  month. 
As  bearing  on  his  subject  Dr.  Playfan  stated  that  he  had  collected 
thirteen  cases  of  results  of  ovarian  disease  and  pregnancy,  and  of 
the  thirteen  as  many  as  seven  were  fatal  at  the  end  of  pregnancy. 
Dr.  Galabin  ^  reports  a  case  of  ovariotomy  in  the  sixth  month,  with 
favourable  result  and  delivery  at  full  time.  He  says  that  in 
most,  if  not  in  all,  cases  reported  of  operation  after  the  fourth  or 
fifth  month  premature  labour  followed  sooner  or  later.  Mr.  Wells 
apparently  prefers  to  operate  early  rather  than  late  in  pregnancy. 
It  does  not  seem  possible  to  lay  down  an  exact  law  as  to  operating 
during  pregnancy.  But  it  is  manifest  that  if  the  patient  be  in  a 
suffering  condition  ovariotomy  is  called  for,  even  though  at  the 
risk  of  inducing  premature  labour  later  on.  The  probability  is 
that  the  decision  will  be  more  and  more  in  favour  of  operating. 

Palliative  treatment  of  ovarian  tumours. — Past  experience 
does  not  give  encouragement  for  the  belief  that  much  benefit  is 
derived  in  cases  of  ovarian  dropsy  from  any  particular  remedies. 
Iodine,  bromine,  and  their  compounds,  are  agents  which  have 
been  most  often  exhibited  of  late  years.  Iodine  has  been  applied 
externally  also.  It  has  not  been  shown  that  any  great  amount 
of  benefit  has  been  derived  from  their  use,  but  in  the  early  stage 
of  the  affection  it  would  be  desirable  to  give  them  a  trial.  It  is 
extremely  doubtful  whether  we  have  any  one  drug  from  which 
much  can  be  expected ;  but  it  does  seem  reasonable  to  suppose, 
and  it  is  in  accordance  with  experience,  that  by  attending  to  the 
general  health  of  the  patient,  enforcing  observance  of  rules  as 
regards  diet,  exercise,  and  regimen  generally,  a  favourable  influ- 
ence may  be  exerted,  and  possibly  the  onward  progress  of  the  case 
stayed;  the  more  so  if  we  found,  on  inquiry,  that  the  general 
health  had  been,  for  some  time  previous  to  the  appearance  of  the 
disease,  in  a  defective  state.  Whether  operative  measures  be 
adopted  ultimately  or  not,  we  should  in  the  meanwhile  inquire 
minutely  into  the  particulars  of  the  life  of  the  patient,  her  habits, 
food,  etc.  Such  remedies  should  be  administered  as  will  assist  in 
restoring  the  impaired  health.  Iron,  quinine,  or  other  suitable 
tonics,  will  frequently  be  required.  The  condition  of  the  bowels 
must  be  regulated,  and  mild  laxatives  administered  if  necessary  ; 
injections  are  often  required  in  cases  where  there  is  a  pelvic 
ovarian  tumour  present,  the  tumour  sometimes  pressing  on  the 

'  Brit.  Med.  Jour/i.  March  13,  1880. 
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rectum  and  preventing  defaecation.  In  cases  where  the  disease 
is  far  advanced,  where  operative  measures  are,  from  whatever 
cause,  inadmissible,  the  palliative  treatment  must  be  adapted  to 
the  circumstances  of  the  case.  The  great  difficulty  is  generally 
to  carry  on  the  digestive  process,  there  being  often  great  irrita- 
bility of  the  stomach  and  inability  to  take  food.  The  food  ad- 
ministered must  be  of  the  most  nutritious  and  easily  digestible 
kind. 


76.) 


CHAPTER  L. 


DISEASES  OF  THE  PERIN.EUM  AND  VULVA. 


Examination  of  the  External  Generative  Organs. — Diagnosis  of  Ulcera- 
tions of  the  Vulva  of  Various  Kinds— Adhesions  of  Labia;  Treatment — Elephan- 
tiasis of  Vulva — Hypertrophy  of  Labia  and  Nymphfe — Anasarca  of  Labia  or 
Nymphfe — Hypertrophy  of  the  Clitoris — Cond3^1omata,  "Warty  Excrescences  of 
the  Vulva ;  Removal — Lupus  of  the  Vulva — Cancer  of  External  Generative 
Organs  :  Treatment — Abscess  of  Labia  and  Boils — Blood-Tumour  of  the  Vulva 
—Fibrous,  Fatty,  and  Encysted  Tumours  of  the  Vulva  ;  Treatment — Hernia  of 
the  Labia  and  Ovary — Various  Forms  of  Inflammation  of  the  Vulva;  Treat- 
ment— Vulvitis  in  Children — Pruritus  of  the  Vulva — Treatment. 


Method  of  examination. — For  ordinary  purposes  the  position  on 
the  side  answers  very  well ;  in  others,  the  position  on  the  back  is 
best. 

DIAGNOSIS  OF  ULCERATIONS  OF  THE  EXTERNAL  GENITALS. 

In  reference  to  the  diagnosis  between  ulcerations  of  syphilitic, 
cancerous,  lupoid,  or  other  nature,  it  may  be  remarked,  in  limine, 
that  it  is  safer  in  doubtful  cases  to  depend  rather  on  the  deduc- 
tions to  be  drawn  from  attentive  consideration  of  the  history  and 
general  symptoms  of  the  patient,  than  on  the  appearances  pre- 
sented by  the  ulcerated  surface  itself,  these  appearances,  per  se, 
being  likely  to  lead  to  the  formation  of  erroneous  conclusions. 

Ulcerations  due  to  syphilis  are  distinguished  from  those  due  to 
lupus  by  the  following  characters.  In  the  case  of  syphilis,  although 
the  ulcers  may  be  like  those  of  lupus  superficially,  there  is  an 
absence  of  induration  of  the  cellular  tissue  beneath.  The  coppery 
hue  of  syphilis  is  wanting  in  lupus.  The  history  and  course  of 
the  two  affections,  the  absence  of  syphilitic  affections  in  other 
parts  of  the  body,  in  cases  where  the  disease  of  the  vulva  has 
lasted  for  some  time  at  least,  would  be  against  syphilis.  Syphilitic 
ulcers  have  a  predilection  for  the  internal  or  mucous  surface  of  the 
vulva,  and  especially  the  labia  minora.  In  the  case  of  lupus  of  more 
severe  form,  where  there  is  considerable  destruction  of  the  tissues 
of  the  part,  there  might  be  a  possibility  of  confounding  it  with  the 
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phagedacnic  form  of  syphilis.    Here  the  distinction  would  rest  on 
the  rapid  coiu-se  of  the  syphilitic,  the  chronic  course  of  the  lupoid 
disease ;  added  to  which  the  previous  history  of  the  case  would 
throw  much  light  on  the  subject. 

Ulcerations  due  to  cancerous  disease  of  the  vulva  have  the 
characters  ordinarily  possessed  by  cancerous  ulcers  elsewhere 
The  hard,  jagged,  everted  borders,  the  considerable  hardening  of 
the  tissue  beneath,  greater  than  in  the  case  of  lupus,  the  occasional 
bleeding,  lancinating  pain,  and  progressive  character  of  the  dis- 
ease— these  are  the  chief  distinctive  features.  There  is  less  dis- 
turbance constitutionally  in  the  case  of  cancer  of  the  vulva  than 
in.  cancer  of  other  parts,  inasmuch  as  cancer  of  the  vulva  is 
usually  of  the  epithehal  variety.  Syphilitic  ulceration,  as  a  rule, 
could  hardly  be  confounded  with  cancerous  ;  the  course  of  the 
affections  is  essentially  different ;  the  cancerous  disease  is  limited 
to  one  spot,  and  there  is,  as  in  the  case  of  lupus,  absence  of  syphi- 
litic disease  in  other  parts  of  the  body.  The  diagnosis  of  syphilitic 
ulcer  is  not  always  so  easy.  Dr.  West  has  observed  some  cases  of 
chronic  ulceration  of  the  mucous  surface  of  the  vulva,  which  he 
believes  to  have  been  forms  of  tertiary  syphilis,  but  which  proved 
so  difficult  to  cure  as  to  raise  the  question  as  to  their  malignant 
nature.^  The  ulcers  in  question  were  on  the  mucous  surface  of 
the  vulva,  for  which  they  exhibited  a  preference.  In  lupus,  there 
is  more  induration  around  and  in  the  base  of  the  ulcer,  and  the 
orifice  is  often  contracted  ;  whereas,  in  Dr.  West's  cases  of  sup- 
posed syphilitic  origin  these  characters  were  wanting. 

Simple  ulcerations  are  usually  distinguished  from  syphilitic 
ones  by  the  absence  of  inflammation  around  the  ulcers  in  the 
syphilitic  cases. 

Twice  I  have  observed  a  patch  of  ulceration,  the  size  of  a 
shilling,  on  the  surface  of  the  labia,  in  a  young  woman  the  subject 
of  scrofula.  This  form  of  ulceration  might  be  termed  scrofulous 
ulcer  of  the  labium.  The  edges  were  pretty  well  defined,  there 
was  little  inflammation  around,  and  not  much  pain.  On  both 
occasions  the  ulcer  appeared  simultaneously  with  great  constitu- 
tional disturbance,  and  disappeared  when,  after  removal  to  the 
country,  the  patient  had  become  in  other  respects  better. 


'  On  Diseases  of  Woinen,  p.  661. 
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ADHESION  OF  THE  LABIA  MAJORA. 

The  labia  majora  are  sometimes  found  adherent  in  the  middle 
line,  there  being  only  a  small  opening  above — the  urethral  orifice. 
Cases  of  this  kind  are  chiefly  met  with  in  infants  or  young 
children. 

Such  adhesion  is  sometimes  met  with,  but  in  a  partial  degree 
only,  after  adult  age  has  been  reached.  The  closure  here  alluded 
to  is  very  different  from  that  situated  higher  up  within  the  vagina, 
where  the  hymen  is  in  question ;  in  the  latter  case,  the  obstruc- 
tive membrane  is  not  visible  until  the  labia  have  been  separated. 
Here  the  labial  obstruction  is  quite  on  the  surface,  the  perineal 
raphe  extending  forwards  much  further  than  usual,  and  all  that 
is  seen  of  the  vagina  is  a  little  recess  just  beneath  the  urethral 
aperture. 

The  treatment  required  is  as  follows  :  The  ivory  handle  of  a 
scalpel  is  dipped  in  oil,  the  extremity  of  the  handle  inserted  just 
below  the  urethral  orifice,  and  the  separation  effected  by  pressing 
the  edge  of  the  handle  outwards  against  the  obstruction,  which 
usually  readily  gives  way.  A  piece  of  oiled  lint  may  be  introduced 
between  the  separated  labia,  and  there  left  for  a  day  or  two.  This 
operation  should  be  performed  during  the  first  year  of  life.  In- 
cision may  possibly  be  necessary  in  those  rare  instances  in  which 
the  agglutination  persists  until  after  puberty. 


ELEPHANTIASIS  OF  THE  VULVA 

is  a  peculiar  hypertrophy  of  the  skin  of  the  part.  The  disease  is 
very  rare ;  the  size  of  the  tumour  thus  formed  may  be  very  con- 
siderable, as  in  the  case  depicted  in  the  French  edition  of  Scan- 
zoni's  work  on  '  Diseases  of  Women,'  where  the  labia,  enormously 
increased  in  size,  extended  down  as  far  as  the  knees.  The  disease 
is  said  to  be  epidemic  in  Barbadoes.  It  is  not  often  witnessed  in 
temperate  zones.  (Scanzoni.) 


HYPERTROPHY  OF  THE  LABIA  AND  NYMPHS 

is  not  SO  rarely  witnessed.    The  increase  in  size  is  generally  due 
when  the  labia  majora  are  affected,  to  the  presence  of  large  quan- 
tities of  fat.    Whether  due  to  fat  or  to  fibro-cellular  tissue,  the 
enlargement  is  smooth  and  uniform,  thus  differing  from  elephan- 
tiasis and  from  other  forms  of  enlargement  of  the  labia.  The 


768 


DISEASES  OF  THE  TEKIN^UM  AND  VULVA. 


h3'pertrophy  may  affect  the  labia  majora  or  the  labia  minora  ex- 
clusively. A  remarkable  case  of  hypertrophy  of  the  nymphse  has 
been  described  by  Breslau,  in  which  the  presence  of  the  tumoui- 
and  the  dragging  of  the  enlarged  organs  on  the  lips  of  the  urethral 
orifice  produced  incontinence  of  urine. 

In  a  few  cases  when  the  bulk  of  the  organ  interferes  with  loco- 
motion, or  gives  rise  to  other  discomforts,  the  hypertrophied parts 
have  to  be  excised. 


ANASARCA  OF  THE  LABIA  MAJORA  OR  NYMPHS. 

In  these  cases  there  is  an  effusion  of  fluid  into  the  cellular 
tissue  of  the  labia  majora,  or  nymphse,  or  both,  and  it  usually 
affects  both  sides ;  the  distension  is  uniform,  not  painful ;  it  is 
consequent  on  obstruction  to  the  abdominal  circulation,  as  in  the 
course  of  pregnancy,  general  organic  disease  of  the  heart,  liver, 
kidneys,  etc. 

The  distinguishing  characteristics  of  the  swelling  due  to  this 
cause  are  that  the  swelling  is  uniform,  smooth,  pitting  on  pressm-e, 
and  painless,  at  all  events  at  first.  Subsequently  there  is  often 
much  pain,  due  to  excoriation  of  the  surface. 

The  treatment  consists  in  observance  of  rest  in  the  horizontal 
position,  and  emollient  applications,  such  as  poppy  fomentations, 
or  an  evaporating  lotion,  composed  of  a  mixture  of  spirit  and 
water.  Such  applications  afi'ord  great  relief,  and  are  usually  suffi- 
cient. When  the  swelling  is  extreme,  troublesome  excoriations, 
produced  by  the  opposed  surfaces  rubbing  one  against  the  other, 
may  be  witnessed.  In  such  cases,  lint  dipped  in  the  lotion  must 
be  applied  between  the  parts  affected,  so  as  to  prevent  friction. 

HYPERTROPHY  OF  THE  CLITORIS 

is  now  and  then  met  with  as  a  consequence  of  eczema  of  the  skin 
in  the  neighbourhood,  or  of  a  chronic  inflammatory  condition  of 
the  surrounding  parts,  or  of  syphilis,  or  without  evident  cause.  It 
is  occasionally  congenital.  The  clitoris  is  also  liable  to  become 
the  seat  of  cancerous  growth. 

Cases  are  on  record  in  which  the  clitoris  has  attained  an  enor- 
mous size,  so  much  so  as  to  render  walking  and  moving  about 
inconvenient.  The  identity  of  the  tumour  with  the  clitoris  will 
be  ascertained  by  carefully  examining  its  attachment  superiorly.' 

'  Several  cases  of  enlargement  of  the  clitoris  will  be  found  described  in  Dr. 
ChurchiU's  valuable  treatise  on  Diseases  of  Women. 
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In  cases  of  self-abuse  the  clitoris  imiy  become,  but  not  neces- 
sarily so,  hardened  and  hypertrophied. 

Treatvwnt.— When  the  clitoris  is  hypertrophied,  its  removal 
may  be  necessary,  on  account  of  the  mechanical  inconveniences 
the  presence  of  a  large  tumour  in  this  situation  produces.  The 
removal  of  the  clitoris  for  the  purpose  of  curing  self-abuse  has  not 
proved  satisfactory  in  cases  where  it  has  been  practised. 

CONDYLOMATA,  WAliTY  EXCKESCENCES,  ETC. 

Various  forms  of  excrescences  of  the  external  generative  organs 
are  noticed.  Condylomata  are  warty  growths,  often  of  consider- 
able size — flat,  smooth  elevations,  growing  irregularly  round  the 
orifice  of  the  vulva,  and  occasionally  in  sach  profusion  as  to  almost 
block  up  the  entrance.  They  are  observed  in  cases  of  syphilis  of 
the  female  generative  organs.  There  is  generally  in  such  cases 
a  profuse  offensive  discharge  ;  and,  on  inquiry,  the  syphilitic  source 
of  the  growths  in  question  is  made  evident.  Warts  of  non-syphi- 
litic character,  and  resembling  those  seen  in  other  parts  of  the 
body,  may  be  found  growing  on  some  part  of  the  vulvar  surface. 
The  diagnosis  of  the  syphilitic  from  the  non-syphilitic  cases  is 
not  usually  a  matter  of  any  difficulty.  The  further  consideration 
of  this  subject  falls  scarcely  within  the  province  of  this  work. 

Treatment. — Where  the  condylomata  are  large  and  numerous, 
the  preferable  treatment  is  to  use  the  knife  for  their  removal, 
the  patient  being  previously  placed  under  the  influence  of  an 
anaesthetic.  Strong  nitric  acid  or  lunar  caustic  may  be  used  in 
other  cases.  The  black  wash,  or  a  strong  solution  of  iodide,  of 
potassium,  should  be  subsequently  applied  freely ;  anti-syphilitic 
remedies  are  to  be  given  internally.  The  smaller  warts  may  be 
dealt  with  by  scissors. 

LUPUS  OF  THE  VULVA. 

The  chief  characteristics  of  this  disease — not  a  very  common 
one— are,  thinning  of  the  skin,  hypertrophy  and  knotty  condition 
of  the  cellular  tissue  beneath,  formation  of  indurations  and  en- 
largements, ulcerations  and  contractions.  The  disease  is  chronic, 
and  is  not  usually  painful.  The  ulcers  form  slowly,  and  the 
surface  heals  in  one  place  while  it  is  ulcerating  in  another.  The 
contractions  left  on  healing  of  the  ulcers  are  very  considerable. 
The  disease  differs  from  cancer,  but  exhibits  a  very  close  resem- 
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blance  to  lupus  of  the  face.  It  may  prove  fatal  by  exhaustion,  or 
by  peritonitis  consequent  on  formation  of  fistulse.  The  disease 
was  first  accurately  described  by  Huguier,  who  divides  the  cases  of 
this  disease  into  three  categories — the  superficial,  the  perforating, 
and  the  hypertrophic  forms.^  Dr.  West,  whose  description  o 
lupus  is  most  complete,  has  himself  observed  five  cases.^ 

The  disease  was  observed  in  only  one  of  these  cases  before  the 
age  of  twenty ;  it  was  observed  most  frequently  between  the  ages 
of  twenty  and  thirty-five.  Its  duration  may  be  gathered  from  Dr. 
West's  statement,  that  in  the  fourteen  cases  observed  by  Huguier 
and  himself,  some  cases  admitted  of  a  cure  after  more  than  three 
years,  and  of  great  relief  even  after  eight  years.  One  case  had  lasted 
between  ten  and  eleven  years.  The  disease  kills,  when  fatal,  by 
producing  peritonitis,  fistulas,  contraction  of  the  bowel,  and  not, 
as  cancer  does,  by  attacking  some  distant  organ,  or  by  involving 
all  the  tissues  in  one  common  morbid  change.  (West.)  Two  cases 
of  this  rare  affection  are  recorded  and  delineated  in  Dr.  M'Clin- 
tock's  work. 

Treatment. — It  appears  that  complete  recovery  from  lupus  o 
the  vulva  is  rare,  though  the  disease  is  susceptible  of  much  alle- 
viation by  treatment.    Long  courses  of  small  doses  of  mercury 
and  iodide  of  potassium  would  seem,  from  Dr.  West's  experience, 
to  be  most  efficacious.    Scanzoni  recommends  the  local  and  in* 
ternal  use  of  iodine.     Huguier  and  West  both  insist  on  the 
extreme  advisability  of  removing  the  nymphae  or  any  of  the 
adjacent  parts  readily  admitting  of  extirpation,  when  the  ulcera- 
tions upon  them  appear  indisposed  to  heal.    Dr.  West  also  urges 
the  removal  of  the  excrescence  apt  to  form  in  such  cases  a 
preparatory  to  other  measures;    and  he  considers  the  actu 
cautery  preferable  to  any  kind  of  chemical  escharotic,  as  a  mean 
of  healing  the  ulcerations  produced  by  the  disease.    Professor  E 
Martin  3  of  Berlin  records  a  case  in  which  he  applied  fumin 
nitric  acid  to  the  affected  parts,  the  patient  being  under  th 
influence  of  chloroform,  and  subsequently  a  milder  caustic,  in  th 
shape  of  nitrate  of  silver.    The  case,  that  of  a  patient  aet.  25 
terminated  satisfactorily.    The  destruction  of  the  surface  affecte 
by  means  of  potassa  fusa,  as  successfully  practised  by  Professo 
Humphry  in  cases  of  lupus  of  the  face,  would  appear  to  be  a 
means  of  treatment  likely  to  be  applicable  in  cases  of  this 
disease. 

»  Huguier's  important  memoir  will  be  found  in  the  Mhnoirrs  dc  VAcad.  de 
Med.  1849.  Op.  cit.  p.  653.  »  Moii.f.  Gch.  Nov.  1861,  p.  348. 
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CANCER  OF  THE  EXTERNAL  GENERATIVE  ORGANS 

I  usually  occurs  in  the  foim  of  epithelial  cancer,  scirrhus  and  the 
medullary  form  of  the  disease  being  much  more  rare.  Any  part 
of  the  external  generative  organs  may  be  the  starting-point  of  the 
affection — the  clitoris,  the  labia,  are  more  commonly  first  affected. 
In  its  first  stage,  epithelial  cancer  exhibits  itself  as  a  '  little  hard 
tubercle  on  the  outer  surface,  but  near  the  edge,  of  the  labium.' 
(West.)  The  tubercle  in  question  is  not  usually  painful,  but  gives 
rise  to  itching  and  smarting.  The  diagnosis  of  the  indurations 
due  to  commencing  cancer  of  the  labia  is  often  a  little  obscure 
at  first.  In  a  case  which  fell  under  my  notice,  the  occasional  pre- 
sence of  a  peculiar  shari3  pain  darting  across  the  groin  led  me  to 
suspect  cancer ;  the  result  proved  this  suspicion  to  be  well  founded. 
After  some  months'  duration  the  surface  becomes  ulcerated,  and 
the  ulceration  then  spreads.  The  edges  of  cancerous  ulcers  are 
indurated,  and  this  induration  is  perhaps  the  most  distinctive 
feature  of  the  ulcer  ;  there  is  occasionally  a  bloody  discharge  ; 
subsequently  the  inguinal  glands  swell,  and  the  patient's  constitu- 
tion becomes  affected  in  the  characteristic  manner.  The  disease 
may  begin  in  the  groin,  as  in  a  case  of  Dr.  M'Clintock's,  and  travel 
to  the  generative  organs. 

]Mr.  Jonathan  Hutchinson  has  collected  the  particulars  of  four- 
teen cases  of  epithelial  cancer  of  the  female  genitals.^  The  labium 
was  the  part  affected,  the  disease  affecting  the  clitoris  and  nymphae 
also  in  one  or  two  of  the  cases.  The  longest  time  the  disease  had 
existed  was  five  years.  The  disease  is  stated  to  have  returned 
after  operation  in  three  of  the  cases.  Operation  is  said  to  have 
been  finally  followed  by  recovery  in  the  other  cases,  save  one, 
where  the  result  is  not  given. 

Treatment. — When,  as  is  ordinarily  the  case,  the  disease  be- 
longs to  the  epithelial  variety,  early  excision  should  be  practised, 
the  position  and  relations  of  the  tumom-  being  such  as  to  render 
the  removal  practicable.  When  the  disease  has  so  far  advanced 
that  deep  ulcerations  are  present,  such  operations  are  not  admis- 
sible. Applications,  such  as  bromine  in  solution,  are  then  more 
suitable. 

ABSCESS  OF  THE  LABIA  ;  BOILS. 

Abscess  of  the  vulva  is  characterised  by  the  presence  of  a 
rounded  circumscribed  swelling,  of  variable  size,  on  one  side  only, 

'  Med.  Tivics  and  Gaz.  Oct.  1860,  p.  379. 
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usually  on  the  inner  aspect  of  the  labium,  and  which  is  painful 
and  very  tender  to  the  touch.  It  may  be  produced  by  blows  or 
injury  of  any  kind,  by  excess  in  coitus,  by  scratching,  as  in  cases 
of  pruritus,  by  masturbation,  etc.  The  most  frequent  seat  of  the 
affection  is  the  gland  situated  on  either  side,  known  as  the  vulvo- 
vaginal or  Duvernoy's  gland.  This  gland  becomes  inflamed,  or 
the  orifice  of  the  duct  of  the  gland  becomes  obstructed,  and  tb(; 
abscess  is  thus  produced.  Most  cases  of  circumscribed  abscess  of 
the  labia  originate  in  the  gland  in  question.  Abscess  of  the  vulva 
of  a  more  diffuse  form  may  be  observed  as  the  result  of  puerperal 
affections,  or  it  may  occur  in  connection  with  oedema  during 
pregnancy,  or  under  other  circumstances. 

Boils  are  liable  to  form  in  the  labia  as  well  as  other  parts 
of  the  body.  They  occasion  much  irritation,  and  inconveni- 
ences of  various  kinds.  When  one  boil  is  in  process  of  healing, 
another  often  forms,  and  the  affection  may  thus  last  a  consider- 
able time. 

Treatment. — The  ordinary  circumscribed  abscess  of  the  labium 
which  arises  out  of  inflammation,  or  obstruction  of  the  duct  of 
the  gland  here  situated,  is  best  treated  by  early  incision.  After 
the  opening  has  been  made  into  it  (which  should  never  be  done 
until  the  question  of  the  swelling  being  possibly  due  to  a  hernia 
has  been  considered  and  dismissed),  warm  poultices  should  be 
applied,  and  perfect  rest  enjoined  ;  opiates  are  necessary  to  relieve 
the  pain. 

Boils  are  often  tiresome  and  troublesome  to  manage.  Grreafc 
cleanliness  is  essential,  and  generally  tonic  medicines  are  requisite. 
The  solid  nitrate  of  silver  has  been  found  a  good  application. 

BLOOD-TUMOUR  OF  THE  VULVA. 

This  is  not  by  any  means  a  common  affection.  The  tumour, 
composed  of  blood  effused  into  the  tissue  of  the  part,  and  doubt- 
less derived  from  the  vessels  of  the  erectile  structure  described  as 
the  bulb  of  the  vestibule  by  Kobelt,  is  generally  confined  to  one 
side.  The  tumour  may  be  of  considerable  size  ;  it  is  painless, 
unless  when  the  effusion  is  considerable  and  the  surface  inflamed. 
Women  are  most  liable  to  this  '  thrombus  '  of  the  vulva,  as  it  is 
termed,  during  pregnancy,  and  the  swelling  has  been  sometimes 
so  great  as  to  impede  delivery.  After  parturition,  also,  effusions 
are  frequently  found  to  have  taken  place  into  the  cellular  tissue 
in  this  situation.    It  sometimes  happens  that  the  tumour  or  the 
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enlarged  veins  near  it  burst  externally,  and  serious  haemorrhage 
results. 

Dr.  M'Clintocki  describes  the  affection  under  the  term 
'  Pudendal  htEmatocele.'  This  author,  who  has  placed  on  record 
some  most  interesting  cases  of  this  affection,  believes  that  a  vari- 
cose state  of  the  vessels  of  the  vagina  or  vulva  is  not,  as  usually 
supposed,  a  precursor  of  the  rupture  which  permits  the  effusion  of 
blood  :  for  out  of  38  cases,  tabulated  for  him  by  Dr.  Halahan, 
there  were  only  2  in  which  such  varicose  condition  of  the  veins 
was  noted  as  being  present.  The  affection  was  observed  in 
primiparge  in  1 3  out  of  25  cases  where  the  number  of  the  preg- 
nancy was  noted.  Dr.  M'Clintock  has  never  observed  a  case  of 
thrombus  of  the  vulva  in  the  non-gravid  state,  except  as  a  result 
of  direct  violence  ;  and  even  during  pregnancy  its  spontaneous 
occurrence  is  very  rare,  the  more  usual  cause  of  the  affection  being 
a  traumatic  one.  Mauriceau  mentions  a  case  in  which  a  blood 
tumour  in  the  left  labium  had  existed  for  twenty-five  years,  and 
which,  on  being  opened,  gave  issue  to  a  matter  like  the  contents 
of  an  aneurismal  sac.^  This  was,  however,  a  very  exceptional 
ca=e  ;  ordinarily,  the  thrombus  of  the  vulva  is  a  recent  affection, 
of  rather  sudden  formation,  and  in  the  majority  of  cases  it  is  an 
accident  attendant  on  labour. 

Treatment. — These  tumom's  are  best  treated  by  rest,  and  the 
continued  use  of  an  evaporating  lotion.  They  are  not  to  be 
meddled  with  surgically,  unless  the  coagulum — which  is  rare — 
undergoes  liquefaction,  and  a  sort  of  abscess  results ;  in  which 
case  puncture  may  be  required. 

The  haemorrhage  which  is  liable  to  occm'  from  bursting  of 
these  tumours  is  to  be  treated  by  very  careful  and  continuous 
application  of  pressure  combined  with  cold :  it  has  occasionally 
proved  fatal. 


FIBROUS  TUMOURS  OF  THE  VULVA;  FATTY  AND  FIBRO-CELLULAR 
GROWTHS;  ENCYSTED  TUMOURS. 

Fibrov^s  growths  are  not  very  frequently  met  with  in  the 
external  genitals.  They  are  characterised  by  slow  formation,  are 
painless  and  circumscribed  ;  they  may  become  pendulous,  attached 

by  a  long  pedicle.    There  is  a  peculiar  form  of  fibrous  tumour  

the  recurrent — of  which  an  interesting  instance  is  recorded  by 

'  Clinical  Mevunrs  on  Diseases  of  Women.    Dublin,  1863. 
*  Mai.  des  Famines,  torn.  ii.  p.  2'J. 
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Gr.  Simon.'  In  this  case,  after  repeated  removals,  the  disease 
always  returned,  and  finally  proved  fatal.  To  the  ordinary  forms 
of  fibrous  tumour  there  attaches  no  such  tendency  to  reappear. 

Fatty  and  fibro-cellular  tumours  of  the  vulva.  —  Dr. 
Churchill'^  relates  cases  in  which  tumours  answering  this  descrip- 
tion have  been  present.  Sir  Henry  Thompson  has  related  an 
instance  in  which  a  firm  lobulated  tumour,  weighing  when  re- 
moved nearly  four  pounds,  grew  from  the  external  generative 
organs,  hanging  down  to  within  two  inches  of  the  knees.  Its 
surface  was  fissured  and  nodulated,  and  it  was  made  up  of  hyper- 
trophied  cellular  tissue,  with  fat  in  the  interstices.  It  had  been 
growing  for  nine  years.  The  patient's  age  was  46.  The  tumour 
was  chiefly  inconvenient  from  its  size.^ 

The  encysted  tumour  of  the  vulva  is  rare.  It  grows  to  the 
size  of  an  egg  or  less,  and  is  found  just  within  the  vulvar  aperture 
on  one  side.    I  have  seen  two  instances  of  it. 

Capelle  records  the  case  of  a  woman,  aet.  30,  who  had  an 
enormous  enlargement,  termed  by  him  a  Upomatous  tumour,  the 
size  of  the  head  of  an  adult,  originating  in  the  right  labium  and 
extending  as  far  as  the  knee.  It  was  removed  by  the  knife.^ 
The  growth  of  the  tumour  dated  from  ten  years  previously. 

Oozing  tumour  of  labia. — A  solid  oedematous  condition  of 
the  labia,  with  great  secretion  from  the  muciparous  follicles,  is 
sometimes  met  with.  It  is  generally  confined  to  one  side ;  the 
enlargement  is  smooth,  but  firm ;  the  surface  is  somewhat  lobu- 
lated; and  there  is  a  profuse  watery  secretion.  This  condition 
was  first  described  by  Sir  C.  M.  Clarke. 

TREATMENT  OF  TUMOURS  OF  THE  LABIA. 

The  various  forms  of  tumour  of  the  labia  are  usually  only  to 
be  treated  by  one  method,  viz.  excision.  The  risk  attendant  on 
this  operation  is  not  usually  considerable,  but  when  the  tumour  is 
very  large,  or  attached  by  a  broad  base,  the  hgemon'hage  may  be 
difficult  to  restrain,  and  it  may  be  necessary  to  secure  the  vessels 
one  by  one  as  the  operation  is  being  performed ;  in  some  cases 
it  is  advisable  to  transfix  the  pedicle  thrice  or  more,  in  order  to 
secure  control  over  the  hcemorrhage  preparatory  to  commencing 
the  incision. 

'  Schmidt's  Jalirb.  vol.  cv.  p.  63.       *  On  Diseases  of  Women,  4th  edit. 

»  Tram,  of  the  Path.  Sac.  vol.  vi.  p.  269. 

*  Journ.  de  Med.  de  Bruxelles,  Jan.  1860,  p.  41. 
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The  encysted  tumour  of  the  vulva  is  best  treated  by  dissect- 
ing it  completely  out ;  if  preferred,  it  may  be  simply  punctured, 
but  the  cyst  is  then  liable  to  refill. 

In  cases  of  oozing  tumour  of  the  labia,  extirpation  of  the 
labium  has  been  performed.  Our  present  knowledge  of  the  dis- 
ease is  somewhat  vague  and  unsatisfactory ;  few  opportunities  are 
afforded  for  observing  it,  or  for  ascertaining  whether  it  be  a 
peculiar  disease,  or  a  modified  form  of  the  afiection  known  as 
eczema  of  the  vulva.  Dr.  Churchill  recommends  great  attention 
to  the  state  of  the  general  health  in  such  cases,  and  administra- 
tion of  a  good  generous  diet.  Rest,  the  use  of  astringent 
applications,  as  starch,  decoctions  of  oak  bark,  or  lotions,  con- 
stitute the  palliative  treatment. 

HERNIA  OF  THE  LABIA. 

An  enlargement  situated  at  the  upper  part  of  the  labia  on  one 
side  may  be  due  to  a  hernia  in  this  position.  The  hernia  follows 
in  such  case  the  course  of  the  round  ligament.  It  is  characterised 
by  the  position,  which  is  in  the  course  of  the  ligament  in  ques- 
tion, by  its  painlessness  (unless  inflamed),  and  by  the  impulse 
communicated  on  coughing. 

HERNIA  OF  THE  OVARY. 

In  some  very  rare  cases,  a  tumour  is  observed  at  the  upper 
part  of  the  labium  on  one  side  (in  the  celebrated  case  related  by 
Mr.  Pott,  on  both  sides),  and  constituted  by  the  ovary,  a  pouch  of 
the  peritoneum  in  such  cases  being  prolonged  into  the  situation  in 
question.  Dr.  Meadows  has  recorded  a  very  interesting  case,'  in 
which  there  appears  to  have  been  primarily  an  ordinary  irreducible 
inguinal  hernia,  but  secondarily  an  ovarian  hernia.  The  tumour 
in  this  case  gave  rise  to  so  much  inconvenience  that  it  was 
removed  by  a  surgical  operation. 

VARIOUS  FORMS  OF  INFLAMMATION  OF  THE  VULVA. 

Vulvitis. — Acute  inflammation  of  the  vulva  may  be  produced 
by  blows,  by  undue  exertion  in  walking,  by  intemperate  sexual 
intercourse,  by  masturbation,  by  gonorrhopal  infection,  by  syphilis  • 
and  it  may  occur  in  conjunction  with  affections  of  the  vulva  or 

'  Obst.  Trans,  vol.  in. 
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vagina  of  a  chronic  character,  such  as  lupus,  follicular  inflamma- 
tion, cancer,  etc.  Erysipelatous  inflammation  is  found  to  occur 
here,  as  on  other  parts  of  the  surface.  Abscess  of  the  vulva,  in 
which  a  circumscribed  enlargement  of  one  part  of  the  vulva  only 
is  present,  is  not  included  in  the  present  series  of  cases,  though 
vulvitis  may  lead  to  abscess. 

The  inflammation  of  the  vulva  produced  by  any  of  the  foregoing 
causes  may  be  more  or  less  intense  in  degree,  and  the  appearances 
observed  will  vary  according  to  the  time  at  which  the  observation 
is  made.  Swelling  of  the  labia,  pain  on  movement  of  any  kind, 
tenderness,  pain  in  micturition,  redness  of  the  mucous  membrane, 
with  more  or  less  irritative  fever, — these  are  usually  present  at  the 
commencement  of  the  disease.  A  discharge  more  or  less  copious, 
and  generally  of  a  purulent  or  muco-purulent  character,  is  found 
issuing  from  between  the  labia ;  the  skin  at  the  ujDper  and  inner 
parts  of  the  thighs  is  excoriated.  The  swelhng  may  be  very 
considerable.  If  the  case  be  not  seen  until  a  later  period, 
the  swelling  may  have  subsided  ;  but  the  tenderness,  together 
with  a  constant  discharge,  and  a  troublesome  irritation  and  ex- 
coriation of  all  the  mucous  surface,  are  usually  still  found  to  be 
present. 

In  some  cases  we  find  the  mucous  surface  of  the  vulva  covered 
by  diphtheritic  patches  of  exudation,  there  being  at  the  same 
time  a  subacute  inflammatory  condition  of  the  vulva  generally. 
The  patient  is,  under  such  circumstances,  weak  and  prostrated, 
and  these  cases  may  occur  epidemically. 

An  aphthous  form  of  inflammation  may  attack  the  vulva — an 
affection  more  especially  observed,  however,  in  children. 

With  vulvitis  may  be  conjoined  inflammation  of,  or  discharge 
from,  the  vaginal  canal  higher  up  ;  and  in  fact  chronic  vulvitis 
is  usually  associated  with  vaginitis.  But  the  inflammation  is  very 
frequently  almost  entirely  limited  to  the  surfaces  of  the  vulva ; 
and  hence  the  necessity  for  considering  such  cases  apart. 

Chronic  inflammatory  affections  of  the  vulva. — In  eczema 
of  the  vulva,  we  find  redness  of  the  skin  of  the  folds  between  the 
labia  and  the  thighs  and  their  neighbourhood,  producing  very 
constant  and  troublesome  itching.  Undue  walking  exercise  is 
sometimes  sufficient  to  produce  this  affection  in  a  mild  form. 
There  is,  however,  a  more  chronic  and  obstinate  form  of  the  affection 
not  uncommon.  When  the  disease  has  become  thus  chronic,  the 
skin  is  often  found  thickened,  hypertrophied,  and  the  hairs  have 
in  great  part  disappeared.    Prurigo  of  the  external  genitals  is 
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not  common ;  pruritus,  where  noticed,  being  due  to  other  con- 
ditions of  the  parts. 

Vulvar  folliculitis,  a  condition  for  our  knowledge  of  which  we 
are  indebted  to  Dr.  Oldham  and  Huguier  of  Paris,  is  constituted 
by  the  presence  of  little  rounded  prominences  irregularly  scattered 
over  the  surface  of  the  vulva.  These  prominences  are  painful  and 
irritable,  and  after  a  time  break  and  discharge  a  little  puriform 
fluid  ;  and  the  surface  of  the  vulva  generally  becomes  inflamed 
and  red,  and  in  places  ulcerated.  The  inflammation  is  seated  in 
the  mucous  follicles  of  the  surface.  This  condition  is  met  with 
more  especially  in  pregnant  women  and  during  the  heat  of  summer, 
and  appears  to  be  caused  by  want  of  cleanliness,  by  excessive  in- 
dulgence in  sexual  intercourse,  etc.  The  sphincter  of  the  vagina 
is  frequently,  according  to  Dr.  Oldham,  contracted  ;  and  a  painful 
hypersesthetic  condition  of  the  vulvar  orifice  is  sometimes  asso- 
ciated with  this  follicular  inflammation.  The  little  ulcerated  sur- 
faces left  after  the  escape  of  the  pus  are  distinguished  from  ulcers 
due  to  svphilis  by  the  fact  that  in  syphilis  the  ulceration  is  more 
generally  on  the  inner  surface  of  the  labia  minora,  by  the  larger 
surface  of  the  ulcer,  and  by  the  peculiar  history  of  its  appearance ; 
whereas,  in  vulvar  folliculitis,  the  whole  vulva  is  more  or  less 
affected,  the  surface  ulcerated  is  very  small,  and  not  inclined  to 
spread. 

The  affection  is  a  very  painful  one  ;  the  patient  finds  a  diffi- 
culty in  sitting  comfortably ;  pain  on  intercourse,  troublesome 
pruritus,  occasional  bleeding  from  the  surface,  slight  discharge  — 
these  symptoms  are,  one  or  more  of  them,  generally  observed. 
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Best,  frequent  ablutions,  and  attention  to  the  general  health, 
are  of  great  importance,  more  especially  in  chronic  cases. 

In  the  treatment  of  cases  of  eczema  of  the  vulva,  in  addition 
to  rest,  ablutions,  etc.,  the  use  of  lotions  of  glycerine  or  of  solu- 
tion of  carbonate  of  soda  will  be  found  efiicacious  ;  when  the 
diseavSe  is  chronic,  caustics  are  often  the  only  effectual  remedies. 

In  cases  of  follicular  inflammation  of  the  vulva  the  use  of  a 
weak  lead  lotion,  rest,  and  attention  to  the  general  health,  will  do 
much  to  remove  the  disease.  Dr.  Oldham's  favourite  remedy  is 
an  ointment  containing  hydrocyanic  acid  (2  drachms),  diacetate 
of  lead  (a  scruple),  and  cocoanut  oil  (2  ounces),  the  parts  being 
bathed  with  cool  water  before  applying  the  ointment.    In  some 
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cases  of  this  affection  which  have  come  under  my  own  notice  I 
have  used  nitrate  of  silver,  in  the  form  of  a  strong  solution,  with 
satisfactory  results. 

VULVITIS,  AND  DISCHARGES  FROM  THE  GENITALS,  IN  CHILDREN. 

These  cases  require  to  be  considered  apart.  A  good  deal  of 
misconception,  and  consequent  injustice  to  individuals,  have  arisen 
in  connection  with  this  subject,  and  it  is  only  now  beginning  to 
be  extensively  recognised  as  a  fact  that  vaginal  discharges  from  the 
generative  passages  in  young  children  may  occur  quite  independ- 
ently of  contagion. 

The  discharges  from  the  genitals  observed  in  children  have, 
for  the  most  part,  their  origin  in  the  glands  just  within  the  vulva, 
the  vaginal  canal  within  the  hymen  being  generally  unaffected. 

The  following  are  the  chief  causes  of  vulvitis  in  children  :  — 

1.  These  discharges  are  often  witnessed  in  children  of  scrofulous 
or  debilitated  constitutions.  2.  They  may  frequently  be  traced  to 
the  presence  of  ascarides  in  the  rectum,  directly  or  indirectly  pro- 
ducing such  an  amount  of  irritation  as  to  cause  leucorrhcea. 
3.  Simple  want  of  attention  to  cleanliness  may  be  the  only  assignable 
cause.  4.  A  form  of  leucorrhcea  is  sometimes  prevalent  in  chil- 
dren simultaneously  with  diphtheritic  affections  of  other  mucous 
passages.  5.  Gonorrhoea  communicated  by  the  male.  6.  The 
irritation  of  dentition.  The  fact  that  the  child  is  weakly,  or 
showing  other  signs  of  a  constitutional  tendency  to  scrofula, 
would  lead  us  to  connect  the  presence  of  a  vaginal  discharge 
therewith.  If  the  leucorrhcea  proceed  from  vermicular  irritation, 
there  is  generally  extreme  irritability  and  itching  in  the  neigh- 
bourhood of  the  rectal  orifice,  and  other  well-known  signs  of  the 
presence  of  these  parasites  are  observed.  A  circumstance  which 
I  have  noticed  more  than  once  in  connection  with  the  presence  of 
ascarides  in  the  rectum,  is  the  objection  children  affected  with 
them  have  to  sitting  on  soft  cushions  :  anything  hard  or  angular  is 
preferred. 

Cases  of  rape  on  children  sometimes  result  in  the  production  of 
discharge  of  a  gonorrhoeal  nature.  The  moral  evidence  is,  in  the 
case  of  very  young  children,  often  open  to  great  suspicion ;  the 
medical  evidence  must  be  given  with  great  circumspection,  for  it 
is  in  the  case  of  very  young  children  that  dlschai'ges  from  other 
causes  are,  as  has  just  been  pointed  out,  by  no  means  unfreqiiently 
observed. 
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In  cases  where  '  violation '  is  suspected,  the  condition  of  the 
vaginal  outlet  is  an  important  subject  for  consideration.    A  com- 
plete discussion  of  this  interesting  subject  cannot  be  entered  into 
here.    The  chief  points  to  which  attention  should  be  directed,  how- 
ever, ai-e  the  following :  In  children  examined  soon  after  violation 
has  been  effected,  there  are  marks  of  violence  on  the  external  geni- 
tals, which  ma}'  be  bruised  and  lacerated,  the  laceration  generally 
affecting  the  perinseum,  and  together  with  this  the  hymen  is  found 
torn.  .  These  are  the  more  usual  results  observed.    The  presence 
of  a  discharge  from  the  genitals  of  a  child,  which  the  friends  of 
children  among  the  lower  classes  are  aften  disposed  to  attribute  to 
the  effects  of  intercourse,  is  a  circumstance  which  by  itself  is 
worth  nothing  as  a  sign  of  violation.    The  evidence  of  injury  to 
the  perinjEum,  and  of  laceration  of  the  perinaeum,  is  much  more 
to  be  relied  on  than  the  mere  presence  of  a  discharge.   For  further 
information  the  reader  is  referred  to  the  standard  works  on  '  Medi- 
cal Jurispruduce.'    In  children  the  signs  of  violation  persist  for  a 
much  longer  period  than  in  adults,  and,  in  the  case  of  the  for- 
mer, signs  may  still  be  present  from  eight  to  fourteen  days  after 
the  occurrence.    In  adults  the  marks  of  violence  observable  are 
often  very  trifling,  especially  in  the  case  of  married  women,  and, 
unless  extreme  in  degree,  these  evidences  disappear  very  rapidly. 
In  cases  of  suspected  violation,  both  in  adults  and  children,  the 
microscope  might  be  very  usefully  employed  in  rendering  the 
diagnosis  more  certain.    The  spermatozoa  are  capable  of  being 
recognised  for  a  very  considerable  time  after  being  deposited  in 
the  vagina,  and  there  is  reason  for  believing  that,  under  favourable 
circumstances,  they  might  be  found  in  the  mucus  of  the  upper 
part  of  the  vagina  even  as  late  as  twenty-four  or  thirty-six  hours 
after  intercourse  has  been  effected. 


PRURITUS  OF  THE  VULVA. 

The  terms  '  pruritus  vulvae,'  '  pruritus  of  the  vagina,'  etc.,  have 
been  used  to  designate  a  class  of  symptoms  referable  to  the  gene- 
rative organs,  in  themselves  very  distinctive  and  characteristic,  and 
which  are  also  exceedingly  troublesome  and  inconvenient  to  the 
patient. 

Varying  exceedingly  in  form  and  degree,  the  essential  charac- 
teristic of  the  class  of  symptoms  now  to  be  considered  is  an  itching 
sensation,  impelling  the  patient  to  relieve  herself  by  rubbing  or 
scratching  the  part  affected.    The  sensation  is  now  and  then  a 
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kind  of  formication  only — a  creeping,  uncomfortable  feeling  on  the 
surface  of  the  external  generative  organs.  More  commonly,  how- 
ever, the  sensations  complained  of  are  more  intense  in  degree  and 
somewhat  different  in  kind.  The  irritation  was  accurately  described 
by  Dr.  Rigby  as  '  like  that  of  urticaria,  viz.  a  sensation  of  in- 
tolerable pricking  and  tingling,  combined  with  burning  heat  and 
intense  itching.' '  It  is  worse  at  some  times  than  at  others  ;  it  is 
not  seldom  quite  intolerable  to  the  patient.  Scratching  affords 
hardly  a  temporary  relief,  and  shortly  itself  gives  rise  to  further 
inconveniences.  Combined  with  the  itching  there  is  more  or  less 
constantly  a  feeling  of  heat  in  the  parts  affected  quite  as  distress- 
ing as  the  other  sensation. 

Even  in  the  worst  cases  there  are  usually  remissions,  during 
which  the  patient  is  more  free  from  discomfort ;  and,  as  a  general 
rule,  it  is  stated  that  at  certain  times  of  the  day,  or  under  certain 
peculiar  circumstances,  the  sensation  is  experienced  much  more 
intensely :  the  affection  is,  indeed,  more  or  less  paroxysmal. 
Warmth  particularly  is  liable  to  bring  on  a  paroxysm  ;  the  heat 
of  the  bed  is  especially  unbearable,  the  patient  being  obliged  to 
leave  her  bed  almost  every  quarter  of  an  hour  to  obtain  relief. 
After  eating  or  drinking,  too,  the  distress  is  usually  greater.  The 
congestion  of  the  genital  organs,  associated  with  approach  of  the 
menstrual  period,  aggravates  the  affection. 

The  actual  seat  of  the  sensation  is  open  to  some  variation.  In 
most  cases  the  irritation  is  not  confined  to  one  spot,  but  is  felt 
equally  over  the  pudendum,  over  the  labia,  and,  in  fact,  all  round 
the  vaginal  aperture.  In  some  cases,  the  nymphae,  the  surface  of 
the  clitoris,  and  the  adjacent  surface  of  the  vaginal  canal,  espe- 
cially the  anterior  commissure  above  the  clitoris,  are  the  parts 
more  particularly  affected.  Lastly,  there  are  a  certain  number  of 
cases  in  which  the  sensation  has  its  seat,  not  at  the  external 
generative  organs,  but  more  internally. 

The  affection  may  be  observed  in  women  of  all  ages.  It  is 
perhaps  most  frequently  observed  at  the  climacteric  period,  when 
the  menses  are  about  to  cease,  although  it  is  by  no  means  limited 
to  this  period.  It  is  more  often  observed  in  women  advanced  in 
^life  than  in  young  women.  The  unmarried  and  married  are  almost 
equally  liable  to  it. 

As  regards  the  duration  of  the  affection,  it  varies.  Women 
sometimes  remain  subject  to  it  for  several  months,  or  even  longer. 
The  pruritus  is  in  many  instances  so  pei-sistent  that  the  patient 

'  On  Diseases  of  Women,  p.  247. 
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becomps  worn  out,  exhausted,  and  prostrated  in  the  extreme,  owing 
to  the  want  of  rest,  the  annoyance,  and  the  pain  so  long  continued. 
The  necessity  of  applying  the  fingers  to  obtain  a  slight  temporary 
relief  by  scratching  excludes  her  from  society.  Altogether,  a  bad 
attack  of  pruritus  is  about  as  troublesome  and  inconvenient  an 
affection  as  any  to  which  a  woman  can  be  subject. 

What  is  the  nature,  and  what  are  the  causes  of  the  affection  ? 
The  affection  varies  very  much  as  regards  its  nature  and  causes  in 
different  cases.  It  is  possible  that  at  the  beginning  the  affection 
may  be  in  the  majority  of  cases  identical ;  but  in  practice  we  find 
that  most  cases,  when  they  come  under  observation,  are  of  a  mixed 
character.  Scanzoni  regards  the  affection  as  hypersesthesia  of 
the  sensitive  nerves  of  the  vagina,  in  some  cases  idiopathic, 
in  others  secondary,  and  in  the  latter  depending  on  various 
affections  of  the  ovaries,  vagina,  uterus,  etc. ;  and  the  various 
alterations  of  the  external  generative  organs  witnessed  in  con- 
junction with  it  are  considered  by  this  author  secondary  in  their 
nature. 

I  have  met  with  some  very  marked  cases  where  the  pruritus 
was  most  unquestionably  due  to  acute  anteflexion  of  the  uterus, 
the  disorder  disappearing  instantly  the  position  and  shape  of  the 
uterus  were  altered.  Scanzoni  also  places  flexions  among  the  list 
of  causes  of  pruritus. 

Any  circumstance  favouring  congestion  of  the  generative  organs 
may  give  rise  to  it.  Thus,  in  the  earlier  months  of  'pregnancy 
it  is  not  rarely  observed.  Where  a  sluggish,  inactive  condition  of 
the  abdominal  viscera  is  present,  associated  with  digestive  de- 
rangements, as  in  individuals  taking  but  little  active  exercise 
and  living  well,  there  exists  a  liability  to  the  affection :  in  cases 
of  the  latter  description,  haemorrhoids  are  frequently  present, 
and  constipation  is  very  generally  observed.  It  is  in  cases  coming 
under  this  category  that  the  pruritus  is  found  most  often  asso- 
ciated with  a  good  deal  of  hyperiemia  of  the  external  generative 
organs ;  and  in  this  class  of  cases,  also,  the  scratching  and  rubbing 
most  frequently  have  the  effect  of  producing  inflammatory  changes 
of  the  vulva  and  parts  adjacent. 

Chronic  diseases  of  the  uterus  are  frequently  connected  with 
pruritus  of  the  genital  organs ;  in  carcinomatous  disease  of  the 
uterus,  the  affection  in  question  is  certainly  very  frequently 
witnessed.  Possibly  the  frequent  association  of  uterine  cancer  and 
pruritus  is  connected  with  the  acrid  character  of  the  fluid  dis- 
charges then  passing  over  the  vulva.   Cases  in  which  it  was  due  to 
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superficial  granular  erosion  of  the  as  uteri  are  mentioned  by 
Drs.  West  and  Churchill. 

Radical  disorder  of  the  general  healthy  quite  independent  of 
disease  of  the  generative  organs,  has  been  found  to  be  the  cause 
of  pruritus  in.  some  cases.  Thus  Dr.  West  alludes  to  an  instance 
in  which  a  young  lady  suffered  severely  from  pruritus,  which 
turned  out  to  be  due  to  diabetes. 

An  acrid  condition  of  the  secretions  of  the  sebaceous  glands 
of  the  vulva  appears  to  be  sometimes  the  cause  of  the  pruritus. 
Ascarides  in  the  rectum  have  been  known  to  produce  it. 

.  In  individuals  of  uncleanly  habits,  pruritus  of  the  vulva  is 
sometimes  produced  by  the  presence  of  pediculi. 

An  aphthous  form  of  inflammation  of  the  vulva  was  first  alluded 
to  by  Dr.  Dewees  as  now  and  then  giving  rise  to  pruritus  of  the 
vulva ;  the  inner  surface  of  the  vulvar  commissure  being  covered 
with  little  aphthous  patches,  and  more  or  less  congestion  of  the 
parts  generally  being  conjoined.  How  far  this  condition  is  primary 
or  secondary  cannot  be  considered  as  determined. 

Inflammation  of  the  mucous  follicles  of  the  vulva — vulvar  folli- 
culitis (Oldham) — is  a  disease  of  the  vulva  in  which  troublesome 
pruritus  may  be  present. 

In  a  case  which  came  under  my  own  notice,  very  intense  and 
obstinate  pruritis  was  found  to  be  dependent  on  the  presence  of 
warty  groivths  from  the  under  or  vaginal  surface  of  the  urethra, 
the  whole  forming  a  tumour  the  size  of  a  walnut.  In  this  case 
the  removal  of  these  growths  was  necessary,  and  a  cure  soon  after- 
wards resulted.  The  vascular  tumour  of  the  urethra,  which,  as 
is  well  known,  grows  within  or  at  the  urethral  orifice,  gives  rise  to 
great  disturbance  to  the  function  of  micturition ;  less  frequently, 
it  is  a  cause  of  pruritus. 

Lastly,  it  may  be  stated  generally  that  there  are  few  altera- 
tions in  the  mucous  surface  at  or  near  the  vaginal  aperture  which 
may  not  be  associated  with  pruritus. 

Treatment. — The  general  treatment  of  imuitus  of  the  vulva 
consists  in  correcting  whatever  may  be  found  wrong  or  prejudicial 
to  health  in  the  habits,  mode  of  life,  diet,  and  regimen  of  the 
patient.  The  digestive  organs  should  be  duly  watched,  consti- 
pation prevented.  The  food  given  must  be  light  and  simple.  In 
that  form  of  the  afifection  observed  in  women  past  the  climacteric 
age,  when  there  is  debility,  defective  digestion,  and  want  of 
appetite,  without  any,  or,  at  all  events,  any  considerable,  alteration 
of  the  skin  covering  the  pudendum,  mineral  acids  combined  with 
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bitter  infusions  are  of  the  greatest  service.  Small  alterative 
doses  of  blue  pill  are  occasionally  useful. 

The  load  treatment  consists  in  the  removal  of  any  condition 
which  may  be  found  to  be  associated  with  the  pruritus,  whether  it 
be  the  cause  or  the  effect  of  the  same.  And  this  local  treatment 
will  be,  according  to  the  natmre  of  the  case,  palliative  or  curative. 
The  local  treatment  will  necessarily  vary  according  to  the  actual 
condition  of  the  parts  discovered  on  examination.  It  is  generally 
the  case,  indeed,  that  some  abnormal  condition  of  the  surface  of 
the  labia  and  adjacent 'parts  is  present,  which,  as  before  remarked, 
may  be  primary  or  secondary  as  regards  the  pruritus.  In  some 
cases  the  local  treatment  is  all  that  is  necessary  for  the  cure. 
Cleanliness  is  the  first  essential.  The  external  genitals  must  be 
frequently  and  thoroughly  washed  with  tepid  or  quite  cold  water. 
The  hip-bath  should  be  frequently  used,  for  the  application  of 
water  is  almost  always  grateful  to  the  patient.  If  there  be  much 
fulness  of  the  blood-vessels  of  the  vulva,  leeches  are  sometimes 
necessary.  A  rather  strong  cauterisation  of  the  os  uteri  with 
solid  nitrate  of  silver  will  sometimes  succeed  when  other  measures 
fail. 

Respecting  special  topical  remedies,  Scanzoni  speaks  most 
highly  of  a  mixture  consisting  of  chloroform  two  parts,  and  almond 
oil  thirty  parts,  to  be  applied  to  the  surfaces  of  the  labia  and  of 
the  ostium  vaginae.  I  have  found  this  remedy  of  the  greatest 
service,  but  the  quantity  of  chloroform  is  too  small.  One  part  of 
chloroform  in  six  of  oil  is  the  proportion  I  have  used.  Dr.  West 
finds  goulard  water  and  hydrocyanic  acid  a  very  valuable  appli- 
cation.   When  aphthae  ai'e  present,  borax  in  solution  with  a  little 

morphia  (borax  3iv.,  morph.  hydroch.  gr.  viij.,  rose-water  Jx.  

West)  has  been  found  very  efficacious.  Dr.  Rigby  found  an  oint- 
ment composed  of  equal  parts  of  ung.  hyd.  nit.  ox.  and  cod-liver 
oil  very  successful  when  other  measures  had  failed.  Alum  and 
powdered  sugar,  sprinkled  over  a  tampon  of  cotton  and  inserted 
in  the  vagina  twice  a  day  for  a  week,  is  a  remedy  used  by 
Scanzoni.  The  latter  author  states  that  Scholz's  remedy,  the 
calladium  sequinum,  has  in  his  hands  given  satisfactory  results. 
Cauterisation  by  means  of  nitrate  of  silver  has  been  employed  by 
several.  For  pediculi  Churchill  recommended  turpentine,  tobacco 
or  calomel  in  powder. 

Rest,  cooling  lotions,  etc.,  are  sometimes  required  to  subdue 
the  inflammation  consequent  on  the  scratching. 
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DISEASES  OF  THE  VAGINA. 

Methods  of  Examination  ;  Digital  and  Ocular  Examination— Normal  Condition 

of  the  Vaginal  Canal. 
Obstructions  of  the  Vaginal  Orifice  and  Vagina  ;  their  Diagnosis.— 

Diagnosis  of  suspected  defective  Development,  or  of  entire  Absence  of  the 

Uterus,  Vagina,  etc.— Double  Vagina— Hardness  or  Resistance  of  the  Vaginal 

Wall. 

Tumours  projecting  at  or  beyond  the  Ostium  Vagina.  Diagnosis.  

Cystocele  ;  Ascites  with  Prolapse  of  Vaginal  Wall ;  Vaginal  Gjst ;  Menstrual 
Retention — Vaginal  Rectocele  ;  Entero- vaginal  Hernia— Tumours  connected 
with  the  Uterus — Polypus  of  the  Vagina. 

Diseases  of  the  Vagina. — Congenital  Defects  :  Stricture  of  the  Vagina  

Extreme  Narrowness — Various  unusual  Conditions  of  the  Hj^men — Menstrual 
Retention  associated  with  Imperforate  Hymen — Treatment  of  Defects  and 
Occlusions  of  the  Vagina. 

Vaginitis  :  Treatment — Spasm  and  HyperfEsthesia  of  the  Vulva — Treatment. 

Fistulas  :  Vesico-vagiual  and  Recto-vaginal  Fistula — Treatment. 

Tumours  of  Vaginal  Walls — Treatment. 

Methods  of  examination. — The  ordinary  method  of  obtaining 
information  as  to  the  condition  of  the  vagina  is  by  the  introduction 
of  one  or  more  fingers  into  the  canal — digital  examination.  It  is 
sometimes  necessary  to  add  to  this  an  ocular  examination  of  the 
canal,  either  with  or  without  the  aid  of  the  speculum. 

Digital  examination  of  the  vagina  is  effected  in  the  following 
manner.    The  patient  lying  on  the  left  side,  the  forefinger  of  the 
right  hand,  previously  well  oiled,  is  introduced  between  the  labia 
and  into  the  vagina.    F or  the  purpose  of  ascertaining  the  con- 
dition of  the  parts  near  the  low*er  extremity  of  the  canal,  the  in- 
troduction of  one  finger  is  sufficient ;  but  it  is  generally  necessary 
to  introduce  the  second  finger  also,  to  examine  the  condition  of 
the  vagina  higher  up :  in  a  few  cases,  the  introduction  of  all  the 
fingers  is  found  necessary.    In  effecting  this  operation,  the  left 
hand  should  be  placed  on  the  right  hij)  of  the  patient.  This 
assists  in  giving  a  correct  idea  as  to  the  position  of  the  entrance 
of  the  vagina.    The  finger  or  fingers  must  be  introduced  slowly 
and  with  care. 
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The  examination  of  the  canal  of  the  vagina  is  accomplished  by 
the  finger  or  fingers  introduced  as  before  described.  Information 
is  thus  obtained  as  to  the  size,  shape,  and  direction  of  the  canal, 
as  to  the  state  of  the  lining  membrane,  its  sensibility,  smoothness 
or  roughness,  and  its  temperature.  In  certain  cases,  the  eye  may 
be  also  used,  in  order  to  ascertain  the  presence  of  undue  redness 
or  other  changed  conditions  of  the  mucous  membrane,  and  a  more 
minute  examination  of  the  canal  by  means  of  the  speculum  is 
necessary  where  the  preseiice  of  unnatural  communications  be- 
tween the  vagina  and  the  bladder  or  rectum  is  suspected  ;  also  in 
some  other  cases. 

Normal  condition  of  the  vaginal  canal. — With  the  patient 
lying  on  the  left  side,  the  distance  from  the  upper  extremity  of 
the  vagina  to  the  situation  of  the  hymen  is,  in  round  numbers, 
three  inches,  as  a  rule  rather  less.  This  distance  measured  off  on 
the  forefinger,  extends  from  the  point  of  the  finger  to  the  centre 
of  the  proximal  phalanx ;  but  the  measurement  from  the  upper 
part  of  the  vagina  to  the  lowest  part  of  the  commissure  of  the 
vulva  is  four  inches.  Thus  the  distance  from  the  external  surface 
of  the  body  to  the  extremity  of  the  vagina  is  one  inch  greater 
than  that  of  the  vagina  itself.  Normally,  when  the  tip  of  the 
forefinger  touches  the  highest  point  of  the  vagina,  the  metacarpo- 
phalangeal joint  corresponds  exactly  with  the  entrance  of  the 
vulva.  In  very  stout  subjects  the  distance  appears  greater  because 
of  the  thickness  of  the  lips  of  the  vulva. 

In  effecting  an  ocular  examination  of  the  vagina,  the  patient 
is  placed  in  the  position  above  described,  or,  as  is  more  convenient 
under  some  circumstances,  lying  on  her  back  and  the  knees  sepa- 
rated. The  examination  by  means  of  the  speculum  is  also  effected 
in  either  of  the  two  positions  indicated,  but  most  easily  in  the 
latter.  In  searching  for  fistulte  in  the  vesico-vaginal  septum,  the 
patient  is  sometimes  placed  on  the  hands  and  knees. 

OBSTRUCTIONS  OF  THE  VAGINAL  OEIPICE  AND  VAGINA  : 

DIAGNOSIS  OP  THESE. 

On  attempting  to  introduce  the  finger  at  the  vaginal  orifice  an 
obstruction  may  be  encountered.  This  obstruction  may  be  due  to 
any  one  of  the  following  conditions : — 

Adhesion  of  the  labia  majora ; 

Absence  of  the  vagina  (congenital) ; 
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Imperfect  formation  of  vagina; 

Presence  of  the  unruptured  hymen  ;  or, 

Stricture  of  the  lower  part  of  the  vagina  (acquired). 

Adhesion  of  the  labia  majora  is  distinguished  from  absence  of 
the  vagina  by  the  use  of  the  probe  or  finger.  Imperfect  formation 
of  the  vagina  is  also  readily  distinguished  from  either  of  these 
two  former  conditions.  Obstruction  due  to  the  hymen  is  distin- 
guished from  the  two  former  by  its  situation,  the  hymen  being  a 
short  distance  within  the  vaginal  canal  and  not  on  a  level  with  the 
perineal  surface. 

In  cases  where  the  vagina  is  very  short,  ending  at  or  near  the 
position  of  the  hymen,  the  physical  examination  may  reveal  con- 
ditions pretty  nearly  resembling  those  present  where  the  hymen  is 
the  obstructing  agent ;  the  finger  can  only  be  made  to  pass  a  short 
distance.    The  distinction  then  rests  on  the  presence  of  the  cata- 
menial  discharge  in  the  latter,  its  absence  in  the  former  class  of 
cases.    Where  there  is  obstruction  to  intercourse,  but  menstrua- 
tion is  present,  it  is  clear  that  the  vagina  cannot  be,  altogether 
at  least,  absent.    But  there  may  be  obstruction  to  intercourse 
from  presence  of  a  thickened,  but  still  perforated,  hymen.    If  the 
hymen  were  absolutely  imperforate,  there  would  be  menstrual 
retention  with  its  peculiar  signs,  in  addition  to  other  signs  of 
obstruction.    Congenital  stricture  of  the  vagina  is  usually  situated 
higher  up  than  the  seat  of  the  hymen.    Congenital  narrowness  of 
the  vagina  would  be  easily  and  obviously  distinguished  from  ob- 
struction due  to  thickened  hymen.    Spasmodic  action  of  the 
sphincter  vaginae  may  produce  obstruction  to  the  entrance  of  the 
finger,  or  to  sexual  intercourse,  but  this  form  of  obstruction  could 
hardly  be  confounded  with  that  due  to  thickened  or  imperforate 
hymen. 

Diagnosis  of  cases  of  suspected  defective  development  or  of 
entire  absence  of  the  uterus,  of  the  vagina,  etc. — It  is  occasionally 
necessary  to  determine  what  is  the  state  of  the  internal  generative 
organs  in  such  cases,  in  reference  to  the  advisability  of  recom- 
mending marriage,  etc. 

In  the  first  place,  it  appears  from  a  careful  consideration  of 
recorded  facts,  that  the  conditions  presented  by  the  external 
generative  organs  give  but  little  clue  to  the  condition  of  the  in- 
ternal generative  organs ;  that  is  to  say,  that  there  is  no  constant 
and  invariable  relation  between  the  degree  of  the  development  of 
the  generative  organs,  external  and  internal.  Thus  we  meet  with 
cases  recorded  in  which  the  vulva,  being  pretty  well  developed,  the 
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pubes  well  covered  with  hair,  the  breasts  not  imperfectly  formed, 
the  uterus  is  entirely  absent.  And  the  opposite  condition  has 
been  met  with,  viz.  absence  of  developed  external  generative 
organs  with  presence  of  a  uterus  sufficiently  well  formed  to  exer- 
cise its  functions.  Between  the  two  extreme  cases  all  sorts  of 
gradations  are  witnessed  and  have  been  recorded.  In  cases  where 
the  internal  generative  organs  are  imperfectly  formed,  the  varia- 
tions from  the  normal  standard  are  numerous  in  kind  and  degree ; 
the  uterus  may  be  double,  one  cornu  being  well  develo^^ed,  the 
other  imperfectly  so,  or  both  equally  well  developed.  In  extreme 
but  very  rare  cases,  the  uterus  is  entirely  wanting.  Kussmaul,^ 
in  his  elaborate  work,  states  that  in  many  of  the  older  recorded 
cases  of  absence  of  uterus  the  nature  of  the  condition  which  was 
actually  present  is  not  clear,  as  the  diagnosis  rested  on  the  absence 
or  defective  condition  of  the  vagina;  and  he  believes  that  in  the 
more  modern  instances,  even  where  the  more  careful  and  extended 
examination  to  be  presently  described  was  performed,  one  cornu 
of  the  uterus  may  still  have  been  present,  escaping  recognition. 

It  is  more  usually  the  case,  that  where  the  uterus  is  defectively 
formed,  the  vaginal  canal  is  also  defective  in  some  way ;  but  cases 
are  on  record  in  which  the  vaginal  canal  has  been  altogether 
absent,  while  the  uterus  has  been  well  developed  enough  to  fulfil 
its  functions  :  in  these  instances  most  may  be  done  in  the  way  of 
relief  to  the  patient. 

1.  The  indications  offered  by  the  state  of  the  breasts.  They 
may  be  found  tolerably  well  developed  in  cases  where  careful  ex- 
amination convinces  us  that  the  uterus  is  wanting,  and  the  vagina 
absent.  And  as  Kussmaul  very  pertinently  observes,  the  mam- 
mary glands  do  now  and  then  become  enlarged  and  developed  in 
the  opposite  sex.  The  presence  of  breasts  tolerably  large  and 
developed  would,  however,  inform  us  that  the  patient  had  arrived 
at  the  age  of  puberty. 

2.  The  development  of  the  vulva,  presence  of  hairs  on  the 
pudendum,  etc.  The  vulva  may  be  apparently  well  formed,  there 
may  be  the  usual  amount  of  prominence  of  the  mons  veneris,  the 
parts  may  be  well  covered  with  hair,  and,  in  fact,  the  external 
appearances  may  be  such  as  are  observed  under  normal  circum- 
stances, and  yet  the  uterus  and  vagina  may  be  wanting.  Indeed, 
cases  have  been  observed,  as  the  one  related  by  Dr.  Ormerod  and 
Dr.  Quain,  in  which,  with  these  external  apparent  evidences  of 
womanhood  and  capability  for  marriage,  not  only  was  the  uterus 

'  Op.  eit.  p.  108. 
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absent,  but  the  ovaries  were  wanting.  A  *  small  mass,  apparently 
of  a  glandular  structure,'  found  in  the  left  wall  of  the  narrow  sac 
representing  the  vagina,  was  the  only  possible  representation  of  the 
ovaries.^  The  patient  died  in  an  anaemic  state  at  the  age  of  33, 
and  had  suffered  from  nasal  haemorrhages,  the  monthly  periodicity 
of  which  seemed  to  point  to  the  existence  of  a  sort  of  vicarious 
menstruation.  The  case  is  remarkable  as  showing  very  clearly 
how  little  relation  subsists,  necessarily,  between  the  development 
of  the  external  and  internal  sexual  organs.  I  have  myself  met 
with  cases  in  which  the  breasts  were  normal,  the  pudendum  normal 
and  well  covered  with  hairs,  but  no  evidence  of  the  existence  of  a 
uterus  could  be  obtained. 

When  it  is  an  object  to  ascertain  by  examination  whether  the 
uterus  and  vagina  be  present  or  not,  the  method  to  be  pursued  is 
the  following  :  A  catheter  is  to  be  introduced  into  the  bladder, 
which  should  not  be  empty  at  the  time  the  examination  is  made, 
and  held  lightly  but  firmly  therein.    One  or  two  fingers  of  the  left 
hand,  well  oiled,  are  then  to  be  introduced  as  far  as  possible  into 
the  rectum.    The  catheter  can  now  be  felt  by  the  extremity  of 
the  finger  in  the  rectum,  and  a  means  is  at  once  afforded  of 
judging  of  the  nature  of  the  tissue  intervening.    If  the  uterus  be 
absent,  the  catheter  can  be  felt  by  the  finger  high  up  in  the  pelvis, 
and  no  intervening  hard  substance,  such  as  that  constituted  by  the 
uterus,  can  be  detected  ;  but  it  is  necessary,  in  order  that  this 
point  may  be  conclusively  made  out,  that  the  catheter  in  the 
bladder  and  the  finger  in  the  rectum  should  be  pushed  as  far  as 
possible,  for  if  the  catheter  be  only  just  made  to  enter  the  bladder, 
the  point  of  the  instrument  is,  under  ordinary  circumstances, 
readily  felt  by  the  finger  in  the  rectum.    The  uterus  would  of 
course  be  sought  for  in  the  first  instance  in  the  middle  line  of  the 
body,  but  if  a  careful  examination  failed  to  discover  any  hard 
substance  in  that  position,  it  should  be  sought  for  on  each  side. 
"Where  the  uterus  is  double,  it  is  very  frequently  not  symmetrical, 
the  one  cornu  being  large  and  well  developed,  the  other  small  and 
imperfect ;  and  in  such  a  case  the  larger  cornu  Ijing,  as  it  would 
do,  rather  to  one  side,  might  not  at  first  be  made  out,  or  if  made 
out,  might  be  mistaken  for  something  else  (Kussmaul).  This 
double  or  combined  examination  by  the  rectum  and  bladder  is 
thus  capable  of  giving  important  information,  for  although  we 
might  not  be  able  to  affirm  after  making  such  an  examination 
that  the  uterus  was  entirely  absent,  we  could  hardly  fail  of 

'  Tram.  Path.  Soe.  vol.  vii  p  271. 
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detecting  the  presence  of  an  enlarged  and  distended  uterus,  sup- 
posing the  uterus  to  be  so  enlarged  and  distended.  The  uterine 
sound  is,  in  some  cases,  a  better  instrument  to  introduce  into  the 
bladder  than  the  female  catheter,  as  it  is  more  under  command  of 
the  hand  and  can  be  bent  to  any  required  degree. 

The  method  of  examination  in  question  also  enables  us  to  form 
some  idea  as  to  the  condition  of  the  parts  in  suspected  absence  of 
the  vagina.  Thus,  in  cases  where  the  only  external  evidence  of 
the  existence  of  a  vagina  is  the  presence  of  a  small  blind  sac  which 
is  just  capable  of  receiving  the  point  of  the  sound,  or  in  cases 
where  the  sac  is  large  enough  to  admit  the  little  finger  for  an  inch 
or  two,  the  combined  examination  furnishes  data  of  some  value. 
If  the  parts  intervening  between  the  point  of  the  instrument  and 
th  e  finger  be  very  thin,  this  gives  reason  to  think  that  there  is  no 
vaginal  canal  between :  but  this  is  by  no  means  conclusive  evi- 
dence of  the  fact.  If  the  uterus  were  found  very  small,  or  absent 
altogether,  the  vagina  would  be  more  likely  to  be  also  absent. 
But,  on  the  other  hand,  supposing  the  uterus  were  found  to  be 
present,  the  septum  between  the  rectum  and  the  catheter  being 
apparently  very  thin,  it  would  require  some  care  to  decide  as  to 
the  presence  or  absence  of  the  vaginal  canal  in  this  thin  septum. 
In  some  cases  the  uterus  is  pretty  well  formed,  and  becomes  dis- 
tended with  menstrual  blood,  which  cannot  escape,  because  the 
vagina  is  absent  at  some  part  of  its  course  ;  and  the  vagina  may 
be  nearly  the  natural  size  at  its  extreme  upper  and  lower  portions, 
the  intermediate  portion  being  wanting ;  or  it  may  be,  as  is  the 
more  common  case,  very  small  below,  and  absent  above. 

Double  vagina. — The  vagina  may  be  double,  in  which  case  two 
canals  open  side  by  side  externally.  The  septum  between  them 
is  usually  very  thin.    (See  '  Malformations  of  Uterus.') 

Hardness  or  resistance  of  the  lualls  of  the  vagina. — A  con- 
dition of  the  wall  of  the  vagina,  recognisable  by  the  touch  and 
very  important  in  a  diagnostic  point  of  view,  is  firmness,  hard- 
ness, and  resistance,  especially  at  the  upper  and  interior  part  of 
the  canal.  The  vagina  appears  to  the  touch  fixed,  rigid,  and  im- 
mobile ;  such  a  condition  is  one  of  the  early  signs  of  the  presence 
of  cancer  of  the  lower  part  of  the  uterus.  The  non-resistant,  soft, 
velvety  feel  of  the  mucous  membrane  is  wanting  in  such  cases  at 
the  affected  parts. 

Cancerous  disease  of  the  vagina  is  more  frequently  not  primi- 
tive, the  disease  usually  spreading  from  the  uterus.  When  the 
disease  has  far  advanced,  we  may  find  the  vaginal  walls  very  much 
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thickened  by  the  cancerous  deposit ;  nodalations  may  be  felt ; 
and  ulcerations,  which,  when  sufficiently  advanced,  give  rise  to 
production  of  fistulous  openings,  are  detected  by  the  finger.  The 
diagnosis  of  the  cancer  of  the  vagina  is  intimately  connected  with 
that  of  cancer  of  the  uterus,  the  general  symptoms  present  in  the 
two  cases  being,  for  the  most  part,  identical. 

TUMOURS  TROJECTING  AT  OR  BEYOND  THE  OSTIUM  VAG1N.E  ; 

DIAGNOSIS. 

Soft  non-resistant  Tumours. — A  soft  fluctuating  tumour 
presenting  itself  at  the  ostium  vaginse  may  be  constituted  by  a 
prolapsed  bladder  (cystocele),  the  cervix  of  the  uterus  being  very 
generally  in  such  cases  prolapsed  together  with  the  bladder.  Or 
there  may  be  prolapsus  of  the  vaginal  wall  in  conjunction  with 
ascites.  In  the  former  case  there  is  a  peculiar  difficulty  in  regard 
to  mictmition,  for  the  patient  is  unable  to  evacuate  the  bladder 
perfectly  unless  the  swelling  be  first  reduced  by  pressure  upwards. 
Micturition  is  frequent  and  painful,  a  ropy  mucus  is  usually 
present  in  the  urine  discharged  from  the  bladder.  The  catheter 
introduced  passes  downwards  into  the  tumour,  the  nature  of 
which  is  thus  at  once  made  manifest.  In  the  case  of  the  other, 
but  less  common,  affection  the  tumour  is  also  reducible  by  pres- 
sure, but  returns  on  the  patient  resuming  the  erect  posture. 
Dr.  West  ^  relates  a  case  in  which  a  cyst  of  the  vagina,  the  size 
of  an  egg,  projected  from  between  the  vulva,  and  had  just 
the  appearance  presented  by  a  j)i"olapsed  bladder.  By  the  use 
of  the  catheter,  however,  the  nature  of  the  tumour  was  made 
evident. 

In  cases  of  retention  of  the  catamenial  fluid  from  imperforate 
hymen,  there  will  be  found  between  the  labia  on  examination  by 
the  finger  a  somewhat  tense  tumour  with  fluid  contents,  and  this 
tumour  may  project  slightly  from  within  the  os  vaginae.  In  such 
a  case  the  absence  of  menstruation,  and  the  impossibility  of 
finding  an  opening  into  the  vaginal  canal,  would  clearly  indicate 
the  nature  of  the  case. 

A  soft  but  non-fluctuating  tumour  projecting  from  the  vagina 
at  its  inferior  part,  and  reducible  by  pressure,  is  present  in  cases 
of  vaginal  rectocele.  In  such  cases  the  nature  of  the  tumour  is 
easily  made  out,  the  scybalse  in  the  projecting  pouch  of  the  rectum 

»  Oj).  cit.  p.  634. 
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are  felt  by  the  finger :  moreover,  the  finger  can  be  introduced  in 
front  of  the  tumour;  in  cases  of  cystocele,  on  the  contrary,  the 
finger  passes  only  behind  the  tumour. 

Kntero-vctginal  hernia. — Another  variety  of  tumour  is  that 
due  to  hernia  of  the  intestines— entero- vaginal  hernia.  This  is  a 
rare  affection.  Some  exceedingly  interesting  cases  of  the  affec- 
tion are  related  at  length  in  the  work  of  the  late  Dr.  D.  D.  Davis. ^ 
A  case  of  this  rare  affection  was  also  recorded  by  Mr.  Prescotfc 
Hewett.2  The  tumour  projected  beyond  the  labia,  and  proceeded 
from  the  floor  of  the  vagina.  The  patient  was  suffering  from 
symptoms  of  obstruction,  and  had  not  called  attention  to  the 
existence  of  the  tumour  in  question.  Dr.  Fordyce  Barker,^  in  an 
interesting  paper,  relates  four  cases.  In  the  first,  swelling  came 
on  dm'ing  labour ;  it  was  reduced  under  chloroform ;  labour  pro- 
ceeded well ;  cure.  2.  A  pregnant  woman  at  seven  months  had  a 
sudden  strain  ;  pain  ;  severe  peritonitis ;  a  soft  tumour  was  found 
projecting  at  vulva,  size  of  the  fist ;  reduction ;  lint  and  tannin 
pessaries  employed ;  delivery  at  term  ;  cure.  3.  Patient  in  eighth 
labour  twenty-eight  hours ;  violent  hysterical  mania  ;  urine  drawn 
off  under  chloroform ;  the  head  was  found  descending,  and  a  vaginal 
enterocele  also ;  it  was  reduced  ;  the  forceps  applied  ;  delivery;  cure. 
4.  By  Dr.  Clements.  Misstep  in  the  seventh  month  of  preg- 
nancy ;  fall  forwards,  followed  by  pear-shaped  protrusion;  reduced 
by  fingers  ;  kej)t  in  bed  five  weeks,  but  tumour  always  came  down 
on  defsecation  ;  delivered  at  term.  Nine  days  after  labour  violent 
pain  during  defsecation,  followed  by  shivering,  cold  extremities, 
nausea,  fainting ;  chloroform  and  knee-chest  position ;  relief ; 
protrusion  felt  in  vagina,  size  and  shape  of  distended  thumb  of  a 
glove,  at  bottom  of  Douglas  pouch,  a  little  to  right.  Several  suc- 
ceeding attacks  came  on  after  rising  in  the  morning,  and  in  fifteen 
minutes  developed  symptoms  of  acute  peritonitis  ;  pain  and  tender- 
ness ;  tympanitis  ;  rapid  pulse.  Sponge  pessary  used  with  advan- 
tage.   Attacks  gradually  went  off  at  end  of  two  years. 

The  nature  of  the  tumour  is  recognise.d  by  means  of  the 
tympanitic  sound  elicited  on  percussion,  by  the  impulse  pro- 
duced on  coughing,  usually  by  the  possibility  of  reduction  of 
the  tumour  by  the  taxis,  or  on  the  patient  assuming  the  horizontal 
posture.  The  employment  of  the  catheter  will  distinguish  the 
case  from  one  of  cystocele. 

'  P9incij/ffs  and  Practice  of  Ohntrlric  Medicine,  vol.  i.  p.  IGl. 

Brit.  Med.  Journ.  Sept.  1861,  p.  254. 
'  Avier.  Journ.  of  Ohst.  vol.  ix.  p.  177. 
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Hard  kesisting  Tumouj^s  tkojecting  from  the  Ostium  Vaginae. 
—  When  the  projecting  tumour  is  more  or  less  solid  or  firm,  it  is 
due  to  inversion  of  the  uterus,  polypus  of  the  uterus,  prolapsun 
of  the  uterus,  or  to  elongation  and  hypertrophy  of  the  cervix 
uteri.  With  these  may  be  combined  prolapsus  of  the  adjaceut 
organs,  the  bladder,  rectum,  etc. 

We  may  now  proceed  with  the  description  of  the  various 
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Congenital  Defects. — In  some  rare  instances  certain  of  the 
external  generative  organs  are  wanting,  or  exhibit  only  a  rudi- 
mentary formation.  The  whole  of  the  external  sexual  organs  may  be 
found  absent,  or  there  may  be  present  what  is  termed  '  cloacal  for- 
mation,' the  rectum,  the  vaginal  canal,  and  the  urethra  opening 
into  one  common  external  orifice.  And  irregularities  of  other 
kinds  may  be  observed,  giving  rise  to  conditions  which  have  been 
described  as  due  to  hermaphroditism.  A  full  consideration  of 
these  various  kinds  of  defective  formation  of  the  external  gene- 
rative organs  cannot  be  entered  upon  in  this  work.  Particulars 
concerning  these  rare  cases  will  be  found  in  several  systematic 
treatises.^  The  defects  which  are  the  most  practically  interesting 
are  those  which  relate  to  the  condition  of  the  orifice  of  the  vagina, 
and  the  canal  of  the  vagina  itself.  These  have  been  already 
described  in  the  previous  remarks  on  the  diagnosis. 

stricture  of  the  vagina. 

There  are  two  classes  of  cases  coming  under  this  denomination 
First,  we  have  those  congenital  instances  in  which  the  vagina  is 
normal  below,  the  hymen  in  its  usual  position,  but  a  short  dis- 
tance above  the  hymen  the  finger  meets  with  an  obstruction — the 
canal  of  the  vagina,  in  fact,  appears  far  too  short.  The  apparent 
shortness  may  prove  to  be  due  to  presence  of  a  fibrous  or  mem- 
branous septum  dividing  the  vagina  above  the  hymen  into  two 
parts.  The  usual  seat  of  this  septum  is  the  junction  of  the  upper 
with  the  middle  third  of  the  vagina.  Secondly,  we  have  cases  of 
real  strictiu-e  of  the  vagina,  due  to  adhesions  of  the  opposite  walls, 

'  A  good  account,  of  the  subject  will  be  found  in  Kiwisch's  Klinuche  Vortratjc 
Band  ii.  (third  edition,  by  Scanzoni.  Pragfue  :  1857).  On  the  subject  of  hermii- 
phroditism,  the  reader  is  referred  to  the  admirable  essay  by  Sir  J.  Y.  Simpson, 
published  in  vol.  ii.  of  his  Obstetric  WorJ/s. 
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following  after  lacerations  or  wounds  of  the  vagina,  in  parturition, 
with  subsequent  cicatrisation  and  contraction. 

Kegarding  the  congenital  class  of  cases,  we  may  have  complete 
absence  of  an  opening  in  the  septum,  there  being  then  usually 
found  to  be  present  an  accumulation  of  menstrual  blood  above  the 
obstructing  membrane  or  partition  ;  or,  on  the  other  hand,  there 
may  be  an  opening  sufficient  to  allow  of  the  escape  of  menstrual 
blood.  It  is  obvious  that  in  the  former  case  there  is  no  possibility 
of  menstruation  occumng,  and  impregnation  is  equally  impos- 
sible. Such  instances  are  not  common.  Complete  congenital 
closure  of  the  vagina  might  be  confounded  with  imperfect  hymen, 
or  with  imperforate  condition  of  the  os  uteri.  Incomplete  (i.e. 
permeable)  congenital  stricture  of  the  vagina  mig;ht  be  confounded 
with  obstruction  from  resistant  hymen.  The  diagnosis  in  these 
several  instances  would  be  made  out  by  careful  combined  examin- 
ation by  the  vagina  and  rectum.  The  finger  being  introduced 
into  the  rectum,  the  observer  is  enabled  to  determine  whether  the 
obstruction  felt  be  really  the  extremity  of  the  vagina  or  not ;  the 
position  of  the  uterus  would  indicate  this  clearly  enough.  It  is 
of  great  assistance  in  such  cases  to  make  an  examination  during 
the  menstrual  period,  as  apertures  are  then  found  which  escape 
recognition  at  other  times. 

The  cases  of  acquired  complete  stricture  of  the  vagina  are  very 
easily  distinguished  from  those  of  the  congenital  variety  by  the 
circumstance  that  in  the  latter  cases  the  patient  has  never  men- 
struated. In  acquired  stricture  of  the  vagina  the  canal  at  the  seat 
of  the  stricture  is  generally  irregular  in  form  and  shape,  contorted 
or  knotty,  and  firm  fibrous  bands  are  to  be  felt  under  the  finger. 
The  seat  of  the  stricture  may  be  high  up  in  the  vagina,  or  low 
down ;  any  part  of  the  canal  may  be  affected.  Menstruation  more 
often  still  persists,  but  the  strictm^e,  if  complete,  causes  complete 
suppression  ;  and,  moreover,  the  patient  in  the  latter  case  remains 
afterwards  sterile.  The  history  very  generally  points  conclusively 
to  the  diagnosis  in  these  instances  of  acquired  stricture  of  the 
vagina. 

Extreme  narroiuness  of  the  vagina,  hardly  amounting  to  stric- 
ture, may  be  met  with,  the  canal  being  quite  patent,  although 
exceedingly  small ;  the  condition  simply  interfering  with  due 
performance  of  sexual  intercourse,  though  not  necessarily  with 
impregnation.  It  has  importance,  for  this  reason  in  the  first 
X)lace,  and  in  the  second  from  the  circumstance  that  when  the 
vagina  is  very  narrow  it  is  also  often  short,  and  the  uterus  is  found 
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imperfectly  developed.  All  degrees  of  this  narrowness  may  be 
met  with  in  different  cases. 

It  may  be  worth  while  in  this  place  to  mention  the  fact  that, 
in  cases  of  vaginal  stricture  or  narrowness,  sexual  intercourse  has 
been  known  to  have  been  effected  by  the  urethra ;  the  latter 
canal  has  in  such  cases  been  found  to  have  undergone  great 
dilatation. 

The  treatment  of  these  various  conditions  will  be  considered 
presently. 

VARIOUS  MORBID  OR  UNUSUAL  CONDITIONS  OF  THE  HYMEN. 

The  hymen  is  a  membrane  varying  exceedingly  in  its  form, 
structure,  and  dimensions.  On  making  a  digital  examination,  the 
point  of  the  iinger,  in  passing  backwards,  downwards,  and  inwards 
from  the  point  where  the  urethral  orifice  is  situated,  encounters 
the  hymen,  if  this  membrane  be  present ;  the  membrane  itself  being 
situated  within  a  short  distance  of  the  posterior  labial  commissure. 
The  finger  passes  into  a  recess  for  a  short  distance  before  it  comes 
in  contact  with  the  obstructing  body.  The  most  usual  form  of 
the  hymen,  where  still  intact,  is  crescentic,  the  concavity  being 
directed  forwards  and  upwards  :  the  canal  of  the  vagina  is  thus 
closed  posteriorly,  but  not  anteriorly.  This  is  the  most  common 
form,  but  occasionally  the  hymen  is  circular,  and  the  opening  into 
the  vagina  is  in  its  centre.  In  the  first  case  the  tip  of  the  finger 
would  meet  with  the  opening  a  little  nearer  to  the  urethral  orifice 
than  in  the  second.  The  presence  of  the  hymen  was  at  one  time 
considered  evidence  of  virginity,  and  its  absence  proof  to  the 
contrary ;  but  neither  of  these  positions  is  sustained  by  known 
facts.  Instances  are  recorded  of  the  presence  of  the  hymen  in 
prostitutes  who  were  at  the  same  time  the  subjects  of  syphilis ; 
on  the  other  hand,  in  women  of  known  virtue  and  propriety  of 
conduct  the  hymen  is  often  indistinct  or  wanting.  If  we  are 
called  upon  to  make  a  digital  examination  of  a  reputed  virgin,  we 
should  expect  to  find  a  difficulty  in  introducing  the  finger  into 
the  vagina,  owing  to  the  presence  of  the  hymen  ;  but  we  should 
not  be  justified  in  forming  a  conclusion  unfavourable  to  the  cha- 
racter of  the  individual  from  the  fact,  alone,  that  no  •  such 
impediment  to  the  passage  of  the  finger  was  experienced.  And 
with  reference  to  the  degree  of  resistance,  we  should  expect  to  find, 
in  cases  where  the  hymen  is  tolerably  perfect,  considerable  differ- 
ences in  different  cases.  Thus,  the  membrane  may  be,  and  indeed 
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it  usually  is,  thin  and  non-resistant  enough  to  allow  of  the  ready 
distension  and  stretching  of  the  orifice  in  its  centre  or  at  its  side 
by  the  pressure  of  the  finger  ;  in  certain  rare  cases  this  condition 
persists  after  mai-riage  with  the  occasional  very  troublesome  result 
that  intercourse  is  imperfect  or  impossible  :  on  the  other  hand,  it 
may  be  so  dense  and  tough  as  to  resist  this  distension  altogether, 
or  the  membrane  may  be  so  loose  and  lax  that  the  pressure  of  the 
finger,  instead  of  opening  it,  carries  the  membrane  before  it,  as  in 
the  case  of  the  finger  of  a  glove  pushed  within  itself.  Lastly, 
there  may  be  only  such  slight  perforation  in  the  membrane  as  to 
be  hardly  recognisable,  and  not  at  all  by  the  point  of  the  finger 
alone  :  the  obstruction  is  apparently  complete. 

Menstrual  retention  due  to  imperforate  hymen. — Menstrual 
retention  associated  with  imperforate  hymen  is  observed  in  young 
women  who  have  never  menstruated,  who  have  arrived  at  puberty, 
and  who  have  at  that  time  experienced,  monthly,  and  month  after 
month,  severe  pain  in  the  hypogastric  region  without  any  fluid 
escaping  from  the  vagina,  and  who  present  symptoms  indicative 
of  distension  of  the  uterus  with  fluid  for  which  there  is  no  natural 
outlet.  In  most  of  such  cases,  the  hymen  is  found  to  be  imper- 
forate, and  the  finger,  when  introduced  into  tte  vulva,  comes 
upon  a  very  tense  elastic  swelling,  constituted  by  the  thickened 
hymen  pressed  downwards  and  put  on  the  utmost  stretch  by  the 
fluid  incarcerated  above  it.  The  menstrual  blood  distends  the 
vagina  and  the  uterus  under  such  circumstances,  and  we  should 
expect  to  find  evidence  of  such  distension  of  the  uterus  in  the 
presence  of  a  round  firm  tumour  above  the  pubes  (see  '  Examina- 
tion of  the  Abdomen '),  or  on  examination  from  the  rectum.  But 
in  some  cases,  although  the  patient  has  never  menstruated,  and 
although  there  are  all  the  signs  of  menstrual  retention  present  to 
an  extreme  degree,  we  do  not  find,  on  examination,  any  tense 
elastic  swelling  at  the  situation  of  the  hymen ;  for  the  menstrual 
retention  may  be  due  to  congenital  closure  of  the  os  uteri,  or  to 
an  obstruction  of  the  vagina  higher  up  than  the  situation  of  the 
hymen.  The  latter  description  of  cases  will  be  presently  con- 
sidered. In  one  case  which  came  under  my  notice  there  had  been 
at  first  such  a  retention.  The  fluid  was  discharged  by  bursting, 
and  the  aperture  afterwards  again  closed  up  but  not  quite  com- 
pletely, leaving  such  a  minute  aperture  that  it  was  with  difficulty 
discovered. 
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TEEATMENT  OF  VARIOUS  FOEMS  OF  OCCLUSION  OF  THE  VAGINA. 

Absence  of  the  vagina. — There  are  two  classes  of  cases  to  be 
dealt  with — (1)  Those  in  which  the  absence  of  the  vagina  is  ac- 
companied with  signs  of  menstrual  retention ;  and  (2)  those  in 
which  no  signs  of  menstrual  retention  are  present.  In  the  first 
class  of  cases  operative  measures  are  generally  called  for,  while  in 
the  second  this  is  not  usually,  or  at  all  events  necessarily,  the 
case.  The  cases  of  retention  have  been  already  dealt  with  (see 
p.  449). 

The  point  has  hardly  been  raised  as  to  whether  in  cases  of 
absence  of  vagina  without  menstrual  retention  operative  measures 
are  called  for.  If  the  uterus  be  present,  if  the  patient  be  healthy 
and  well-formed,  and,  further,  if  menstrual  molimina  have  been 
present — even  although  there  may  be  no  evidence  of  menstrual 
retention — under  these  circumstances,  the  attempt  to  make  an 
artificial  vagina  could  not  be  said  to  be  absolutely  unjustifiable. 
Until  the  uterus  has  been  reached,  it  could  not  be  said  that  men- 
struation, and  consequently  pregnancy,  was  quite  out  of  the 
question.  In  making  these  remarks,  I  have  in  my  mind  a  case 
respecting  which  I  was  consulted  some  time  since,  and  in  which  I 
have  reason  to  think  that  the  formation  of  a  vagina  would  be 
attended  with  advantage. 

Stricture  or  occlusion  of  the  vagina. — The  stricture  of  the 
vagina,  resulting   from   the    contraction   following  mechanical 
injuries  received  during  parturition,  is  often  very  difficult  to 
remedy.   The  two  methods  of  cure  are  by  incision  and  subsequent 
dilatation,  or  by  dilatation  alone  ;  and  which  of  the  two  courses 
is  preferable  will  be  determined  by  a  consideration  of  the  nature 
of  the  case.    Where  the  strictm*e  is  very  firm,  and  at  the  same 
time  limited  in  extent,  an  incision  by  a  blunt-pointed  bistoury  at 
once  restores  the  canal  to  its  natural  size,  the  opening  being 
maintained  by  careful  plugging  of  the  vagina  with  oiled  lint.  The 
plugging  must  be  persisted  in  for  some  days.    In  other  cases, 
where  the  stricture  affects  a  greater  extent  of  surface,  cutting  may 
be  less  necessary,  and  the  gradual  dilatation  by  bougies  may  be 
preferable.   Any  tight  bands  encountered  as  the  process  of  dilata- 
tion is  being  effected  should  be  just  touched  with  the  edge  of  the 
knife  to  facilitate  the  dilatation.'    In  cases  where  labour  super-  . 

•  Dr.  Braxton  Hiclcs  has  relaled  some  interesting  cases  of  acquired  slrictur^ 
of  the  vagina.  Tlie  plan  pursued  in  treating  these  cases,  and  which  proved  ver« 
successful,  was  a  combination  of  cutting  and  dilatation.    {Obd.  Travis,  vol.  iv.)  ■ 
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venes  in  these  cases  of  stricture  of  the  vaginn,  the  foetal  head  forms 
a  very  efficient  dilating  body,  but  the  dilatation  often  requires 
to  be  assisted  by  the  careful  use  of  the  knife.  Much  time  and 
patience  will  be  necessary  in  some  cases  to  restore  the  canal  to  its 
proper  condition,  owing  to  the  great  tendency  of  the  cicatricial 
tissue  to  contract  after  being  divided.  Where  cutting  operations 
are  performed  strict  antiseptic  precautions  are  essential. 

In  cases  where  the  stricture  is  congenital,  there  being,  how- 
ever, a  minute  opening,  allowing  of  menstruation,  but  rendering 
intercourse  difficult,  the  existing  opening  is  to  be  sought  for  by 
means  of  the  speculum,  and  enlarged  by  the  knife,  the  canal 
being  subsequently  plugged  with  lint,  to  prevent  adhesion  of  the 
cut  surfaces. 

Simple  narrowness  of  the  vagina  will  be  best  treated  by  care- 
ful employment  of  bougies,  gradually  increased  in  size  until  the 
canal  is  sufficiently  large  to  admit  of  intercourse.  Parturition  is 
the  great  cure  for  this  condition,  and  it  is  remarkable  how  easily 
an  apparently  very  narrow  vagina  gives  way,  so  as  to  allow  of  the 
passage  of  the  large  head  of  the  foetus.  Once  fully  dilated  in  this 
manner,  the  cure  is  complete. 

Treatment  of  obstruction  due  to  the  hymen.  In  patients  who 
have  menstruated,  the  obstruction  usually  requires  to  be  removed 
on  account  of  its  interference  with  the  performance  of  sexual 
intercourse.  The  treatment  of  such  cases  is  simple.  The  operator 
having  carefully  made  out  by  examination  the  shape,  size,  and 
relations  of  the  hymen,  which,  under  these  circumstances,  may  be 
found  exceedingly  dense,  firm,  and  thick,  makes  three  or  four 
incisions  radiating  from  the  existing  aperture,  by  means  of  scissors, 
in  the  obstructing  membrane,  care  being  taken  not  to  involve  the 
vaginal  wall  itself  in  the  incision  ;  it  is  recommended  by  some 
authorities  that  a  circular  piece  be  actually  cut  out,  the  whole 
hymen  being  thus  removed.  After  the  operation  a  piece  of  lint, 
rolled  up  in  a  cylindrical  form  and  dipped  in  oil,  should  be  care- 
fully introduced.  The  tampon  of  lint  should  be  so  large  as  to 
slightly  distend  the  canal  and  prevent  the  healing  by  the  first 
intention.  The  lint  will  have  to  be  removed,  and  a  fresh  piece 
inserted  twice  a  day,  for  the  next  two  days. 

The  treatment  of  cases  of  imperforate  hymen,  causing  men- 
strual retention,  has  been  already  discussed  (see  p.  449). 
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VAGINITIS. 

Inflammation  of  the  vaginal  canal,  in  an  acute  form  at  least,  is 
not  a  very  common  affection,  although  in  cases  of  chronic  inflam- 
mation of  the  uterus  there  is  generally  an  increased  vascularity  of 
and  secretion  from  the  vaginal  mucous  membrane.  Again,  vagi- 
nitis is  sometimes  present  in  cases  of  gonorrhoea,  but  in  the  latter 
affection  it  is  ordinarily  the  vulva  or  entrance  of  the  vagina,  rather 
than  the  vagina  itself,  which  is  the  seat  of  the  inflammatory  action. 

Treatment — In  cases  where  there  is  much  heat,  tenderness, 
and  congestion  of  the  vagina,  leeches  may  be  advantageously 
applied  round  the  lips  of  the  vulva ;  fomentations,  by  means  of 
flannels  wrung  out  of  hot  water  or  decoction  of  poppies,  may  be 
usefully  employed  after  the  bleeding,  as  a  substitute  for  it  in  some 
instances.  Hip-baths  and  injections  of  tepid  or  of  quite  cold 
water  will  be  necessary,  a  stream  of  water  being  applied  by  the 
self-acting  douche  apparatus,  described  at  p.  523.  Other  local 
applications  may  be  required  where  the  disease  has  assumed  a 
chronic  obstinate  form.  Scanzoni  speaks  highly  of  the  employ- 
ment of  a  cotton  tampon,  the  surface  of  which  is  sprinkled  with 
powdered  alum,  this  being  inserted  in  the  vagina  for  a  few  hours 
every  two  or  three  days  :  the  alum  to  be  diluted  with  powdered 
sugar  if  the  sensibility  be  considerable.  Solution  of  nitrate  of 
silver  of  varying  strengths,  according  to  circumstances,  or  the  solid 
stick  of  caustic,  may  be  also  necessary.  The  general  treatment  is 
quite  as  important  in  the  management  of  such  cases  as  the  local 
one.  Eest,  abstinence  from .  intercourse,  the  horizontal  postm'e, 
gentle  aperients,- food  in  moderate  quantity,  absence  of  excitement 
— all  these  are  essential  to  the  cure  of  the  affection.  When  the 
patient  has  recovered,  the  principal  cause  which  brought  about 
the  attack  must  be  for  the  future  avoided  (see  '  General  Treatment 
of  Leucorrhoea,'  p.  520).  The  vaginitis  associated  with  gonorrhcva 
requires  a  peculiar  treatment.  In  the  treatment  of  all  cases  of 
vaginitis,  whatever  be  the  cause,  very  great  importance  is  to  be 
attached  to  the  observance  of  cleanliness :  frequent  ablutions 
should  be  employed. 

ALTERATIONS  OF  SENSIBILITY  OF  THE  VAGINAL  CANAL,  OR 

OSTIUM  VAGINA. 

Spasm  and  hyperonsthesia :  vaginismus.  —  In  making  an 
examination  by  means  of  the  finger,  it  may  be  found  that  the 
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entrance  of  the  vagina  is  extraordinarily  sensitive,  the  slightest 
touch  giving  rise  to  great  discomfort ;  and  in  some  cases  this  is  so 
extreme  that  an  examination  is  hardly  practicable.    This  condi- 
tion must  not  be  confounded  with  tenderness  to  the  touch  of  the 
more  ordinary  kind,  which  may  proceed  from  inflammation  or 
abscess  of  the  vulva,  from  cancerous  inflammation,  from  pelvic 
inflammation,  gonorrhoeal  or  syphilitic  inflammations,  etc.,  in 
most  of  which  cases  the  tenderness  is  quite  unlike  that  now  under 
consideration.    Nor  must  it  be  confounded  with  excessive  sensi- 
tiveness of  the  uterus  itself,  such  as  is  present  in  acute  flexion  of 
that  organ  (see  '  Flexions ').    The  condition  in  question  is  really 
a  hyperaesthesia  of  the  part,  dependent  not  always  on  the  same 
cause.    It  has  been  described  by  various  names.     Marion  Sims, 
Debout,  and  others,  have  of  late  years  redirected  attention  to  it, 
especially  as  a  cause  of  sterility,  and  as  interfering  with  sexual 
intercourse.    The  parts  are  more  sensitive  to  a  slight  touch  than 
to  more  rough  handling.    The  extreme  sensitiveness  is  mostly 
accompanied  by  a  painful  contraction  of  the  vaginal  sphincter — 
hence  the  terms  '  vaginal  spasm,'  '  vaginismus,'  which  have  been 
applied  to  it.    The  difficulty  experienced  in  introducing  the  finger 
is  dependent  on  the  spasmodic  contraction  of  the  muscles.    It  has 
been  described  as  most  commonly  present  in  individuals  whose  ner- 
vous system  is  generally  in  an  easily  excitable  state.  Dr.  Ferguson 
believed  that  in  cases  of  'irritable  uterus,'  one  of  the  seats  of 
this  neuralgic  malady  was  the  vagina  itself,  this  latter  being  so 
exquisitely  tender   as  to  render  intercourse   intolerable.  In 
Scanzoni's  opinion,  the  disorder  especially  accompanies  antever- 
sions,  retroversions,  flexions,  or  actual  changes  of  the  uterus  itself, 
and  that  it  is  not  rare  in  connection  with  spasmodic  aff'ections  of 
the  urethra,  bladder,  or  rectum.    Sir  J.  Y.  Simpson  has  in  some 
instances  found  true  small  nodular  neuromata  under  the  mucous 
membrane. 

The  affection  may  not  be  due  to  the  same  cause  in  all  cases. 
I  am  of  opinion  that  the  essence  of  the  disorder  is  a  local  altera- 
tion or  irritation  of  the  nerves  at  the  spot  itself. 

In  one  case  which  occurred  under  my  own  observation,  the 
patient  was  a  lady  who  had  had  two  children ;  for  some  months 
there  had  been  extreme  sensibility  of  the  ostium  vaginte,  inter- 
course being  impossible.  On  careful  examination  I  found  that 
the  sensibility  was  actually  limited  to  one  little  spot  near  the 
posterior  commissure,  over  an  area  of  less  than  one  quarter  of  an 
inch.    The  case  was  cured  by  paring  away  the  mucous  membrane 
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over  the  spot,  and  bringing  the  edges  together  by  fine  silver 
sutures.  Here  it  seemed  probable  that  the  hypersesthesia  was 
dependent  on  laceration  and  inflammation  of  some  of  the  nerve 
fibres  during  labour.  This  hypergesthesia  is  I  believe  not  unfre- 
quently  due  to  partial  laceration  of  the  hymen.  A  very  marked 
case  of  the  kind  recently  came  under  my  notice,  when  this  was 
the  evident  cause.  The  slightest  touch  gave  rise  to  expressions  of 
great  suffering,  and  intercom-se  had  been  found  to  be  well-nigh 
impossible.  Here  the  hymen  was  very  thin,  very  easily  stretched 
upwards  by  pressure,  returning  to  its  original  shape  on  the  i)res- 
sure  being  withdrawn. 

Treatment. — In  the  treatment  of  this  affection,  the  first  object 
in  view  should  be  to  remove  its  cause.  The  condition  of  the 
vulva,  of  the  vagina,  and  of  the  uterus,  must  be  severally  ex- 
plored, and  any  disorder  discovered  rectified. 

It  is  probable  that  if  the  cases  were  carefully  examined,  many 
would  be  found  susceptible  of  the  explanations  mentioned  above, 
and  therefore  capable  of  being  similarly  treated,  namely,  by  re- 
moval of  the  affected  portion  of  mucous  membrane  by  the  knife, 
or  obliteration  of  the  sensitive  part.  Other  cases  may  be  cured 
by  rather  freely  incising  the  mucous  membrane  at  the  situation  of 
the  hymen,  and  carefully  packing  the  passage  with  oiled  lint  so 
as  to  prevent  adhesions,  subsequently  employing  occasionally  a 
dilator  to  maintain  the  aperture  the  proper  size.  Marion  Sims  ' 
has  recommended  a  glass  speculum  to  be  kept  in  the  passage  to 
prevent  adhesions  :  this  dilator  to  be  worn  for  some  little  time. 
Scanzoni  recommends  two  or  three  weeks'  dilatation,  to  be  effected 
by  a  series  of  graduated  glass  specula,  used  for  half  an  hour  to  an 
hour  at  a  time  every  two  or  three  days ;  and  afterwards  avoidance 
of  intercourse,  hot  hip  baths,  and  applications  of  belladonna. 

In  cases  where  no  limited  local  derangement  can  be  detected 
the  general  treatment  is  a  matter  of  great  moment.  Regular, 
temperate  living,  exercise  in  the  open  air — especially  horse  exer- 
cise— use  of  the  sponge-bath,  friction  of  the  skin,  cultivation  of 
the  bodily  rather  than  of  the  mental  powers,  these  measures  are 
not  subsidiary,  but  of  primary  importance  in  the  treatment,  and 
the  patient  cannot  be  fully  restored  to  health  if  these  simple  pre- 
cautions be  neglected. 

'  Obst.  Trans,  vol.  iii. 
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FISTULA. 

There  may  be  an  abnormal  communication  between  the 
bladder  and  the  vagina,  vesico-vaginal  fistula,  the  aperture  varying 
much  in  size  and  in  shape.  In  some  cases  the  whole  of  the  base  of 
the  bladder  may  be  destroyed,  or  this  together  with  the  urethra.  The 
perforation  is  generally  an  effect  of  the  long  pressure  of  the  head 
during  labour.  In  some  rare  cases  a  communication  has  been 
found  between  the  bladder  and  the  cervix  of  the  uterus  {utero- 
vesical  fistula).  Lastly,  we  have  cases  in  which  there  is  a  per- 
foration of  the  vagino-rectal  septum.  These  are  cases  of  recto- 
vaginal fistula. 

Grreat  misery  and  distress  are  produced  by  the  presence  of 
these  unnatural  openings,  and  although  in  themselves  not  grave, 
they  are  most  troublesome  and  annoying  to  the  patient. 

Treatment  of  Vesico-vaginal  Fistula. — There  is  no  depart- 
ment of  surgery  in  which  such  marked  improvement  has  been 
made  of  late  years  as  in  the  treatment  of  this,  which  is  the  most 
common  of  the  fistulse  connected  with  the  generative  organs. 
Cases  of  vesico-vaginal  fistula  are  now,  almost  without  exception, 
capable  of  cure,  though  great  perseverance  and  patience  are  re- 
quisite in  many  cases  to  obtain  success.  To  Dr.  Marion  Sims  is 
due  the  merit  of  introducing  the  use  of  metallic  sutmres  instead 
of  sutures  of  thread  or  silk,  which  were  formerly  used,  for  the 
purpose  of  bringing  the  edges  of  the  wound  together,  and  of  an 
improved  speculum,  by  which  latter  instrument  access  is  better 
obtained  to  the  part  involved,  and  the  manipulations  thus  greatly 
facilitated.  Mr.  Grossett  of  London  in  1834  published  a  case 
illustrative  of  the  advantages  of  metallic  sutures,  but  his  practice 
never  attracted  attention,  or  led  to  its  adoption  by  other  indi- 
viduals. Since  Dr.  Marion  Sims  introduced  the  use  of  the  '  silver 
suture,'  other  modifications  of  the  operation,  the  use  of  clamps, 
buttons,  bars,  etc.,  as  assisting  in  holding  the  edges  of  the  wound 
together,  have  been  adoj)ted,  but  latterly  they  have  been  found 
superfluous,  and  it  appears  that  the  really  important  part  of  the 
improved  operation  is  the  greater  nicety  with  which  the  edges  of 
the  fistulous  opening  can  now  be  pared,  and  the  newly  cut  sur- 
faces kept  in  close  apposition.  The  sutures  now  employed  are 
generally  of  wire,  but  some  operators  prefer  silk. 

The  operation,  as  now  practised  by  several  distinguished  phy- 
sicians and  surgeons,  is  essentially  the  same,  particular  points 
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being  more  insisted  on  by  some  than  by  others.    The  most  com- 
plete work  on  the  subject  is  Dr.  Emmet's,'  in  which  are  recounted 
a  large  number  of  cases,  many  of  them  of  great  difficulty.  Dr. 
Emmet  attaches  much  importance  to  the  preparatory  treatment, 
consisting  in  many  instances  of  preparatory  operations,  the  object 
of  which  is  to  free  the  soft  parts  which  have  to  be  pared  from 
cicatricial  adhesions  by  bands,  which  bands  prevent  the  pared 
edges  from  coming  together  properly.     To  the  method  of  per- 
forming these  preparatory  operations  Dr.  Emmet  attaches  much 
importance.    Cicatricial  bands  or  resisting  strictures  are  to  be  cut 
through  by  scissors  instead  of  the  knife,  for  the  reason  that  the 
cut  of  the  scissors  heals  more  slowly.    There  is  also  less  risk  of 
pyaemia.    The  cutting  asunder  of  these  interfering  bands  may 
frequently  be  done  at  the  time  of  the  actual  operation,  the  fistula 
closing  before  the  wounds  inflicted  by  the  side  of  the  fistula  have 
had  time  to  granulate  and  contract.    But  the  wearing  for  some 
days  of  a  glass  speculum  after  cutting  through  the  adhesions  and 
bands  is  frequently  advisable,  as  in  this  way  previously  contracted 
surfaces  are  permanently  lengthened.     Dr.  Emmet  also  insists  on 
the  use  of  baths,  injections,  etc.,  for  producing  a  healthy  condi- 
tion of  the  mucous  membrane.    Some  days  may  have  to  be  spent 
in  this  preparatory  treatment.    Dr.  Emmet's  recommendations  are 
most  useful  and  practical.    He  uses  scissors  of  various  curves  for 
paring  the  edges.    In  the  work  of  Dr.  Savage  also  will  be  found 
very  concise  directions  for  the  operations,  with  drawings  of  the 
various  instruments  required.    Before  the  operation  the  bowels 
must  be  thoroughly  evacuated.     For  the  operation  itself,  the 
patient  is  placed  on  the  back,  as  in  the  operation  of  lithotomy,  on 
the  side,  with  the  body  partially  pronated,  or  on  the  hands  and 
knees.    The  two  former  methods  allow  of  an  ansesthetic  being 
easily  given  ;  the  latter  method  is  the  best  in  difficult  cases.  The 
fistula  is  exposed  by  simply  separating  the  labia  by  the  fingei 
and  retracting  the  perinseum  by  Sims's  duck-bill  speculum.  The 
edges  of  the  fistula  are  next  pared  by  knives  or  by  scissors 
adapted  for  the  purpose.    These  require  to  be  bent  at  difi'ereiit 
angles  and  curves  so  as  to  reach  easily  all  parts  of  the  circular 
space  constituting  the  fistula;  as  regards  the  manner  in  which 
the  paring  is  effected,  the  edges  should  be  bevelled,  the  operator 
removing  thus  the  mucous  coat  of  the  vagina  and  the  muscnlnr 
tissue  of  the  bladder,  but  not  the  mucous  lining  of  the  bladder- 
'  Vesica-  Vaginal  Fistida,  Svo.  p.  250.    Wood  &  Co.,  New  York,  I8G8. 
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The  effect  of  this  is  that  the  amount  of  raw  surface  offered  for 
adhesion  when  the  lips  are  brought  together  is  increased.  Every 
part  of  the  border  of  the  fistula  must  be  pared.  The  paring 
effected,  a  series  of  interrupted  sutures  are  introduced ;  they  pass 
from  a  quarter  of  an  inch  outside  the  edge  of  the  wound,  through 
the  thickness  of  the  muscular  coat  of  the  bladder,  close  to  the 
edge  of  the  cut  surface,  stopping  just  short  of  the  mucous  mem- 
brane ;  the  same  on  each  side.  Avoidance  of  the  mucous  coat  of 
the  bladder  is  a  point  insisted  on  by  all.  The  number  of  the 
sutures  varies  according  to  the  size  of  the  opening,  but  it  is  a 
point  much  insisted  on  by  Dr.  Marion  Sims,  that  they  should  be 
numerous  and  close  together.  The  sutures  first  used  have  been 
generally  of  silk.  When  these  temporary  silk  sutures  have  been 
all  introduced,  the  ends,  which  are  hanging  free,  are  used  to  draw 
through  the  silver  wire  permanent  sutures.  The  edges  of  the 
wound  are  then  carefully  brought  together  by  tightening  the 
sutures  one  after  the  other  ;  the  ends  of  the  wire  sutures  are  then 
twisted  up  close  to  the  edge  by  the  fingers  or  by  forceps,  and  the 
wire  is  then  cut  off  close  to  the  edge  of  the  wound. 

In  the  performance  of  the  operation,  care  is  required  to  avoid 
the  ureters  ;  and  when  the  fistula  is  situated  high  up,  great  care 
and  an  intimate  acquaintance  on  the  part  of  the  operator  with  the 
anatomy  of  the  parts  are  essential. 

The  after-treatment  requires  special  attention .  The  patient  is 
placed  on  the  side  in  bed,  where  she  must  remain  for  some  days. 
Accumulation  of  urine  in  the  bladder  is  generally  prevented  by 
keeping  a  catheter  in  the  bladder,  through  which  the  urine 
escapes,  as  fast  as  it  enters  this  cavity,  into  an  indiarubber  bag 
placed  outside ;  or,  still  better,  by  an  indiarubber  pipe,  to  a  suit- 
able receptacle  beneath.  The  catheter  used  is  of  a  sigmoid  form ; 
the  best  is  one  of  flexible  metal,  which  is  self-retaining.  The 
catheter  should  be  changed  night  and  morning,  cleaned  carefully 
before  reintroduction,  and  carefully  watched  to  see  that  it  does 
not  become  obstructed.  Some  operators,  as  Dr.  Meadows,  omit 
this  continued  use  of  the  catheter  altogether,  and  it  is  stated 
that  the  cases  do  equally  well.  The  bowels  are  prevented  from 
acting  for  a  period  of  ten  days  or  a  fortnight,  small  doses  of 
opium  being  given  periodically  for  this  purpose.  The  sutures  are 
removed  about  the  tenth  day.  In  removing  the  sutures,  each 
separate  stitch  is  slightly  retracted  by  the  forceps,  and  then  cut 
across  on  one  side  by  means  of  sharp  scissors. 
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When  the  base  of  the  bladder  is  entirely  gone,  it  is  necessary 
to  close  the  vagina  completely,  the  patient  afterwards  menstruating 
through  the  bladder. 

If  the  fistulous  communication  between  the  bladder  and  vagina 
be  due  to  cancerous  ulceration  or  to  syphilitic  ulceration  still  pro- 
gressing, operative  measures  are  quite  inapplicable. 

The  instruments  required  for  the  operation  must  be  specially 
constructed  for  the  purpose.  For  preparatory  operations  long, 
blunt-pointed,  slightly  curved  scissors,  and  the  glass  plug.  For 
the  operation  itself  the  duck-bill  speculum  in  various  sizes,  or 
metallic,  slightly  flexible  retractors  ;  tenaculi  with  long  handles, 
fine  points,  and  slightly  hooked  in  shape  at  the  end ;  a  blunt  hook 
of  copper,  plated,  to  act  as  a  probe  and  otherwise.  Scissors  (follow- 
ing Emmet's  plan)  of  various  curves,  right  and  left,  so  as  to 
enable  the  operator  to  pass  all  round  the  fistula,  or  knives  with 
short  blades  set  on  long  handles  at  various  angles,  or  one  knife 
set  on  a  universal  ball-socket  joint.  Short  needles  to  carry  silk, 
of  various  curves,  a  holder  to  insert  the  needles,  or  Sims's  self- 
feeding  wire-carrying  set  of  curved  needles,  with  handle  before 
mentioned,  may  be  employed  instead  of  these  silk-carrying 
needles.  Sponge  holders  with  long  handles,  and  furnished  each 
with  a  minute  piece  of  sponge.  A  pair  of  long  dressing  forceps. 
Forceps  with  strong  flattened  points  to  twist  the  sutures ;  silver 
wire  of  various  thicknesses.  Sims's  '  shield  '  of  copper,  plated, 
which  enables  the  operator  to  steady  the  fistula  and  tighten  the 
sutures.  Catheters.  Delineations  of  these  various  instruments  will 
be  found  in  Dr.  Emmet's,  Dr.  Savage's,  and  other  works. 

TREATMENT  OF  RECTO-VAGINAL  FISTULA. 

These  cases  do  not,  as  a  rule,  j)resent  the  same  difiiculty  in 
regard  to  treatment  as  cases  of  vesico- vaginal  fistula :  they  are 
capable  of  being  treated  on  precisely  identical  principles.  The 
application  of  caustic  is  frequently  sufficient  to  produce  closure  of 
the  aperture.  Careful  paring  of  the  edges,  and  use  of  metallic 
sutures,  can  be  had  recourse  to,  if  other  more  simple  measm-es 
fail.  The  treatment  after  the  operation  chiefly  consists  iu 
keeping  the  bowels  confined,  by  means  of  opium,  for  some  days. 
Fistula  due  to  cancerous  ulcerations  are  not  remediable  by  opera- 
tion. 

For  the  relief  of  vesico-uterine  fistula,  the  operation  of  closing 
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the  OS  uteri  and  allowing  the  patient  to  menstruate  through  the 
bladder  has  been  practised.  It  is  perhaps  the  least  of  the  two 
evils  to  leave  the  patient  thus.  Mr.  James  Lane  records  a  most 
curious  case,  in  which,  notwithstanding  closure  of  the  os  by 
operation,  the  patient  became  pregnant.  Probably  the  closure 
was  not  complete.  Various  interesting  and  unusual  cases  will  be 
found  in  Dr.  Emmet's  work. 

TUMOURS  GROWING  IN  OR  FROM  WALLS  OF  VAGINA. 

Fibroid  tumours  are  sometimes  met  with  in  the  wall  of  the 
vagina.  Thus  Sir  J.  Paget '  removed  by  enucleation  a  hard  fibrous 
tumour,  the  size  of  a  hen's  egg,  from  the  wall  of  the  vagina  in 
front  of  the  os  uteri,  which  had  been  the  cause  of  profuse  losses 
of  blood  ;  and  occasionally  small  growths  of  a  similar  nature  are 
found  more  external  to  the  vagina  near  the  uterus.  Again,  we 
have  the  fibroid  polypus  of  the  vagina,  attached  by  a  pedicle, 
and  hanging  freely  in  the  vaginal  canal,  and  the  mucous  polypus 
of  the  vagina.    These  cases  are  rare. 

Fatty  tumours  growing  between  the  rectum  and  vagina  have 
been  met  with.^ 

Cancer  of  the  vagina  presents  itself  in  two  forms.  We  find  in 
some  cases  cauliflower-like  growths  on  the  free  surface,  generally 
in  association  with  like  growths  on  the  cervix  uteri.  In  others 
the  vaginal  wall  is  found  in  a  thickened,  hard,  irregular,  nodular 
condition.  Any  part  of  the  vaginal  wall  may  be  affected.  Vesico- 
vaginal fistula  is  often  a  result  of  ulceration  of  a  cancerous  deposit 
in  the  roof  of  the  vagina. 

Treatment  of  Tumours  growing  in  or  from  the  Vaginal 
Walls. — The  fibrous  tumours  growing  in  the  vaginal  wall,  or  hang- 
ing by  a  pedicle  from  any  part  of  the  same,  are  only  amenable  to 
surgical  treatment.  They  interfere  with  coition,  and  require  removal. 
The  polypoid  tumours  are  best  removed  by  the  ecraseur.  If  near 
the  bladder,  care  should  be  taken  not  to  wound  this  viscus  in 
removing  the  tumour.  A  more  careful  operation  by  the  knife  or 
scissors  is  required  when  it  is  decided  to  remove  a  tumoiu  which 
is  larger,  aind  has  a  wider  basis  of  attachment. 

'  Med.  Times  cmd  Gwt.  Aug.  17,  1861. 
See  Dr.  D.  D.  Davis's  work,  vol.  i.  p.  1.37.    In  the  works  of  Dr.  West  and 
J)r.  M'Clintock  also  will  be  found  related  cases  of  the  somewhat  rare  affections 
above  described. 
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The  cystic  tumours  of  the  vagina,  if  pedunculated,  are  treated 
by  excision.  When  this  is  not  the  case,  the  cyst  may  be  tapped 
and  injected,  or  the  cyst  may  be  dissected  from  its  attachments, 
if  not  of  considerable  size.  The  latter  plan  is,  on  the  whole,  the 
best,  as  the  cyst  will  refill  subsequently,  when  simply  tapped. 

In  the  treatment  of  cancerous  tumours  of  the  vagina,  the  same 
rules  are  applicable  as  in  cases  of  cancer  of  the  uterus. 
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CHAPTER  LII. 
DISEASES  OF  THE  URETHRA  AND  BLADDER. 

Diagnosis. 

Disorders  of  Micturition  considered  in  Relation  to  the  Diagnosis  of  their 
Causes. 

Diseases  of  the  Urethra  and  Bladder — Chronic  Inflammation  of  Urethra — Treat- 
ment— Stricture  of  Urethra — Treatment — Vascular  Tumours  of  Meatus — Treat- 
ment— Eversion  of  Urethra  and  Bladder — Treatment — Retention  of  Urine — 
Use  of  Catheter — Chronic  Cystitis — Treatment — Polypus  of  Bladder. 

DIAGNOSIS. 

The  disorders  of  the  bladder  and  urethra  are  numerous,  and 
occasionally  very  serious  in  their  results.  Their  diagnosis  is, 
though  really  simple,  often  attended  with  difficulty,  for  the  reason 
that  the  symptoms  are  not  unfrequently  of  a  very  misleading 
character. 

The  physical  exploration  of  the  urethra  and  bladder  is  easy. 
The  urethral  orifice  can  be  readily  seen,  the  canal  can  be  easily 
explored  by  means  of  a  sound  or  a  catheter,  and  its  patency  or 
otherwise  tested.  The  bladder  can  be  explored  by  the  finger  from 
the  vagina  in  such  a  way  as  to  test  its  thickness  and  density  and 
the  presence  of  foreign  bodies — e.g.  calculi — within  it.  The  bladder 
can  also  be  accurately  explored  from  within  by  means  of  the  sound 
or  the  catheter. 

In  case  of  obscurity  of  diagnosis  these  several  methods  of 
examination  should  be  had  recourse  to.  Very  easily  recognisable 
and  important  conditions  not  unfrequently  exist  unknown  for  a 
long  time  in  consequence  of  omission  of  such  examinations. 

The  disorders  of  micturition  constitute  the  most  important 
of  the  symptoms  of  diseases  of  the  bladder  and  urethra.  We  pro- 
ceed to  consider  these  symptoms. 

MICTURITION  DIFFICULT  (dYSURIA). 

Pain  is  readily  confounded  with  difficulty,  and  vice  versa. 
Difficulty  in  micturition  proceeds  from  one  or  two  causes  : 
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either  the  bladder  is  incapable  of  expelling  its  contents  ;  or,  the 
exit  of  urine  is  prevented  by  some  abnormal  condition  of  the 
urethra. 

The  bladder  is  inefficient  when  its  muscular  fibres  are  para- 
lysed, or,  which  amounts  to  the  same  thing,  when  they  do  not  act. 
Paralysis  of  the  walls  of  the  bladder,  in  this  sense  of  the  term, 
is  not  a  common  afifection ;  it  is  witnessed  in  the  last  stage  of  low 
fever — in  puerperal  fever,  e.g. — and  it  may  be  the  result  of 
long-continued  distension  of  the  viscus,  whereby  the  muscular 
fibres  have  their  contractility  destroyed  or  lessened,  as  during 
parturition. 

The  cause  of  the  difficult  micturition  in  cases  of  this  kind 
would  be  tolerably  apparent,  except  when  the  paralysis  extended 
to  the  sphincter  also,  when  the  constant  dribbling  away  of  urine 
would  render  the  distended  condition  of  the  bladder  less  obvious. 
Some  years  ago  I  saw  a  case  of  retention  of  this  kind  on  the 
second  day  after  labour.  The  bladder  was  very  full,  but  the  slight 
occasional  escape  of  urine  very  nearly  obscured  the  real  state  of 
the  case.  Cases  of  a  more  chronic  nature  sometimes  present 
themselves :  the  bladder  is  largely  distended,  simulating  ab- 
dominal tumour,  and  yet,  the  escape  of  urine  being  tolerably 
regular,  attention  is  not  called  to  the  condition  of  the  bladder 
itself.  Lamentable  results  have  followed  under  such  circumstances 
from  the  want  of  a  correct  diagnosis.  In  cases  of  paraplegia,  there 
is  paralysis  of  the  walls  of  the  bladder,  which,  however,  is  more 
often  present  towards  the  close  of  the  affection,  the  paralysis  at 
first  extending,  in  a  marked  degree,  only  to  the  sphincter.  Chronic 
cases  of  paralysis  of  the  bladder  are  characterised  by  the  offensive 
condition  of  the  urine,  due  chiefly  to  partial  constant  retention  of 
the  secretion  within  this  organ. 

In  cases  of  organic  disease  of  the  bladder — cancer,  e.g. — there 
is  frequently  difficult  mictm'ition  accompanied  with  bloody  urine ; 
micturition  is  also  both  frequent  and  painful.  In  another  more 
rare  disease  of  the  bladder,  viz.  'polypus,  the  urine  may  be  pre- 
vented by  the  polypus  from  escaping  into  the  urethra. 

Organic  stricture  of  the  female  urethra. — In  cases  where  the 
difficult  micturition  is  due  to  this  cause,  the  difficulty  is  more  or 
less  persistent,  though  liable  to  exacerbations  ;  the  bladder  is 
evacuated  slowly,  the  stream  is  small,  pain  is  at  times  present, 
and  the  difficulty,  as  a  rule,  slowly  increases  as  time  advances. 
The  history  of  the  case  might  be  of  some  assistance  in  the 
diagnosis  ;  but  an  examination  is  of  course  essential.  Vascular 
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tumour  of  the  urethra,  or  polypus  of  the  urethra,  may  be  the 
cause  of  difficult  and  painful  micturition.  In  the  case  of  polypus 
of  the  m-ethra,  there  is  difficulty  and  straining  in  micturition,  and 
there  may  be  occasional  passing  of  blood.  Cysts  or  other  tumours 
of  the  vagina,  if  growing  near  the  uretlira  or  neck  of  the  bladder, 
may  produce  difficult  mictm-ition.  Inversion  of  the  bladder. — 
This  rare  condition  will  be  mentioned  further  on,  in  connection 
with  *  painful '  micturition^  but  it  also  occasions  '  difficulty.' 

Displacements  of  the  uterus. — Connected  as  the  neck  of  the 
bladder  is  with  the  uterus,  dislocations  of  the  latter  involve  a 
certain  amount  of  displacement  of  the  former.    Retroflexion  or 

Fig.  202. 


retroversion  of  the  uterus,  and  especially  of  the  gravid  uterus, 
produces  difficult  micturition  in  a  marked  degree.  The  bladder 
is  emptied  with  great  difficulty  in  such  cases  ;  the  urethra,  as  shown 
in  the  annexed  drawing  (fig.  202),  is  thrust  upwards  behind  the 
pubes,  elongated,  stretched,  and  pressed  upon  posteriorly  by  the 
uterme  tumour.  In  early  pregnancy,  difficult  micturition,  per- 
sisting for  some  time  and  increasing,  would  lead  us  to  suspect 
retroflexion  or  retroversion  to  be  present-an  important  fact  for 
in  order  to  treat  these  cases  satisfactorily,  the  early  recognition 
of  their  true  nature  is  necessary.  The  other  signs  of  retroversion 
of  the  gravid  uterus  are,  flattening  of  the  hypogastric  region 
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involuntary  straining  or  tenesmus,  dragging  in  the  loins  and 
groins,  constipation,  etc. 

Enlargement  of  the  uterus,  from  the  presence  of  fibrous  or 
other  tumours,  may  also  produce  difficult  micturition ;  indeed, 
this  symptom  is  very  commonly  observed  in  various  stages  of  this 
afifection.  In  cases  of  fibrous  tumour  of  the  uterus,  a  curious 
phenomenon  is  sometimes  observed,  not,  probably,  peculiar  to 
these  tumours,  namely,  the  manner  in  which  ability  to  evacuate 
the  bladder  is  affected  by  the  position  of  the  body.  Thus,  a  lady 
who  consulted  me  had  had  a  large  fibrous  tumour  of  the  uterus 
for  seven  years.  Of  late  there  had  been  occasional  difficulty  in 
micturition,  which  she  had  always  been  able  to  overcome  by  lying 
flat  on  the  face.  Here  the  uterine  tumour  was  movable,  and 
when  the  patient  threw  the  body  forwards  the  pressure  of  the 
uterine  tumour  was  removed  from  the  vesical  outlet.  Sir  C.  M. 
Clarke  records  a  case  in  which  the  patient  was  capable  of  voiding 
small  quantities  occasionally  if  she  lay  on  the  back  with  the  pelvis 
a  little  raised.^ 

During  the  descent  of  the  foetal  head  through  the  pelvis  in 
labour,  there  is  difficult  micturition,  the  canal  of  the  m-ethra  being 
partially  or  completely  occluded  by  pressure. 

In  prolapsus  of  the  bladder  (cystocele)  the  same  symptom  is 
observed  ;  the  position  of  the  urethra  is  here  precisely  the  opposite 
to  that  in  retroflexion  of  the  uterus,  the  canal  being  bent 
downwards  instead  of  upwards.  In  these  cases  of  cystocele  the 
patient  evacuates  the  bladder  by  simply  pushing  the  tumour 
upwards ;  this  restores  the  urethral  canal  nearly  to  its  normal 
position. 

Tumours  of  the  ovaries,  as  long  as  they  remain  in  the  pelvis, 
frequently  occasion  great  difficulty  in  micturition ;  when,  in  pro- 
cess of  growth,  they  rise  above  the  pelvic  brim,  the  pressure  on 
the  urethra  is  removed,  and,  so  far  as  the  symptom  now  alluded 
to  is  concerned,  the  patient  improves. 

In  short,  difficult  micturition  may  be  caused  by  any  tumour  in 
the  pelvis  capable  of  exerting  pressure  on  the  canal  through  which 
the  contents  of  the  bladder  are  evacuated.  It  is  characteristic  of 
most  of  those  cases  in  which  the  difficulty  of  micturition  depends 
on  pressure  by  tumours,  etc.,  within  the  pelvis,  that  the  difficulty 
is  more  or  less  chronic,  and  will  be  found  on  inquiry  to  have  lasted 
for  some  time,  unless  in  cases  where  the  pelvic  tumour  is  of  very 
rapid  growth.    An  instance  of  the  latter  exceptional  kind  we  have 

'  Oj).  oit.  p.  254. 
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in  cases  of  peri-uterine  hwmatocele,  where  blood  rapidly  effused 
in  the  neighbourhood  of  the  uterus  forms  a  considerable  tumour, 
and,  in  consequence,  gives  rise  to  difficult  micturition. 

MICTURITION  PAINFUL. 

Here  pain,  during  or  in  consequence  of  micturition,  is  the 
prominent  symptom.  There  may  be  difficulty ;  but  the  pain 
attending  it  is  the  circumstance  chiefly  attracting  attention. 

Micturition  may  be  painful  by  reason  of  abnormal  conditions 
of  the  urine  itself,  of  the  bladder,  of  the  urethra,  of  the  vaginal 
mucous  membrane,  or  in  consequence  of  dislocations  produced 
by  affections  of  other  adjacent  organs. 

Urine. — The  morbid  conditions  of  the  urine  alluded  to  are 
undue  acidity  or  alkalinity,  presence  of  gravel,  mixture  of  the 
urine  with  blood,  in  cases-  of  Bright's  disease,  in  cases  of  calculus 
of  the  kidney,  cancer  of  the  bladder,  or  from  any  other  cause.  If 
the  urine  be  of  an  irritating  quality,  it  often  produces  excoriation 
of  the  vaginal  outlet. 

Bladder. — Cystitis,  chronic  or  acute,  is  accompanied  with  pain 
during  micturition,  and  there  is  often  a  great  degree  of  frequency 
present  at  the  same  time.  In  these  cases  of  cystitis,  pain  is  pre- 
sent more  or  less  constantly,  as  well  as  during  the  passage  of  the 
urine  from  the  bladder.  Cystitis  itself  may  arise  from  the  pre- 
sence of  a  stone  in  the  bladder,  or  from  partial  or  complete 
retention  of  urine.  In  cases  of  calculus,  there  is  pain  on  motion 
and  at  variable  times;  the  pain  during  micturition  is  not  con- 
siderable, as  a  rule,  but  there  is  generally  pain  just  at  the  end  of 
the  process.  The  painful  micturition  in  cystitis  depends  either 
on  the  condition  of  the  urine,  which  is  often  very  irritating,  or  on 
the  associated  inflammation  of  the  urethra. 

In  malignant  disease  of  the  bladder,  the  pain  following  mic- 
turition is  a  marked  symptom,  but  it  is  associated  with  pain  at 
other  times  also,  with  frequency  of  micturition,  with  turbidity  of 
the  urine,  occasional  presence  of  blood,  etc.  The  disease  in  ques- 
tion is  rare ;  the  affection  with  which  it  would  be  most  liable  to  be 
confounded  is  organic  disease  of  the  kidneys.  To  settle  the  point, 
an  examination  of  the  bladder  would  be  necessary. 

Urethra. — Painful  micturition  is,  in  the  majority  of  cases, 
dependent  on  morbid  conditions  of  the  urethra.  In  urethritis, 
whether  of  specific  character  or  not,  there  is  pain  of  a  burning 
character  (scalding,  as  it  has  been  appropriately  termed),  which 
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is  more  or  less  constant ;  but  during  the  passage  of  the  urine  it  is 
very  intense  :  micturition  is  not  only  painful  but  very  frequent. 
The  suddenness  of  such  an  attack  is,  as  a  rule,  characteristic  of 
the  presence  of  an  inflammatory  condition  of  the  urethra.  The 
symptoms  present  in  inflammation  of  the  urethra  of  a  specific 
nature — i.e.  produced  by  the  gonorrhoeal  virus — are  not,  however, 
always  characteristic.  There  is  generally  great  pain  in  micturi- 
tion ;  this  pain  is  of  a  burning  character,  and  is  associated  often 
with  a  spasmodic  contracted  state  of  the  sphincter,  to  which  the 
pain  experienced  is  partly  attributable.  The  presence  of  an  urethral 
discharge,  and  the  moral  evidence  attainable,  would  assist  us  in 
coming  to  a  conclusion  (see  p.  515).  In  cases  of  gonorrhceal  in- 
flammation of  the  urethra,  the  stage  of  acutely  painful  micturition 
does  not  extend  usually  beyond  two  or  three  days ;  it  attends  the 
outset  of  the  inflammation,  but  is  less  marked  subsequently.  We 
also  find  inflammatory  conditions  of  the  urethra  as  the  result  of 
mechanical  injury,  as  from  masturbation,  too  frequent  or  violent 
sexual  intercourse ;  or  the  inflammation  may  be  the  result  of 
vesical  irritation,  as  in  cystitis  or  calculus. 

An  obstinate  form  of  chronic  urethritis,  unconnected  with 
gonorrhoea,  has  been  noticed  by  Dr.  Ashwell  and  by  Dr.  M'Clintock, 
as  giving  rise  amongst  other  symptoms  to  painful  and  very  fre- 
quent micturition.  There  is  pain  also  irrespective  of  micturition, 
and  pain  is  produced  by  passing  a  catheter.  The  condition  appears 
to  be  a  chronic  inflammation  of  the  mucous  membrane  lining  the 
whole  of  the  canal. 

In  cases  of  vascular  tumour  of  the  meatus  the  pain  present 
is,  as  a  rule,  very  severe,  so  considerable  indeed  that  the  patient 
dreads  the  process  of  evacuating  the  bladder.  Painful  micturition, 
extending  over  a  considerable  time,  in  a  middle-aged  woman, 
should  lead  us  to  suspect  the  presence  of  this  affection.  Examina- 
tion of  the  meatus  would  then  be  necessary.  In  children,  eversion 
of  the  mucous  membrane  of  the  urethra,  or  inversion  of  the 
bladder  itself  is  in  some  rare  instances  a  cause  of  difficulty  and 
pain  in  micturition. 

Another  class  of  cases  of  painful  micturition  is  that  in  which 
the  bladder  and  urethra  are  unaffected,  but,  the  ostium  vaginoi 
being  in  an  inflamed  condition,  the  passage  of  urine  is  productive 
of  pain  from  the  contact  of  the  latter  with  the  inflamed  surface. 
Certain  forms  of  leucorrhoea  are  associated  with  painful  micturition, 
in  consequence  of  the  existence  of  this  inflammatory  condition  of 
the  outlet  of  the  vagina.    When  the  upper  and  inner  part  of  the 
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thighs  are  excoriated  by  contact  with  irritating  discharges,  such 
as  are  present  in  the  ulcerative  stage  of  cancerous  disease  of  the 
uterus,  and  under  some  other  circumstances,  the  patient  will  lead 
us  to  infer  that  there  is  painful  micturition,  the  pain  arising  in 
the  latter  case  also  from  contact  of  the  urine  with  a  raw  inflamed 
surface.  The  immediate  neighbourhood  of  the  outlet  of  the 
urinary  meatus  may  be  inflamed  as  the  result  of  masturbation. 

Alterations  in  the  position  of  the  uterus,  by  which  the 
urethra  is  drawn  out  of  its  place,  alterations  of  the  bladder  itself, 
or  tumour  of  adjacent  organs,  may  produce  difficulty  in  micturition, 
as  already  pointed  out.  The  difficulty  is  generally  accompanied 
with  more  or  less  pain ;  but  the  pain  is  not,  as  a  rule,  the  promi- 
nent symptom,  though  it  may  be  so  in  a  few  exceptional  cases. 
With  a  littie  care  in  cross-examination,  it  may  generally  be  made 
out  whether  the  pain  or  the  difficulty  came  first  in  order ;  and  this 
point  is  of  importance  in  reference  to  the  diagnosis. 


MICTURITION  FREQUENT. 

There  is,  perhaps,  no  one  diseased  condition  of  the  vagina, 
uterus,  bladder,  or  adjacent  organs,  which  may  not,  at  one  time  or 
other,  give  rise  to  frequency  of  micturition,  to  say  nothing  of  the 
varying  conditions  of  the  urine  which  may  occasion  the  same 
phenomenon.  Frequency  of  micturition  can  hardly,  then,  be 
considered  as  chai'acteristic  of  the  presence  of  any  one  diseased  or 
altered  condition. 

Frequent  micturition  is  often  an  early  sign  of  pregnancy. 
During  the  first  two  months  of  gestation  in  primiparse  it  is  very 
generally  present.  Towards  the  latter  end  of  pregnancy,  also,  it 
is  pretty  frequently  observed.  In  hysteria,  frequent  micturition 
is  a  symptom  often  present  during  the  attacks. 

Displacements  of  the  uterus  may  occasion  frequent  micturi- 
tion ;  anteflexion  of  the  uterus  almost  invariably  produces  great 
frequency  of  micturition  ;  difficulty  and  pain  during  micturition 
may  also  be  produced  thereby.  Ovarian  or  other  pelvic  tumours 
occasion  frequent  micturition,  owing  to  pressure  on  the  bladder, 
as  before  remarked.  Urinary  difficulties  are  more  frequently 
present  during  the  early  than  the  later  stages  of  these  tumours  ; 
when  larger,  they  rise  out  of  the  pelvis,  and  the  patient  suffers 
less.  Frequent  micturition  may  be  due  to  retroflexion  of  the 
gravid  uterus.  There  may  be  difficulty  alone,  but  niore  generally 
difficulty  and  frequency  of  micturition  are  noticed ;  the  latter  may 
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alone  be  observed.  Organic  affections  of  the  uterus,  as  cancer, 
fibroid  tumour,  polypus  uteri,  or  simple  hypertrophy,  or  an  in- 
flammatory or  hyperaesthetic  condition  of  the  organ,  may,  each  of 
them,  give  rise  to  frequent  micturition.  Pressure  on  the  bladder, 
and  consequent  frequent  micturition,  may  be  produced  by  abscess 
in  the  cellular  tissue  between  the  bladder  and  vagina,  or  by 
effusion  of  blood  into  the  peritoneal  cavity  around  the  uterus  in 
peri-uterine  haematocele. 

DysmenorrhoRa  is  often  associated  with  frequent  micturition  ; 
the  tenesmus  of  the  uterus  extends  to  the  bladder. 

Certain  conditions  of  the  bladder  itself  may  give  rise  to  fre- 
quent micturition.  Calculus  of  the  bladder,  cystitis,  cancerous 
disease  of  the  organ,  the  condition  known  as  the  '  irritable 
bladder,''  occasion  this  symptom,  which  is,  moreover,  observed  in 
the  early  stage  of  the  affections  in  question.  The  presence  of 
blood  in  the  urine  occasions  frequent  micturition,  as  do  also 
various  disordered  conditions  of  the  ttrine.  Irritation  pro- 
pagated from  the  kidneys,  when  these  organs  are  diseased,  or 
from  the  rectum,  as  when  hcemorrhoids  are  present,  may  occasion 
frequency  of  micturition.  Cases  in  which  haemorrhoids  have  to  do 
with  disturbances  of  the  function  of  the  bladder  not  seldom  re- 
main for  some  time  obscure. 

Inflammation  of  the  urethra,  as  in  gonorrhoea,  or  occurring 
irrespective  of  gonorrhoea,  is  a  cause  of  frequent  micturition  :  the 
urine  is  then  passed  in  drops,  with  scalding  pain.  Vascular 
tumour  of  the  meatus  occasions  frequency  of  micturition,  distin- 
guished from  inflammatory  conditions  by  the  long  duration  of  this 
symptom  in  the  former  case. 

MICTURITION  INVOLUNTARY. 

The  conditions  under  which  this  symptom  may  be  observed 
are  the  following. 

Fistulce  in  the  vesico-vaginal  septum. — In  such  cases,  the 
patient  has  hardly  the  slightest  control  over  the  evacuation  of  the 
bladder,  the  urine  escaping  by  the  unnatural  opening  as  fast  as 
it  is  secreted.  The  formation  of  these  fistulse  is  generally  con- 
nected with  the  act  of  parturition  ;  but  syphilitic  or  cancerous 
ulceration  may  be  the  source  of  the  evil.  If  the  existence  of 
fistula  be  suspected,  the  vagina  and  the  bladder  must  be  cai-efully 
examined. 

There  are  cases  on  record  in  which  involuntai-y  micturition  was 
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jiroduced  by  the  existence  of  a  vesico-uterine  fistula.  Here  the 
symptoms  are  very  peculiar,  but  the  nature  of  the  case  would  be 
easily  recognisable  on  careful  study  of  its  history,  combined  with 
examination  of  the  vagina.  If  the  urine  were  seen  issuing  from 
the  OS  uteri,  this  would  conclusively  determine  the  question.^ 

At  the  latter  part  of  -pregnancy  micturition  is  often  involun- 
tary. 

Retroflexion  of  the  gravid  uterus  may  occasion  great  disten- 
sion of  the  bladder ;  and  not  unfrequently  a  case  of  this  kind 
comes  before  us  in  this  form  :  The  patient  complains  of  involuntary 
micturition ;  and,  on  examination,  it  is  found  that  the  condition 
really  present  is  one  of  retention  of  urine,  produced  by  retro- 
flexion ;  small  quantities  from  time  to  time  escaping,  owing  to  the 
extreme  distension  of  the  bladder.  The  period  of  pregnancy  at 
which  this  distension  of  the  bladder  most  commonly  occurs  is  the 
fourth  month.  The  distension  of  the  bladder  was  supposed  by 
William  Hunter  to  be  the  cause  of  the  dislocation  of  the  uterus. 
Dr.  Tyler  Smith  first  pointed  out  that  the  retroversion  (in  many 
cases,  at  all  events)  is  the  primary  evil ;  the  fact  being,  that  the 
retroversion  existed  before  the  pregnancy  occurred.^ 

When  the  bladder  is  paralysed  partially  or  entirely,  as  in  the 
course  of  fevers,  etc.,  great  distension  of  the  organ  and  overflow 
may  occur,  as  in  the  case  of  retroflexion  just  noticed. 

After  parturition  there  is  often  involuntary  micturition  for  a 
few  days,  which  may  extend  to  weeks  or  even  longer.  The  mus- 
cular structure  of  the  urethra  has  in  such  cases  undergone  undue 
pressure  and  injury  during  the  act  of  parturition.  In  women  who 
have  large  families,  the  neck  of  the  bladder  occasionally  becomes 
thus  permanently  weakened,  and  the  control  over  the  bladder  is 
subsequently  always  imperfect. 

Tumours  of  the  ovaries  now  and  then  produce  involuntary 
micturition ;  the  tumour  drags  on  the  bladder,  and  mechanically 
interferes  with  the  action  of  the  sphincter. 

Great  hypertrophy  of  the  nymphce  was  a  cause  of  incontinence 
of  urine  in  a  case  recorded  by  Breslau.^  Owing  to  the  traction  of 
the  enlarged  nymphae,  the  action  of  the  sphincter  was  interfered 
with. 

Cicatrisation  of  the  vaginal  canal,  after  parturition,  was  the 

'  A  most  interesting  case  of  this  kind  is  related  by  Dr.  Leishman,  in  the 
Olaxgmv  Medical  Journal,  October  1861.  The  patient  in  this  instance  could  only 
retain  urine  within  the  bladder  when  lying  on  the  side. 

2  Obst.  Trans.,  vol.  ii.  »  Scanzoni's  Beitrdgefiir  Gchurtsk.  1858. 
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cause  of  involuntary  micturition  in  a  case  under  my  care  at 
University  College  Hospital.  Here  it  was  supposed  for  some 
time  that  there  was  a  fistula  high  up.  The  cutting  through  the 
cicatrices  necessary  to  explore  the  upper  part  of  the  vagina  led 
to  the  discovery  that  there  was  no  fistula,  and  to  the  cure. 

Cancer  of  the  uterus  may  extend  to  the  neck  of  the  bladder, 
and  give  rise  to  involuntary  micturition,  due  then  to  ulceration  of 
the  under  portion  of  the  urethral  canal,  or  of  the  bladder  itself. 

Congenital  defect  of  power  over  the  sphincter  of  the  bladder 
is  very  rare,  but  the  possibility  of  its  existence  should  not  be  for- 
gotten. Congenital  incontinence  of  urine  may  be  due  to  imperfect 
formation  of  the  urethral  canal  associated  ivith  epispadias,  of 
which  a  very  interesting  case  is  recorded  by  Dr.  Eoser.'  The  case 
was  that  of  a  young  woman,  aged  18,  who  had  an  incontinence 
from  birth.  The  clitoris  consisted  of  two  parts ;  the  upper  and 
anterior  portions  of  the  orifice  of  the  urethra  were  wanting, 
and  the  orifice  itself  was  very  large.  A  cure  was  obtained  by 
bringing  the  separated  halves  of  the  clitoris  together  by  a  plastic 
operation. 

Micturition  impossible. — In  cases  where  the  patient  is  abso- 
lutely unable  to  pass  urine,  it  is  evident  that  there  is  either  an 
impediment  to  the  escape  of  the  urine  from  the  bladder,  or  that 
there  is  no  secretion  from  the  kidneys.  In  other  words,  the  case 
is  one  of  retention  or  of  suppression  of  urine.  In  the  distinction 
of  these  two  conditions,  it  is  to  be  remarked  that  retention  is,  as 
a  rule,  accompanied  by  a  desire  to  evacuate  the  bladder,  which  is 
for  the  most  part  absent  in  cases  of  suppression :  the  exception  is 
noticed  in  cases  of  paralysis  of  the  lower  extremities,  and  some 
other  instances  where  there  is  sensational  as  well  as  motor 
paralysis.  Cases  are  rare  in  which  there  is  a  possibility  of  taking 
suppression  for  retention ;  but  it  might  prove  a  dangerous  mistake, 
and  it  is  one  more  within  the  limits  of  possibility,  to  overlook 
retention,  and  set  down  the  condition  as  one  of  suppression.  Such 
cases  occur  in  connection  with  the  presence  of  diseases  producing 
great  prostration,  fevers  being  the  chief  of  these.  The  patient 
may  for  a  considerable  time  have  no  evacuation  from  the  bladder  ; 
and,  this  circumstance  escaping  attention,  the  bladder  is  allowed 
to  go  on  increasing  in  size.  The  obscurity  of  the  case  is  often 
increased  by  the  fact  (previously  alluded  to)  of  a  small  quantity 
of  urine  escaping  from  time  to  time  from  the  distended  organ, 

»  Wiirt.  Corr.  Bl.  1861,  and  Schmidt's  Jalirl.  vol.  cxii.  p.  47. 
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and  retention  all  the  while  persisting  to  a  dangerous  degree.  The 
fact  that  the  patient  has  expressed  no  desire  to  evacuate  the 
bladder  must  be  disregarded  ;  and,  after  a  certain  time  has  elapsed, 
an  examination  should  be  made,  in  order  to  ascertain  whether 
the  condition  present  is  one  of  retention  or  suppression.  A  case 
is  related  by  L.  Vandeweren,^  in  which  a  woman  believed  to  be 
dropsical  died  from  the  effects  of  rupture  of  the  bladder  due  to 
retention.  The  definitive  decision  between  retention  and  sup- 
pression depends,  then,  upon  the  results  of  examination. 

After  labour  the  bladder  is  not  seldom  left  distended  for  too 
long  a  time,  owing  to  the  patient  experiencing  no  desire  to  eva- 
cuate it. 

Cases  in  which  retention  is  combined  with  involuntary  mic- 
turition have  been  already  disposed  of. 

Retention  produced  by  inability  to  evacuate  the  bladder, 
coupled  with  distress  and  strong  desire  for  the  same,  may  arise 
from  mechanical  pressure  on  the  neck  of  the  bladder,  of  whatever 
kind.  Fibroid  tumours  of  the  uterine  wall,  enlargement  of  the 
uterus  by  fluid,  rarely,  ovariari  tumours,  etc.  Retroflexion  of  the 
uterus,  or  retroversion  of  this  organ,  when  suddenly  produced,  may 
also  cause  retention,  which  either  supervenes  suddenly,  or  is  not 
detected  for  a  long  time  in  consequence  of  partial  escape  of  the 
contents  of  the  bladder  occasionally  taking  place.  In  cases  of 
'prolapsus  of  the  uterus,  retention  may  occur  during  the  cata- 
menial  periods,  when  the  organ  is  larger  and  heavier,  and  in 
cases  of  prolapsus  of  the  bladder  itself,  chronic  inversion  of  the 
uterus,  etc. 

Another  form  of  retention,  not  by  any  means  uncommonly 
observed,  is  that  witnessed  in  hysterical  patients.  Eetention 
from  this  cause  is  accompanied  with  a  good  deal  of  acute  pain  in 
the  hypogastrium.  The  attack  is  of  a  more  acute  character  than 
in  the  cases  before  considered.  There  is  generally  a  history  of 
previous  attacks  of  a  similar  character.  In  many  cases,  the  nature 
and  cause  of  the  presumed  retention  cannot  be  made  out  without 
an  examination. 

Lastly,  there  are  cases  in  which  no  urine  is  passed  because 
there  is  none  in  the  bladder.  I  lately  saw  a  case  in  which  the 
ureters  were  occluded  by  cancer  of  the  base  of  the  bladder,  and  no 
urine  could  pass  into  the  bladder.  This  kind  of  suppression  has 
been  known  to  be  produced  by  pressure  of  large  ovarian  or  other 

'  T-arbaud,  JlccJierchcs  sur  le  Catarrhe   la  FaiUcssc  et  la  Paralynie  dc  la 
Vcssic,  p.  68. 
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tumours  on  the  ureters.  More  ordinarily,  however,  suppression 
in  the  true  sense  of  the  word  is  due  to  other  causes,  the  considera- 
tion of  which  does  not  come  within  the  scope  of  the  present 
inquiry. 

CHRONIC  INFLAMMATION  OF  THE  URETHRA. 

The  canal  itself  is  in  an  abnormal  condition :  it  presents  to 
the  finger  a  hard  thickened  cord,  which  may  or  may  not  be  tender 
to  the  touch ;  the  introduction  of  the  catheter  may  be  attended 
with  much  pain.  In  many  cases  we  have  urethritis  as  a  conse- 
quence of  gonorrhoRal  infection ;  there  is  in  such  cases  redness 
and  tenderness,  and  there  is  a  puriform  discharge  from  the 
urethra,  scalding  pain  during  micturition,  and  bloody  urine.  The 
gonorrhceal  inflammation  of  the  urethra  continuing  a  long  time, 
we  find  occasionally  further  effects,  viz.  production  of  a  hard, 
thick  condition  of  the  urethra,  such  as  that  above  described ;  and, 
apart  from  a  careful  scrutiny  of  the  history  of  the  case,  there  may 
be  nothing  to  indicate  whether  the  chronic  urethritis  present  be 
of  gonorrhoeal  origin  or  not.  Frequency  and  pain  in  micturition, 
slight  discharge,  pain  during  sexual  intercourse — these  are  the 
symptoms  usually  present  in  these  cases. 

Treatment. — ^The  treatment  of  chronic  urethritis  consists  in 
rest,  the  use  of  the  tepid  hip-bath,  avoidance  of  all  sources  of 
irritation,  observance  of  cleanliness,  use  of  astringent  lotions,  or 
injection  of  weak  solutions  of  alum  or  sulphate  of  zinc  into  the 
urethra  itself.  Such  treatment  will  be  sufficient  in  simple  cases. 
Of  internal  remedies  copaiba  is  undoubtedly  the  most  effectual, 
and  it  may  be  recommended  to  be  given  in  conjunction  with 
application  of  the  other  remedial  measures  mentioned,  in  all  cases, 
and  whether  suspected  to  be  of  gonorrhoeal  nature  or  not.  The 
disease  is  undoubtedly  a  difficult  one  to  cure ;  especially  is  this 
the  case  where  a  thickened  condition  of  the  urethra  is  present. 
G-reat  patience  is  generally  required  in  order  to  bring  the  case  to 
a  successful  issue.  The  application  of  nitrate  of  silver,  powdered 
and  diluted  with  sugar,  or  in  solution,  is  sometimes  necessary, 
especially  in  cases  where  the  mucous  membrane  of  the  m'ethra  is 
ulcerated. 

STRICTURE  OF  THE  URETHRA. 

This  is  a  condition  very  rarely  met  with  in  women.  It  neces- 
sarily occasions  difficulty  in  micturition.  By  introducing  a  prol^e 
into  the  canal,  the  presence  of  an  obstruction  is  readily  recognised. 
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It  is  generally  traceable  to  the  effects  of  mechanical  injury,  as 
from  the  pressure  of  the  foetal  head,  contusions  from  instruments 
during  labour,  accidental  injuries  from  without,  contraction  fol- 
lowing syphilitic  ulceration,  or  to  chronic  inflammation  associated 
with  gonorrhoea.  Sir  Henry  Thompson  >  gives  an  account  of  the 
few  cases  of  strictme  of  the  female  urethra  which  have  been 
placed  on  record  by  others  or  observed  by  himself.  He  confirms 
the  observations  of  previous  authors  that  the  obstruction  is  usually 
met  with  close  to  the  external  orifice  of  the  urethral  canal.  It 
may  affect  the  canal  for  a  variable  distance. 

Treatment. — '  In  the  management  of  the  organic  contractions 
of  the  urethra,'  says  Sir  Henry  Thompson,  '  the  use  of  dilatation, 
assisted,  when  necessary,  by  a  division  of  the  opposing  part,  .  .  . 
will  generally  be  sufficient  for  their  removal.'  The  shortness  of 
the  canal,  and  its  great  accessibility,  should  render  operative 
measures  easy  of  application. 

VASCULAR  TUMOUR  OF  THE  URETHRA. 

The  tumour  is  an  excrescence,  bright  red  in  colour,  which 
grows  just  within  the  external  orifice  of  the  urethra,  varying  in 
size  from  a  pin's  head  to  a  hazel-nut.  It  is  usually  more  or  less 
pediculated,  and  the  pedicle  may  have  a  length,  as  I  have  myself 
seen,  of  a  quarter  of  an  inch.  It  consists  of  an  hypertrophy  of  the 
mucous  papillae  of  the  part,  and  the  shape  and  appearance  give 
one  the  idea  of  a  vegetation  growing  on  the  mucous  membrane. 
The  tumour  may  be  single  or  partially  divided.  The  best  account 
of  the  intimate  structure  of  the  tumour  was  given  by  Mr.  Burford 
Norman,  in  the  'London  Journal  of  Medicine,'  Feb.  1852.  The 
growth  is  usually  possessed  of  an  extreme  degree  of  sensitiveness. 
The  symptoms  produced  are  occasionally  very  severe,  their  inten- 
sity being  out  of  all  proportion  to  the  size  of  the  tumour.  The 
chief  symptoms  are  difficulty,  pain,  and  frequency  of  micturition, 
pain  in  intercourse,  pain  on  walking,  etc.  The  most  constant 
sign  is  pain  immediately  after  passing  water,  whilst  the  last  few 
drops  are  escaping  from  the  bladder.  These  tumours  may  give 
rise  secondarily  to  several  other  symptoms,  and  in  some  cases  the 
symptoms  are  so  indefinite  that  the  diagnosis  remains  for  a  long 
time  obscure,  more  especially  in  cases  where  modesty  induces 
the  patient  to  refrain  from  giving  such  an  explicit  account  of  her 

'  The  Pailwlngij  and  Treatmant  of  Strict  ure  of  tlw  Urethra..  The  Jacksonian 
Prize  for  tlie  year  1852.    London  :  Churchill.    2ncl  cd.  pp.  37!)  ct  scq. 
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symptoms  to  the  medical  attendant  as  to  lead  him  to  make  an 
examination. 

Treatment — The  tumour  is  best  treated  by  carefully  dissect- 
ing it  off  from  the  surface  to  which  it  is  attached  by  means  of  a 
small  scalpel,  or  scissors,  and  applying  strong  nitric  acid  lightly 
to  the  cut  surface.  If  a  difficulty  is  experienced  in  seizing  it  with 
the  forceps,  Dr.  M'CIintock's  plan  of  catching  it  in  a  loop  of 
thread  forming  a  kind  of  snare,  may  be  adopted.  Other  methods 
of  treatment,  such  as  cauterisation  with  nitrate  of  silver,  require 
a  longer  time,  and  are  less  satisfactory.  There  is  hardly  any 
affection  to  which  women  are  liable  which  causes  more  uneasiness 
and  discomfort,  or  which  is  removed  more  easily.  Warty  vegeta- 
tions are  sometimes  observed  growing  just  outside  the  meatus. 
In  some  cases  of  this  kind  which  came  under  my  own  notice  the 
affection  gave  rise  to  very  painful  pruritus ;  in  others  a  large  crop 
of  warty  growths  situated  in  this  position  had  given  rise  to  con- 
siderable difficulty  and  j)ain  on  intercourse,  and  it  was  found  that, 
in  this  latter  case,  the  growths  were  of  syphilitic  origin.  In  these 
cases  removal  by  means  of  the  knife  was  the  treatment  adopted. 

EVERSION  OF  THE  MUCOUS  MEMBRANE  OF  THE  URETHRA 

has  been  noted  by  Lisfranc,  M'Clintock,'  and  others.  In  such 
cases,  a  tumour  of  variable  size,  of  a  reddish,  a  dark  red,  or  pale 
red  colour,  may  occupy  the  position  of  the  urethral  aperture.  It 
is  easily  distinguished  from  vascular  tumour  on  attentive  ex- 
amination of  the  relations  of  the  growth,  and  by  the  use  of  the 
catheter;  and  unless  inflamed  and  very  painful,  it  is  capable  of 
being  pushed  back  and  reduced. 

Eversion  of  the  bladder  is  sometimes  observed  in  very  young 
children.  It  occurs  in  infants,  probably  in  the  same  class  of  cases 
as  those  in  which  eversion  of  the  rectum  is  noticed,  and  from  a 
like  cause — viz.  violent  straining  during  coughing,  or  possibly  in 
the  dysuria  due  to  presence  of  ascarides.  Dr.  M'Clintock  refers 
to  a  case  observed  by  Dr.  Beatty  of  Dublin,  in  a  child  nearly  two 
years  old.  The  tumom:  was  scarlet,  the  size  of  a  chestnut,  very 
painful.  It  was  replaced  by  pressure,  and  the  urethra  found  to 
be  very  large.  Mr.  Crosse  of  Norwich  had  related  a  precisely 
similar  case  in  a  child  about  the  same  age,  and  which  was  at  first 
considered  to  be  a  vascular  tumour  of  the  meatus.  An  operation 
was  about  to  be  undertaken  for  its  removal,  when  Mr.  Crosse 

'  Loe.  oit.  p.  23C. 
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discovered  the  true  nature  of  the  tumour.  In  adults,  eversion  of 
the  bhidder  only  occurs  where  fistulous  openings  are  present. 

Treatment.— These  cases  of  eversion  of  the  urethra,  etc., 
should  be  treated  by  reduction,  by  rest,  and  the  careful  applica- 
tion of  lint  dipped  in  cold  water  as  a  compress.  The  retention  of 
a  catheter  in  the  bladder  has  been  recommended,  but  it  would 
seem  calculated  to  increase  the  irritability  of  the  parts. 

RETENTION  OF  URINE 

may  result  from  a  multitude  of  causes  (see  p.  819).  Here  it  is 
only  necessary  to  point  out  the  method  of  relieving  the  patient 
under  such  circumstances. 

Warm  fomentations  frequently  enable  the  patient  to  empty 
the  bladder,  but  in  many  cases  the  use  of  the  catheter  is  re- 
quired. 

Mode  of  introducing  the  female  catheter. — Ease  in  the  use 
of  the  instrument  is  only  to  be  attained  by  practice,  but  the 
operation  is  usually  effected  without  much  difficulty,  by  one 
conversant  with  the  anatomy  of  the  parts.  The  plan  to  be  adopted 
is  the  following :  The  patient  to  be  laid  on  her  back  ;  the  operator 
is  to  stand  on  her  right  side ;  the  right  leg  is  to  be  flexed,  the 
sole  resting  on  the  bed  or  couch.  The  operator  then,  by  means 
of  one  finger  of  the  left  hand,  carried  from  the  abdomen  over  the 
pubes,  ascertains  the  position  of  the  clitoris,  and  of  the  urethral 
orifice  just  beneath  it,  and,  having  done  this,  the  right  hand, 
holding  the  gum-elastic  or  silver  catheter,  is  passed  under  the 
right  leg,  and  the  point  of  the  instrument  guided  into  the  urethral 
canal.  The  principal  thing  is  to  make  certain,  in  the  first 
instance,  of  the  position  of  the  clitoris  and  urethral  orifice  ;  the 
latter  is  known  by  the  fact  that  the  vaginal  canal  is  immediately 
below  it.  If  the  finger  be  introduced  into  the  vagina,  the 
urethral  canal  must  therefore  be  in  the  median  line  immediately 
above  it. 

It  is  convenient  to  have  a  slender  india-rubber  tube,  five  feet 
long,  attached  to  the  catheter.  The  urine  then  flows  directly  into 
the  receptacle,  placed  on  the  floor. 

In  cases  where  the  retention  of  urine  is  due  to  dragging  up- 
wards of  the  bladder  by  tumours  of  various  kinds,  and  pressure  on 
the  urethra,  the  direction  of  the  urethral  canal  is  much  altered. 
In  such  cases  a  gum-elastic  catheter  should  be  always  used,  and 
care  is  required  in  order  to  avoid  injuring  the  walls  of  the  canal. 
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AFFECTIONS  OF  THE  BLADDER. 

Chronic  inflammation  of  the  bladder  is  an  affection  which  in 
some  shape  or  other  comes  before  us  rather  frequently.  After 
parturition,  after  operations  about  the  genital  organs,  it  is  not 
unusual  for  the  mucous  membrane  of  the  bladder  to  take  on  an 
inflammatory  action,  which  at  one  time  results  in  the  exfoliation 
of  the  lining  membrane,  at  another  leads  to  chronic  cystitis,  with 
constant  secretion  of  a  ropy  mucus,  an  ammoniacal  state  of  the 
urine,  occasional  passage  of  blood,  great  distress  and  frequency  in 
micturition,  pain  in  the  region  of  the  bladder,  and  other  trouble- 
some symptoms.  It  is  important  to  bear  in  mind  that  the 
symptoms  referable  to  the  bladder  are  frequently  really  due  to 
morbid  conditions  of  the  kidneys  or  ureters,  or  both.  Information 
respecting  the  diseases  of  these  organs  will  be  found  in  standard 
works  on  medicine  and  surgery.  Incontinence  of  urine  is  an 
affection  liable  to  supervene  on  labour,  when  the  urethra  has  been 
subject  to  a  long-continued  pressure. 

The  timely  use  of  the  catheter  after  labour  will  prevent  that 
destructive  cystitis  which  may  be  produced  by  inability  of  the 
patient  to  evacuate  spontaneously  the  contents  of  the  bladder.  If 
cystitis  be  actually  present,  with  fever,  pain,  and  tenderness, 
leeches  may  be  required.  Demulcent  liquids  should  be  given,  such 
as  barley-water,  and  all  ii'ritant  articles  of  food  avoided.  Eest  is 
exceedingly  important. 

Chronic  cystitis  may  be  produced  by  anteflexion  of  the  uterus. 
I  have  met  with  some  well-marked  cases  and  have  cured  them  by 
treating  the  uterine  affection. 

In  the  chronic  form  of  the  disease,  cystitis  is  best  treated  by 
the  administration  of  the  diluted  mineral  acids ;  uva  ursi  and 
pareira  brava  are  medicines  very  generally  found  serviceable,  in 
combination  with  diluted  nitro-muriatic  acid.  Sir  Henry  Thomp- 
son has  introduced  the  use  of  a  decoction  of  the  underground  stem 
of  the  triticum  repens,  in  cases  of  chronic  cystitis  in  the  male  sex, 
and  has  found  it  of  very  great  service  in  relieving  the  various 
distressing  s3rmptoms  present  in  such  cases.  I  have  found  it 
equally  efficacious  in  the  chronic  inflammatory  affections  of  the 
bladder  in  women.  This  distinguished  surgeon  states  in  reference 
to  the  use  of  demulcent  decoctions,  infusions,  etc.,  in  affections  of 
the  bladder,  that  large  quantities  are  necessary  in  order  that  they 
may  prove  beneficial.    Dr.  West  speaks  highly  of  the  employment 
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of  a  seton  introduced  just  above  the  symphysis  in  cases  of  chronic 
cystitis,  and  I  have  seen  great  benefit  fi'om  counter-irritation  in 
this  locality.  The  general  treatment  of  the  patient  in  these  cases 
is  a  matter  of  great  importance ;  some  patients  require  a  liberal 
diet  and  regimen,  while  with  others  the  indication  is  quite  the 
opposite.  The  pain  and  suffering  present  in  cases  of  cystitis  must 
be  relieved  by  opiates,  and  these  require  frequently  to  be  given  in 
considerable  doses.  In  the  United  States  the  production  of  a 
vesico-vaginal  fistula  has  occasionally  been  had  recourse  to  in 
order  to  cure  obstinate  cystitis.  Dr.  Fallen  ^  terms  the  operation. 
'  kolpocystotomy.'  When  cystitis  proper  exists  he  is  of  opinion 
that  '  one  remedy  only  will  cure  the  patient — long-continued  and 
absolute  bladder  rest.  Kolpocystotomy  is  the  only  remedy.'  The 
opening  is  to  be  made  by  Paquelin's  thermo-cautery  at  a  red  heat 
only.  The  surface  is  gently  and  slotvly  burned  through.  If  done 
too  quickly,  haemorrhage  or  closure  results.  The  opening  is  kept 
thus  for  some  months  or  years. 

For  the  relief  of  incontinence  of  urine  after  labour,  which  may 
be  more  or  less  complete  in  degree,  time  is  the  great  remedial 
agent.  Eepeated  ablutions  of  the  external  genitals  have  a  good 
effect  in  restoring  the  lost  tonicity  of  the  sphincter  of  the 
bladder.  As  a  geneml  rule,  tonics  are  indicated,  and  the  patient 
is  to  be  encouraged  by  the  hope — generally  a  well-founded  one 
— that  in  the  end  the  lost  control  over  the  evacuation  of  the 
bladder  will  be  regained. 

POLYPUS  OF  THE  BLADDER 

is  a  condition  which  rarely  comes  under  our  notice.  An  instance, 
recorded  by  Mr.  Birkett,  is  alluded  to  by  Dr.  M'Clintock,  of 
polypus  arising  from  the  interior  of  the  bladder  and  projecting 
through  the  urethra.  The  case  occurred  in  a  child  five  years  old ; 
the  polypus  grew  from  the  upper  boundary  of  the  neck  of  the 
bladder,  and  formed  a  red  mass  projecting  through  the  meatus 

and  between  the  labia.    Excision  was  performed.    The  child  

greatly  exhausted  at  the  time — died.  Dr  M'Clintock  is  probably 
right  in  thinking  that  the  ecraseur  would  suit  such  cases  best. 
According  to  Dr.  M'Clintock  only  eleven  instances  of  this  disease 
have  been  placed  on  record. 

'  Amer.  Jovrn  of  Obst.  vol.  xi.  p.  269. 
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A. 

DIFFERENTIAL  DIAGNOSIS  OF  PAINS  REFERABLE  TO  THE 
INTERNAL  GENERATIVE  ORGANS,  INCLUDING  DYSMEN- 
ORRHCEA. 

Diagnosis  of  Nature  and  Cause  of  Pain  referable  to  the  Internal 
Generative  Organs,  including  Dysmenorrhcea. — I.  Pains  associated  with 
Menstruation.  II.  Pains  not  associated  with  Menstruation— General  Remarks 
— Four  principal  Situations  :  1.  The  Back.  2.  The  Groins.  3.  The  Hypogas- 
tric Region  :  (a)  Intermittent ;  (ft)  Constant ;  (o)  Inflammatory  in  Character ; 
(d)  Acute,  Intense  Sudden  Pain;  («)  Hysterical;  (/)  Bearing-down.  4.  Pains  in 
the  Lower  Extremities — The  various  Causes  of  the  Pains  in  these  several  Situa- 
tions considered  from  a  Diagnostic  Point  of  View. 

Pains  referable  to  the  internal  generative  organs  may  be  divided  into  two 
classes,  viz. — (1)  Those  associated  with  the  performance  of  the  function-  of 
menstruation — dysmenorrhcea  ;  and  (2)  Painful  sensations  experienced  irre- 
spective of  menstruation.  It  may  not  be  possible  in  all  cases  to  draw  an 
absolutely  distinct  line  between  these  two  classes  of  cases  ;  but  the  separa- 
tion should  be  made  as  far  as  is  possible. 

I.  Pains  associated  with  Menstruation,  True  Dysmenorrhcea. 

In  partial  retention  the  pains  are  situated  in  the  uterine  region,  and 
radiate  from  this  point  to  the  back  and  loins  ;  they  may  be,  and  generally 
are,  very  severe,  more  or  less  paroxysmal  in  character,  resembling,  though 
on  a  small  scale,  the  pains  of  labour,  and  often  go  on  increasing  in  intensity 
until  relieved.  Coming  on  suddenly,  lasting  for  a  certain  time,  and  then 
going  off,  to  return  again  after  a  few  minutes  or  after  a  longer  interval — such 
is  the  character  of  the  pain.  The  patient  may  not  be  entirely  free  from  pain 
throughout ;  but  the  occasional,  it  may  be  periodic,  exacerbation — ^this  it  is 
which  characterises  it.  When  the  pain  is  excessive,  it  may  induce  disturb- 
ances of  the  nervous  system  of  various  kinds — hysteric  convulsions,  agita- 
tion, anxiety,  palpitations,  tenesmus,  pain  in  micturition,  etc.  Pain  attend- 
ing menstruation  and  also  coming  under  the  head  of  dysmenorrhcea  may 
extend  to  the  ovarian  regions,  deep  down  behind  one  or  both  groins,  and  it 
usually  extends  from  this  spot  down  the  thighs.  It  may  extend  to  the  loins 
also. 


820 


APPENDIX. 


When  there  is  pauiful  menstruation,  the  discharge  appearing  scantily, 
disappearing  for  a  time,  then  reappearing,  perhaps  in  gushes,  and  again 
ceasing — when  this  condition  of  things  is  noticed  at  successive  menstrual 
periods,  it  gives  good  ground  for  the  suspicion  that  there  is  some  difficulty  in 
the  escape  of  the  fluid,  and  it  will  then  be  necessary  to  make  a  vaginal  ex- 
amination, and  in  certain  cases  to  use  the  sound  also.  When  coagula  having 
the  form  of  casts  of  the  uterine  cavity,  or  a  portion  of  it,  are  passed  under 
such  circumstances,  this  is  also  in  favour  of  the  presence  of  mechanical  ob- 
struction. 

It  is  important  not  to  mistake  abortion  for  dysmenorrhcBa,  and  vice  versd. 
In  the  case  of  abortion,  there  has  been  suppression  of  the  menses  for  one  or 
more  periods  ;  but  in  dysmenorrhoea  there  have  been  usually  preceding 
attacks  of  similar  character,  and  no  suppression  of  the  menses  has  been 
(usually)  observed.  When  there  has  been  partial  retention  of  the  catamenial 
fluid,  clots  are  often  observed  to  be  passed,  accompanied  with  contraction  of 
the  uterus,  and  pains  quite  identical  with  those  of  labour  ;  and  in  such  cases 
very  careful  examination  of  the  substances  discharged  may  be  necessary  to 
enable  us  to  distinguish  their  nature. 

In  one  case  wliich  came  under  my  observation,  expulsive  pains,  such  as 
those  described  above,  were  found  to  be  due  to  the  presence  of  a  clot  of 
blood  in  the  vagina,  the  escape  of  which  was  rendered  difficult  by  the  cir- 
cumstance of  the  orifice  in  the  hymen  being  rather  smaller  than  usual. 


II.  Diagnosis  of  the  various  Pains  referable  to  the  Genera- 
tive Organs,  not  associated  with  Menstruation. 

It  is  well  known  that  a  feeling  of  pain  at  a  particular  spot  is  not  always 
indicative  of  lesion  or  of  appreciable  change  at  the  spot  in  question.  The 
pain  is  frequently  what  is  termed  a  '  reflected '  pain  ;  at  other  times  it  is  pro- 
duced by  pressure  on  the  trunk  of  the  nerve  supplying  the  painful  part. 

It  very  frequently  happens  that  pains  of  all  three  kinds  exist  simultane- 
ously. Thus  a  fibrous  tumour  growing  in  the  wall  of  the  uterus  may  give 
rise  to  pain  of  the  three  varieties  above  mentioned,  viz.  pain  in  the  uterme 
region  itself,  pain  in  the  back— the  reflected  pain— and  pain  in  the  lower 
extremities;  the  latter  due  to  the  pressure  of  the  enlarged  uterus  on  the 
sacral  plexus  within  the  pelvis.  So  also  an  ovarian  tumour  may  give  rise  to 
pain  in  the  pelvis,  to  pain  around  the  hips  or  back,  and  to  pain  in  the  thigh, 
or  leg,  or  foot. 

In  the  estimate  of  the  causes  of  reflected  pains  now  under  consideration, 
the  disorders  of  the  bladder  should  also  not  be  forgotten. 

There  is  a  class  of  pains  referable  to  the  generative  organs,^  and  very 
frequently  observed,  which  may  be  conveniently  described  as  'pressure 
pains.  The  nerves  which  are  most  liable  to  suff^er  from  pressure  withm  the 
pelvis  are  those  issuing  from  the  anterior  foramina  of  the  sacral  bone,  which 
enter  into  the  formation  of  the  sacral  plexus,  and  which  supply  also  branches 
to  the  pelvic  viscera.  The  nerves  for  a  short  distance  He  close  against  the 
sacral  bone,  only  separated  from  it  by  the  fibres  of  the  pyriformis  muscle,  and 
they  may,  during  this  part  of  their  course,  be  compressed  by  a  pelvic  tumour 
against  the  hard  surface  of  the  bone  in  question.  The  nerves  which  are 
given  ofl"  from  the  sacral  plexus  are,  many  of  them,  sensory  nerves,  and  the 
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effect  of  pressure  on  these  nerves  within  the  pelvis  is  therefore  to  produce 
pain  in  the  skin  supplied  by  the  particular  nerve  so  pressed  upon.  The 
following  are  the  localities  which  may  be  affected  in  the  manner  above 
described  :  the  hip-joint,  the  labia  pudendi,  the  clitoris,  nymplije,  perinajum, 
tlie  back  of  tlie  coccyx,  the  upper  part  of  the  inside  of  the  thigh,  the  back 
of  the  thigh  below  the  gluteus  maximus,  the  leg,  and  the  foot.  The  upper 
portion  of  the  labia,  and  the  portions  of  the  skin  or  other  parts  of  the  lower 
extremity  not  included  in  this  list,  are  supplied  by  branches  of  the  lumbar 
nerves  ;  these  latter  nerves  are  not  liable  to  pressure  from  tumours  situated 
in  the  pelvic  cavity — that  is  to  say,  when  such  tumours  are  confined  to  that 
cavity  alone. 

It  is  not  in  the  nature  of  tilings  that  any  great  regularity  should  be 
observed  in  the  relation  subsisting  between  location  of  lesion,  and  location 
of  pain  thereby  produced,  many  circumstances  being  likely  to  modify  or 
affect  the  result  in  particular  cases. 

There  are  four  principal  situations  in  which  pain  referable  to  the  internal 
generative  organs  is  experienced  by  women  suffering  from  disorders  of  those 
organs. 

They  are — (1)  The  back  ;  (2)  the  groin,  or  ovarian  region  ;  (3)  the 
median  hypogastric  region  ;  (4)  the  lower  extremities. 

Pain  in  the  back  is  a  well-known  sign  of  uterine  disease.  But  it  is  not 
so  well  known  that  pain  in  one  or  both  of  the  groins  is  often  a  sign  of  uterine 
disease .  That  such  is  the  case,  however,  is  very  certain,  and  I  am  anxious 
to  call  prominent  attention  to  it.  Formerly  a  pain  situated  in  this  situation 
was  referred  to  the  ovaries,  probably  in  consequence  of  the  ovary  being  near 
the  spot.  I  was  led  to  associate  tliis  pain  with  the  uterus  simply  in  conse- 
quence of  the  observation  recurring  over  and  over  again,  that  patients  so 
complaining  were  almost  invariably  found  to  be  affected  with  anteflexion  of 
the  uterus.  Latterly  I  have  come  to  regard  this  pain  as  an  almost  certain 
sign  of  the  jjresence  of  the  affection  in  question,  and  it  has  very  considerably 
modified  my  views  as  to  the  share  the  ovaries  take  in  producing  pains  re- 
ferred to  the  region  in  which  the  ovaries  are  situated. 

1.  Pain  in  the  Back 

is  one  of  the  most  common  symptoms  present  in  women  labouring  \inder 
uterine  or  allied  disorders.  The  pain  here  alluded  to  more  usually  affects 
the  lumbar  and  sacral  regions  and  the  parts  adjacent  ;  it  is  not  usually  an 
acute  pain,  but  an  ill-circumscribed,  aching  sensation,  very  wearying,  and 
often  extremely  distressing  to  the  patient.  The  intensity  of  this  pain  is  not 
by  any  means  proportionate  to  the  severity  of  the  disease  present. 

One  of  the  most  common  causes  of  pain  in  the  back  is  flexion  of  the 
uterus.  Retroflexion  is  particularly  associated  with  it,  but  anteflexion  is 
very  frequently  the  cause  of  it.  Again,  in  quite  exceptional  cases,  these 
flexions  may  be  unattended  with  back  pain.  Pain  in  the  back  generally  also 
attends  expulsive  action  of  the  uterus  from  whatever  cause  that  expulsive 
action  may  originate.  The  dilatation  of  the  os  uteri  is  generally  attended 
with  pain  in  this  situation.  Pain  in  the  back  is  not  necessarily  indicative  of 
disease  of  the  generative  organs,  but  the  fact  that  a  patient  has  for  a  con- 
siderable period  suffered  from  pain  of  this  description  should  induce  the 
practitioner  to  consider  whether  disease  of  the  internal  generative  organs, 
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up  to  that  time  possibly  overlooked  and  unrecognised,  be  not  present,  and 
to  take  measures  for  satisfying  himself  on  this  point.  The  connection 
between  the  pain  in  question  and  the  presence  of  uterine  or  other  internal 
disorder  is  often  substantiated  by  the  fact  that  before,  during,  or  immediately 
after  the  menstrual  periods,  it  is  most  troublesome  ;  sometimes,  indeed,  it 
is  only  present  at  such  times.  The  pain  of  ordinary  lumbago  is  the  most 
likely  to  be  confounded  with  it.  Attacks  of  lumbago  are,  however,  more 
acute  in  character,  and  they  occur  irrespective  of  the  menstrual  periods. 
Diseases  of  the  vertebrie,  aneurism,  diseases  of  the  kidneys,  etc. ,  are  some 
not  uncommon  causes  of  persistent  aching  or  pain  in  the  back. 

2.  Pains  in  the  Groins. 

A  pain  felt  in  the  situation  indicated  is  most  commonly  due  to  anteflexion 
of  the  uterus.  That  this  is  a  fact  I  am  convinced  by  very  numerous  observa- 
tions. Anteflexion  does  not  invariably  produce  such  a  pain,  but  it  does  so 
in  nine  cases  out  of  ten.  The  pain  is  a  wearing,  more  or  less  constant  one, 
increased  by  motion,  sometimes  only  produced  by  motion,  generally  confined 
to  one  side,  but  not  always.  For  further  remarks  on  this  subject,  see  chapters 
on  '  Flexions.' 

In  some  few  instances  a  settled,  fixed,  constant  pain  is  present  in  the 
anterior  part  of  the  abdomen,  rather  higher  up  than  the  groin,  and  nearly 
on  the  level  of  the  umbilicus.  Such  a  pain  I  have  met  with,  and  traced  its 
connection  with  reU'oJlexion  of  the  uterus.  Some  most  remarkable  instances 
of  this  have  occurred  to  me  in  private  practice,  the  pain  ceasing  instantly  on 
removal  of  the  cause.  As  a  rule,  retroflexion  gives  rise  to  pain  in  the  back 
rather  than  the  front  part  of  the  abdomen,  but  these  exceptional  cases  do 
occur.    Formerly  such  cases  would  have  been  termed  '  hysterical. ' 

Ovarian  pain,  referable  to  the  ovaries,  and  situated  deep  down  sometimes 
in  the  inguinal  or  iliac  region,  is  observed  in  some  few  cases,  but  numerically 
they  are  few  compared  with  that  in  which  the  pain  is  due  to  alterations  of 
the  uterus  itself,  as  above  explained.  It  may  be  due  to  interrupted  or  '  disap- 
pointed '  (to  use  Dr.  Farre's  words)  ovulation,  which  may  be  likened  to  the 
aching  caused  by  distension  of  the  testicles,  or  be  due  to  chronic  inflammatory 
action  in  the  follicles  themselves.  In  a  few  cases  the  pain  is  a  kind  of  neu- 
ralgia of  the  part  without  inflammatory  action.  It  may  be  due  to  sexual 
irritation.  Undue  sexual  irritation  in  the  male  is  accompanied  by  acliing 
and  pain  in  the  testicles.    This  pain  seems  to  be  comparable  with  it. 

Another  cause  of  ovarian  pain,  to  which  attention  has  been  directed  by 
Bemutz,  and  de  Meric,*  is  gonorrhoeal  infection.  An  inflammatory  action 
appears  to  be  set  up  in  the  ovary,  or  in  the  peritoneal  membrane  near  the 
ovary,  in  some  cases  of  gonorrhoea,  analogous  to  the  orchitis  witnessed  in 
the  male. 

A  variety  of  this  form  of  pain  was  described  by  Dr.  Rigby  as  being  in- 
dicative, together  with  other  signs,  of  a  displacement —a  kind  of  prolapsus 
of  the  ovary.  The  pain  alluded  to  is  '  a  peculiarly  sickening  pain  about  the 
sacral  region,  extending  to  one  or  other  of  the  groins,  and  coming  on  in 
paroxysms  of  such  agonising  severity  as  to  render  the  patient  frantic  witli 
the  intolerable  suff'ering.'^  The  pain  is  greatly  aggravated  by  passage  of  the 
faeces  ;  the  part  in  the  vagina  corresponding  to  the  ovary  is  tender  to  the 

'  Lancet,  June  U,  18G2.  •  On  Diseases  of  Women,  p.  278. 


D1FFEUE>'TIAL  DIAGNOSIS  OF  VARIOUS  TAINS. 


821) 


touch.  '  It  bears  a  close  resemblance  to  the  intense  and  peculiar  sufferings 
in  a  case  of  orchitis.'  Further,  says  this  author,  '  the  menstrual  periods  are 
always  attended  with  greatly  increased  suffering.'  I  have  not  met  with  such 
cases,  unless  in  association  with  severe  retroflexion  of  the  uterus. 


3.  Pains  in  the  Hypogastric  Region. 

The  pains  due  to  uterine  diseases  are  frequently  situated  in  the  central 
hypogastric  region.  For  diagnostic  purposes  we  may  consider— (a)  Intermit- 
tent pains  ;  (6)  pains  more  or  less  constant ;  (o)  pain  of  inflammatory  character ; 
(d)  with  symptoms  as  of  perforation  ;  (e)  hysterical  pain  ;  (f)  bearing-down 
pains. 

(a)  Intermittent  Pains. 

The  most  characteristic  and  most  interesting,  from  a  diagnostic  point  of 
view,  are  those  pains  which  may  expressively  be  termed  labour-like  pains. 
The  pains  in  question  are  peculiar  in  their  nature  ;  they  come  on  in  parox- 
ysms, lasting  a  certain  time,  and  leaving  the  patient  pretty  free  during 
the  intervals  ;  and  they  are  due  to  contractions  of  the  uterus,  generally 
excited  by  the  presence  of  some  body,  substance,  or  fluid,  within  this  organ. 
Under  certain  circumstances,  it  appears  that  pains  very  closely  resembling 
these  may  be  produced  by  the  contractions  of  the  vagina  wall  itself,  as  in 
cases  of  clots  of  blood  or  foreign  bodies  in  this  canal.  In  most  of  these 
cases,  uterine  contraction  is  associated  with  the  vaginal  contractions  in  such 
a  way  that  the  latter  element  in  the  phenomena  is  unrecognised. 

The  typical  '  labour-pain '  is  that  observed  during  parturition  at  full 
term,  where  the  uterine  contractions  are  most  severe  and  most  powerful. 

In  women  who  have  never  menstnoated,  the  presence  of  hypogastric  pain  of 
the  kind  in  question  should  make  us  suspect  closure  of  the  hymen,  of  the 
vagina,  or  of  the  os  uteri,  and  that  the  menstrual  fluid,  although  secreted, 
could  not  be  expelled.  As  month  after  month  passes  without  relief,  they 
become  more  severe,  and  are  finally  of  the  most  intense  character.  The 
enlarged  uterus  is  usually  then  to  be  felt  above  the  pubes. 

In  women  loho  have  menstruated,  hypogastric  pain  recurring  at  intervals, 
sharp  while  it  lasts,  and  leaving  the  patient  free  from  pain  in  the  intervals 
of  the  paroxysms,  may  be  due  to  abortion.  If  the  patient  had  passed  over 
one  or  more  periods  without  menstruating  as  usual,  and  if  the  pains  above 
described  were  accompanied  by  a  discharge  of  blood  from  the  vagina,  this 
would  render  the  suspicion  of  abortion  so  strong  as  to  necessitate  not  only 
an  examination  per  vaginam,  but  also  a  careful  inspection  of  the  matters 
discharged. 

Respecting  an  abortion  taking  place  at  four,  five,  or  six  weeks,  it  would 
be  exceedingly  difficult  for  the  practitioner  to  aflSrai  positively  that  the  case 
was  one  of  abortion,  unless  he  were  fortunate  enough  to  secure  the  ovum 
itself. 

Menstrual  rdention  occurring  subsequently  to  more  or  less  regular  perform- 
ance of  the  menstrual  function. — In  these  somewhat  rare  cases,  generally 
due  to  closure  of  the  os  uteri,  labour-like  pains  may  be  present. 

In  cases  of  "peri-uterine  hematocele,  labour-like  pains  are  usually  ob- 
served, either  preceding  the  occurrence  of  the  htemorrhage,  or  produced  by 
the  pressure  of  the  h;emorrhagic  effusion  in  the  pelvis. 
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Presence  of  hlood-clots,  fibrous  pohjpi,  retained  2Joiiions  of  placenta  or 
foetal  membranes,  degenerated  (e.(j.  hydatidiform)  ova,  within  tlie  uterus. 
The  uterus  appears  to  be  very  capricious  in  regard  to  tolerance  of  the  presence 
of  bodies  within  it  :  large  polypi  are  sometimes  found  in  the  uterus,  wliicli 
have  given  rise  to  comparatively  little  pain  ;  while,  in  other  cases,  the 
patient  may  have  been  tormented  almost  daily  by  severe  colic-like  pains  in 
the  hypogastric  region  from  a  comparatively  small  growth  of  the  same 
nature. 

Tumours  growing  in  the  substance  of  the  uterus. — Of  these  the  fibroid 
tumour  is  a  frequent  source  of  pains  of  the  kind  now  under  consideration. 
The  pains  are  most  severe  when  the  tumour  is  so  situated  as  to  impede  the 
escape  of  fluid  from  the  uterine  interior.  In  cancer  of  the  uterus,  labour- 
like pains  are  frequently  present,  especially  at  an  advanced  stage  of  the 
disease. 

Collections  of  puriform  or  other  fluid  in  the  uterine  cavity. — In  women 
suffering  from  chronic  flexions,  when  the  canal  of  the  cervix  is  not  so^large  as 
to  allow  a  free  passage  of  the  fluid  secreted,  the  uterus  sometimes  becomes 
distended  with  serous  or  puriform  fluid,  and  labour-like  pains  supervene. 
This  retention  of  fluid  in  the  uterus  in  association  with  flexions  is  by  no 
means  uncommon.  The  discharges  may  in  such  cases  be  offensive.  Such 
retention  may  occur  when  the  uterus  is  dislocated  from  its  normal  position 
by  presence  of  tumours  in  the  ovaries,  etc.  These  labour-like  pains  are  then 
also  noticed. 

Intestinal  irritation,  e.g.  dysentery.- — Pains  due  to  this  cause,  and  simu- 
lating the  labour-like  pains  above  described,  may  give  rise,  at  all  events  at 
first,  to  obscurity  in  the  diagnosis.  The  j^ains  produced  by  lead -poisoning, 
and  known  as  colic,  could  hardly  be  confounded  with  those  of  uterine 
origin. 

Neuralgia,  of  the  litems. — In  a  lady  whom  I  had  attended  for  some  years, 
the  subject  of  occasional  severe  neuralgia,  the  neuralgia  was  frequentl)' 
accompanied  by  what  she  herself  termed  'labour-pains.'  The  jmins  in 
question  were  temporary,  and  subsided  when  the  neuralgia  had  located  itself 
elsewhere.  Cases  where  such  pains  are  more  persistent  are  described  by 
various  authors  as  rheumatism  of  the  uterus.  Some  of  these  cases  are  jDossibly 
really  due  to  fibroid  tumours. 

Retention  of  uHne. — That  this  condition  may  give  rise  to  labour-like 
pains  the  following  case,  the  particulars  of  which  were  kindly  furnished  me 
by  Dr.  Leonard  W.  Sedgwick,  will  show  :  He  was  called  to  a  young  woman 
who  was  supposed  to  be  in  labour.  In  the  abdomen  was  felt  a  tumour  the 
size  of  a  nine  months'  uterus  ;  the  patient  was  apparently  in  strong  labour  ; 
violent  bearing-down  pains,  with  only  a  short  interval,  were  observed.  The 
woman  denied  pregnancy,  the  tumour  was  found  to  be  elastic,  and  no  foetal 
limbs  or  body  could  be  felt.  Dr.  Sedgwick  tried  the  catheter  and  removed 
an  incredible  quantity  of  urine  from  the  bladder.  The  straining  efforts  of 
the  patient  to  evacuate  the  bladder  gave  rise  in  this  case  to  '  labour- like  pains 
in  very  great  perfection.' 

(b)  Pains  more  or  less  constant. 

These  may  occur  in  all  degrees  of  intensity,  and  the  causes  of  the  same 
are  so  numerous  as  almost  to  defy  classification. 
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In  cancer  of  the  xitenis,  severe  hypogastric  pain,  which  is  generally  re- 
mittent in  character,  accompanies  almost  constantly  the  more  advanced  stage 
of  the  disease  ;  whereas  at  an  earlier  period  in  the  history  of  the  affection 
the  pain  is  not  so  severe,  and  is  more  generally  situated  in  the  back.  The 
'  lancinating  '  pain  whicli  has  been  considered  by  some  authorities  as  an  early 
sign  of  cancer  is  correctly  described  by  Dr.  Rigby  as  '  a  sudden  sharp  burn- 
ing dart  of  neuralgic  severity,  always  proceeding  from  one  spot,  and  some- 
times transfixing  the  whole  pelvis.'  But  when  hfemorrhage,  offensive 
discharges,  and  pain  of  the  kind  now  described  are  all  present  together,  a 
careful  physical  examination  of  the  uterus  is  necessary  ;  for  there  is  a 
presumption  that  the  case  is  one  of  cancer.  Haemorrhage  and  pain  are 
sometimes  entirely  absent. 

In  fibrous  tumour  of  the  uterus,  severe  hypogastric  pain  may  be 
present. 

Flexions  of  the  uterus  frequently  occasion  a  pain  in  the  hypogastric 
region. 

Neuralgia  of  tlie  uterus. — It  is  most  rare  for  the  uterus  to  be  the  seat  of 
pain  unless  afflicted  with  flexion  or  some  organic  disease.  The  cases  which 
were  formerly  designated  cases  of  '  irritable  uterus  '  are  otherwise  explain- 
able.   (See  Chapter  XVII.  p.  163.) 

Disease  of  the  bladder. — Pain  more  or  less  persistent,  and  of  a  dull  aching 
character,  is  observed  where  the  bladder  is  inflamed — cystitis — the  symptoms 
varying  according  to  the  intensity  of  the  inflammation  present.  The  function 
of  micturition  is  always  disordered  in  such  cases,  there  being  generally  great 
irritability  of  the  bladder,  and  consequent  frequent  and  painful  micturition. 
The  cystitis  may  be  idiopathic,  it  may  be  due  to  disease — e.g.  calculus  of  the 
kidney — it  may  be  secondary  to  diseases  of  the  uterus,  or  it  may  be  due  to 
malignant  disease  situated  either  in  the  uterus  or  in  the  walls  of  the  bladder 
itself.  In  some  cases  the  sufferings  experienced  by  the  patient,  and  due  to 
the  presence  of  cystitis,  are  very  severe.  As  a  rule,  the  disturbances  in  the 
function  of  micturition,  associated  with  this  disease,  render  the  diagnosis  of 
the  affection  easy,  but  the  presence  of  the  disturbances  in  (j^uestion  does  not 
necessarily  point  to  the  conclusion  that  the  bladder  is  actually  inflamed. 
The  condition  of  the  urine  itself  should  be  carefully  inquired  into,  there 
being  usually  a  large  quantity  of  ropy  mucus  present  in  cases  of  cystitis. 

(c)  Pain  of  Inflammatory  Character. 

Under  this  head  are  included  all  cases  in  which  the  ordinary  signs  of 
inflammation  are  present — pain,  more  or  less  acute  in  character  ;  heat  and 
throbbing  ;  tenderness  to  the  touch ;  feverishness  ;  quickness  of  pulse,  &c. 
These  symptoms  are  often  preceded  by  the  occurrence  of  a  rigor.  They 
indicate  inflammation  of  the  uterus,  of  its  peritoneal  covering,  or  of  some  of 
the  adjacent  viscera  or  their  coverings  ;  and  they  are  most  commonly  the 
consequence  of  labour,  of  abortion,  of  sudden  disturbance  of  the  menstrual 
function,  or  of  operations  about  the  genital  organs.  A  frequent  result  in 
such  cases  is  formation  of  pelvic  abscess.  Hfemorrhage  into  the  peritoneal 
cavity,  from  whatever  cause,  may  give  rise  to  severe  peritonitis  and  pain. 
An  important  class  of  cases  are  those  in  which  inflammatory  action  is  set  up 
in  the  interior  or  on  the  surface  of  ovarian  cysts.  In  a  woman  the  subject 
of  ovarian  dropsy,  sudden  access  of  pain  of  this  kind  would  excite  suspicion 


832 


APPENDIX. 


that  inflammation  of  the  cyst  was  present.  Acute  inflammation  of  the 
bhidder  is  a  condition  giving  rise  to  presence  of  hypogastric  pain  of  the  kind 
iiow  under  consideration. 

An  error  liable  to  be  committed  is  that  of  taking  for  inflammation  a 
reflected  pain,  such  as  is  observed  in  cases  of  so-called  '  hysterical '  character. 
The  pulse  is  the  best  criterion.  In  cases  otherwise  closely  simulating  actual 
peritonitis,  or  inflammation  of  the  uterus,  or  of  the  adjacent  organs,  the 
frequency  of  the  pulse  present  in  the  latter  afiection  is  wanting. 
An  important  class  of  cases  are  those  in  which 

{d)  Pain  of  a/ti  Acute  and  Intense  Character  is  suddenly  felt  in  tJie 

Hypogastric  Region, 

accompanied  by  great  prostration,  and  depression  and  shock  to  the  system 
generally.  Fainting,  continuing  for  a  considerable  time  and  frequently 
recurring,  great  pallidity  of  surface,  cold  clammy  perspiration,  weakness  or 
almost  complete  absence  of  pulsation  at  the  wrist,  a  feeling  of  sickness  or 
violent  and  uncontrollable  vomiting,  are  symptoms  often  witnessed  in  this 
class  of  cases.  To  these  is  usually  added  considerable  swelling  of  the 
abdomen. 

The  symptoms  in  question  are  such  as  to  excite  suspicion  of  perforation 
or  rupture  of  some  of  the  abdominal  or  pelvic  viscera,  with  consequent 
escape  of  blood  or  contents  of  the  ruptured  viscera  into  the  peritoneal  cavity, 
or  rupture  of  an  abscess  and  efiusion  of  pus  into  the  peritoneum,  from  burst- 
ing of  an  ovarian  cyst,  etc. 

The  conditions  which  may  give  rise  to  the  alarming  symptoms  above 
described  will  now  be  enumerated. 

The  pain  may  be  produced  by  an  affection  of  the  abdominal  or  of  the 
pelvic  viscera,  and  there  are  no  signs  by  which  it  can  be  absolutely  deter- 
mined at  the  moment  whether  the  seat  of  the  accident  be  in  the  abdomen  or 
in  the  pelvis  proper.  The  concomitant  circumstances  generally  enable  us  to 
decide  this  point,  or  the  course  of  the  case  determines  the  diagnosis  in  this 
particular. 

In  perforation  of  the  intestine^  as  from  typhoid  fever,  from  tuberculous 
ulceration,  or  connected  with  organic  disease  of  the  abdominal  viscera,  etc., 
the  previous  history  would  generally  suggest  the  proper  interpretation  of  the 
symptoms  ;  and  the  pain  is  more  usually,  perhaps,  referred  to  the  umbilicus, 
or  a  point  above  it,  than  to  the  hypogastric  region. 

Certain  conditions  of  the  pelvic  viscera,  especially,  are  capable  of  giving 
rise  to  the  symptoms  in  question.  The  following  are  the  most  important  of 
these  : — 

Pelvic  haemorrhage  from  the  ovaries,  Fallopian  tubes,  etc. ;  including  cases 
of  peri-uterine  hsematocele. — The  accident  mostly  occurs  during  or  immedi- 
ately after  the  occurrence  of  a  menstrual  period.  It  may  happen  in  women 
previously  healthy,  but  is  more  generally  observed  in  women  who  are 
anaemic,  and  in  whom  there  have  been  menstrual  irregularities  (see  Chapter 
XL.  p.  570).  Walking  a  long  distance,  straining,  the  act  of  intercourse,  or 
sudden  muscular  eff"ort,  may  precede  the  attack  ;  it  may  occur  also  without 
such  apparent  exciting  cause.  The  symptoms  observed  in  such  cases  vary  in 
degree  of  intensity ;  there  are  reasons  for  believing  tliat,  in  a  slight  form, 
the  accident  is  rather  common,  and,  the  symptoms  being  less  severe,  its  true 
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nature  escapes  recognition.  When  symptoms  of  the  above  kind  occur  in  an 
intense  degree,  and  in  a  woman  who  has  been  subjected  to  the  foregoing 
intiuences,  it  may  be  suspected  that  they  are  due  to  a  sudden  outpouring  of 
blood.  The  diagnosis  is  established  by  recognising  the  presence  of  a  semi- 
solid tumour  above  the  pubes,  or  pressing  on  the  vaginal  walls— the  efiused 
blood — such  tumour  having  been  before  wanting. 

Haimorrhage  in  extra-iiter.ine  pregnancy. — There  is  an  important  class  of 
cases,  in  which  an  outpouring  of  blood  takes  place  in  connection  with  preg- 
nancy, and  more  particularly  with  pregnancy  of  an  abnormal  kind — extra- 
uterine pregnancy.  The  hiemorrhage  due  to  extra-uterine  pregnancy  may 
give  rise  to  the  formation  of  a  tumour  in  the  pelvis,  of  the  same  kind  as  that 
witnessed  in  pelvic  haemorrhages  of  other  kinds. 

Cases  in  which  the  ovum  is  situated  in  one  of  the  Fallopian  tubes  fre- 
quently occasion  symptoms  having  the  character  of  those  described,  and  in  a 
very  intense  degree  ;  the  suddenly  occurring  violent  pain  and  the  extreme 
degree  of  syncope  being  the  most  significant.  Here  the  patient  is  usually 
known  or  suspected  to  be  pregnant.  There  may  have  been  nothing  about 
the  case  to  excite  particular  attention ;  but  more  generally  the  woman  has 
experienced  unusual  pains,  or  more  discomfort  than  in  ordinary  pregnancy. 
Slight  occasional  losses  of  blood  are  frequently  observed  in  these  cases  of 
extra-uterine  jiregnancy,  which  are,  under  such  circumstances,  often  mis- 
taken for  return  of  menstruation.  The  rupture  occurs  in  the  thu'd  or  fourth 
month,  or  earlier  in  the  majority  of  cases,  when  the  ovum  is  in  the  Falloi^ian 
tube  ;  it  is  rare  that  it  is  postponed  much  later  than  this.  On  the  other 
hand,  the  time  of  rupture  may  be  considerably  later  than  this,  if  the  ovum 
be  attached  just  without  the  tube,  or  in  the  abdominal  cavity  itself  ;  and 
there  may  be  no  rui:)ture  at  all,  the  pregnancy  going  to  full  term,  with 
further  results,  which  need  not  be  particularly  alluded  to  in  this  place. 
Rupture  of  the  foetal-containing  cyst  generally  occurs  when  the  fcetus  is 
developed  in  the  Fallopian  tube  ;  but  in  cases  of  extra-uterine  pregnancy  of 
the  '  abdominal '  kind,  rupture  is,  on  the  contrary,  rare.  The  luemorrhage 
which  takes  place  in  cases  of  extra-uterine  pregnancy  is  generally  so  great  as 
to  kill  the  patient,  and  death  often  takes  place  very  quickly.  In  some  cases 
the  patient  lives  longer,  and  dies  apparently  from  the  effect  of  a  succession 
of  htemorrhages. 

Ruptnre  of  the  gravid  tUerus  itself. — There  are  a  few  cases  on  record  in 
which  this  accident  has  happened,  and  without  any  very  obvious  cause.  The 
third,  fourth,  and  fifth  months  are  the  various  jjeriods  during  which  this 
has  been  observed.  The  symptoms  noticed  at  the  time  of  the  rupture  would 
not  essentially  differ  from  those  present  in  rupture  of  an  extra-uterine  preg- 
nancy, but  the  previous  history  in  the  cases  might  be  somewhat  different. 

liupi/ure  of  ovaHan  cysts,  with  escape  of  their  contents  into  the  peritoneal 
cavity,  does  not,  as  a  rule,  give  rise  to  marked  disturbance  ;  in  some  cases 
however,  when,  concurrently  with  the  rupture,  there  is  hremorrhage,  severe 
symptoms  may  be  produced,  more  or  less  identical  with  those  described  • 
and  even  without  hiemorrhage  occurring,  the  escape  of  the  contents  of  such 
cysts  may  give  rise  to  severe  symptoms  and  death.  Thus,  in  a  case  recorded 
by  Dr.  Gillespie,  an  ovarian  dermoid  cyst,  containing  hair  and  pus,  burst ; 
the  pus  was  effused  into  the  peritonajum,  and  the  case  speedily  proved  fatal.' 
In  this  instance,  the  symptoms  were,  for  a  few  previous  days,  diarrhoea* 
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occasional  vomiting,  abdominal  pain.  These,  especially  the  vomiting,  be- 
came suddenly  aggravated,  and  death  took  place  in  a  few  hours,  from  collapse. 
The  symptoms  closely  resembled  those  due  to  irritant  poisoning.' 

(e)  So-called  Hysterical  Pain. 

It  is  well  known  that  the  abdomen  is  very  frequently  the  region  in  which 
pain  is  seated  in  cases  of  so-called  hysteria.  From  other  pains  seated  in  the 
hypogastric  region,  hysterical  pains  are  discriminated  by  careful  inquiry  into 
the  history  of  the  patient,  when  previous  occurrence  of  hysterical  symptoms 
is  substantiated,  and  by  the  absence  of  signs  of  inflammation  or  mischief  of 
other  kinds.  The  character  of  the  pain  offers  in  itself  no  conclusive  indica- 
tion, for  hysterical  pain  may  resemble  in  degree  and  intensity  almost  all 
other  varieties  of  jjain.  In  most  of  such  cases,  the  patient  is  the  subject  of 
chronic  flexion  of  the  uterus. 

(/)  Beanng-down  Pains. 

In  women  suffering  from  chronic  disease  of  the  uterus,  complaint  is  often 
made  of  what  are  called  bearing-down  imins.  They  more  frequently  occur  in 
women  who  have  lost  flesh  and  who  are  in  a  bad  state  of  health,  and  in 
whom  the  uterus  is  diseased.  Diseases  of  the  uterus  involving  change  of 
shape  or  position  of  the  organ  cause  them  more  particularly,  anteflexion  of 
the  uterus  very  commonly  so.  In  some  cases  where  bearing-down  pains  are 
present  there  is  partial  or  complete  prolapsus  of  the  uterus  or  of  its  cervix. 
The  bearing-down  sensation  is  also  i^resent  in  cases  where  tumours  of  the 
uterus,  pregnancy,  polypi  or  fibroid  tumours,  cancer,  etc. ,  exist.  It  may  be 
due  to  prolapsus  of  the  bladder.  The  presence  of  pains  of  this  character 
generally  points  out  the  necessity  for  exploration  of  the  uterus  from  the 
vagina. 


Pain'  seated  in  the  Lower  Extremities. 

It  has  been  already  explained  how  and  why  it  is  that  tumours  or  enlarge- 
ments of  various  kinds  of  the  organs  within  the  pelvis  may  give  rise  to 
pains  situated  in  certain  parts  of  the  lower  extremities.  These  pains  have  a 
mechanical  origin,  and  there  is  consequently  no  sign  by  which  we  can  dis- 
tinguish, by  means  of  the  pain  alone,  the  nature  of  the  substance  that  is 
exercising  the  pressure  which  is  the  cause  of  the  pain.  The  'pressure' 
pains  are  very  important,  however,  in  directing  attention  to  the  presence  of 
tumours  in  the  pelvis  which  might  be  otherwise  overlooked.  I  have  several 
times  noticed  pain  of  this  kind  in  early  pregnancy,  and  the  occurrence  of  the 
pain  attracted  attention  to  the  possibility  of  the  presence  of  a  tumour  in  the 
pelvis.  In  cases  of  retroflexion  of  the  uterus,  pain  of  this  kind  is  a  very 
common  occurrence. 

The  pain  frequently  felt  at  the  upper  and  inner  part  of  the  thighs  and  m 
the  perineal  region,  in  cases  of  ovarian  ttivwur,  is  an  instance  of  the  same 
kind.  Painful  cramps  are  occasionally  experienced  in  the  calves  of  the  legs, 
in  cases  where  pelvic  tumours  are  present.  Cramps  of  this  kind  are  fre- 
quently observed  in  labour,  and  these  appear  to  be  due  to  pressure  of  the 
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hard  parts  of  the  fcetus  on  the  sacral  nerves.  Pains  situated  in  the  anterior 
and  other  parts  of  the  thighs,  which  regions  are  supplied  with  nerves  from  a 
different  source,  do  not  indicate  presence  of  a  pelvic  tumour.  To  this  rule, 
liowever,  there  is  an  exception  occasionally  witnessed  in  cases  of  pelvic 
abscess,  where  tlie  tumour  rises  up  above  the  brim  of  the  pelvis,  and  gives 
rise  to  pressure  on  certain  branches  of  the  lumbar  plexus  of  nerves  as  they 
pass  with  the  psoas  and  iliacus  muscles  from  the  abdomen  to  the  thigh. 
Pain  at  the  outer  part  of  the  thigh  is  not  rarely  a  marked  symptom  in  cases 
of  pelvic  abscess.  Another  symptom  frequently  noticed  under  these  cir- 
cumstances is  painful  contraction  of  the  thigh,  with  inability  to  extend  the 
limb. 

In  the  majority  of  cases,  the  pains  felt  in  the  lower  extremities  belong 
to  the  *  pressure '  class. 

Lastly,  it  must  be  remembered  that  there  are  many  conditions  capable  of 
giving  rise  to  pains  in  the  lower  extremities,  quite  unconnected  with  diseases 
or  derangements  of  the  generative  organs.  The  following  case  may  be  men- 
tioned as  showing  how  irritation  or  injury  within  the  pelvis  may  occasion 
pains  elsewhere :  A  lady  had  been  operated  on  for  stricture  of  the  cervix 
uteri  upwards  of  a  year  previous  to  my  seeing  her.  She  was  then  suffering 
from  severe  pain  in  the  groin  and  pain  in  walking.  The  whole  of  the  upper 
and  inner  part  of  the  left  thigh,  the  external  part  of  the  thigh,  the  gluteal 
region,  the  crista  ilii  and  the  left  side  of  the  sacrum  were  found  very  tender 
and  acutely  sensitive.  Pelvic  abscess  was  feared.  After  three  months'  rest 
the  extreme  sensitiveness  still  remained  and  localised  in  the  same  spots,  but 
there  was  no  evidence  of  formation  of  pus.  This  case  was  one  of  reflected 
pain,  the  primary  cause  being  probably  injury  of  a  nerve  in  the  operation. 
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B. 

DIFFERENTIAL  DIAGNOSIS  OF  PELVIC  TUMOURS  AND  EN- 
LARGEMENT OF  THE  UTERUS,  INCLUDING  PREGNANCY, 
BY  DIGITAL  EXAMINATION  OF  THE  VAGINA. 

Enumeration  of  Tumours  felt  through,  the  Yaginal  Walls,  and  Summary  of  the 
Diagnosis— Distension  of  the  Bladder— Calculus  of  the  Bladder— Distension  of 
the  Kectum  by  Fa?,ces  -Cancer  of  the  Rectum— Ketro version  and  Eetroflexion 
of  the  Unimpregnated  Uterus— Eetro version  and  Retroflexion  of  the  Gravid 
Uterus — Anteversion  and  Anteflexion  of  the  Uterus— Fibroid  Tumours  growing 
from,  and  in,  the  posterior  part  of  the  Cervix  Uteri,  or  from  the  Uterus  itself 
— General  Enlargement  of  the  Uterus  from  whatever  cause — Pregnancy  En- 
largement of  Fallopian  Tube,  due  to  Distension  by  Serous  or  Purulent  Fluid, 
by  Blood,  and  Fallopian  Pregnancy— Abdominal  Pregnancy — Blood  Tumours 
of  the  Pelvis  (Peri-uterine  Haematocele) — Ovarian  Tumours;  Diagnosis  of  the 
smaller  and  of  the  larger  Ovarian  Tumours  from  other  Pelvic  Tumours — Cysts 
of  Broad  Ligament  (Wolffian  Cysts)— Hydatid  Cysts— Pelvic  Cellulitis  and 
Abscess — Osseous  or  other  Solid  Tumours  growing  from  the  Pelvic  Walls. 

It  is  here  intended  to  consider  the  diagnosis  of  tumours  situated  in  the 
pelvis  around  the  vaginal  canal,  and  whose  presence  is  there  perceivable  by 
the  finger. 

In  Chapter  III.,  p.  27,  will  be  found  particular  directions  for  jilacing 
the  patient  in  a  favourable  position  for  examination.  Attention  to  these 
particulars  is  imperative. 

The  points  to  which  it  is  necessary  to  direct  attention  are— the  degree  of 
resistance  imparted  to  the  touch,  the  j^resence  of  fluctuation,  the  mobility  or 
fixed  character  of  the  tumour,  its  size,  its  shape,  and  its  relation  to  the 
uterus,  the  presence  of  inflammatory  signs,  tenderness,  puffiness,  or  swollen 
condition  of  the  parts  with  which  the  finger  is  brought  into  contact.  Wlien 
by  careful  observation  we  have  obtained  a  good  idea  of  the  physical  condi- 
tions of  the  tumour,  the  diagnosis  is  not  a  matter  of  much  difficulty,  unless 
in  very  exceptional  cases.  In  many  cases  it  is  necessary,  in  order  to  com- 
plete the  diagnosis,  to  conjoin  with  the  vaginal  examination  an  examination 
of  the  abdomen. 

A  tumour  felt  through  the  walls  of  the  vagina  on  digital  examination 
may  be  caused  by — 

Distension  of  the  bladder. 

Calculus  in  the  bladder. 

Distension  of  the  rectum  by  fasces. 

Cancer  of  the  rectum  or  posterior  jjart  of  the  uterus. 

Retroversion  and  retroflexion  of  the  unimpregnated  or  gravid  uterus. 

Anteversion  and  anteflexion  of  the  uterus  in  the  non-gravid  or  gravid 
state. 
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Fibroid  tumours  growing  from,  and  in,  the  posterior  part  of  the  cervix 
uteri,  or  from  the  uterus  itself. 

General  enlargement  of  the  uterus,  from  whatever  cause  ;  including 
pregnancy. 

Enlargement  of  Fallopian  tube,  due  to  distension  by  serous  or  purulent 
fluid  ;  or  by  blood,  and  extra-uterine  pregnancy. 

Blood  tumours  of  the  pelvis  (peri-uterine  haematocele). 

Ovarian  tumours,  also  enlargement  or  congestion  of  the  ovary. 

Cysts  of  the  broad  ligament  (Wolffian  cysts). 

Hydatid  cysts. 

Pelvic  cellulitis  and  abscess. 

Osseous  or  other  solid  tumours  growing  from  pelvic  walls. 

The  tumours  which  may  be  felt  eqimlly  on  all  s^des— that  is  to  say,  which 
are  not  felt  exclusively  in  one  or  other  position — are  the  following :  En- 
largement of  the  uterus  ;  peri-uterine  hsematocele  ;  pelvic  cellulitis  ;  ovarian 
tumours  ;  extra-uterine  pregnancy ;  fibroid  tumours.  Ascitic  distension  of 
the  peritonaeum  should  perhaps  be  added  to  this  list,  although  there  is  no 
tumour  in  the  strict  sense  of  the  word  in  such  cases. 

The  tumours  which  are  felt  exclusively  behind  the  os  uteri  are — disten- 
sion of  the  rectum  by  fsecal  matters  ;  cancer  of  the  rectum' ;  retroversion  or 
retroflexion  of  the  uterus,  gravid  or  non-gravid. 

The  tumours  which  are  felt  usually,  but  not  exclusively,  behind  the  os 
uteri  are — ovarian  tumours  in  their  early  stage  of  growth  ;  distension  of  the 
Fallopian  tube  by  fluid  of  any  kind  ;  Fallopian  pregnancy ;  Wolffian  and 
hydatid  cysts. 

The  tumours  felt  exclusively  in  front  of  the  os  uteri  are — calculus  in  the 
bladder,  distension  of  the  bladder  with  urine,  anteversion  and  anteflexion  of 
the  uterus. 

If  for  the  word  '  behind '  the  word  '  laterally '  be  substituted,  in  the 
foregoing  summary,  the  account  given  will  still  be  true,  for  those  pelvic 
tumours  which  are  lateral  are  generally  also  posterior  to  the  uteri,  and  vice 
versa. 

This  short  statement  may  serve  to  indicate  the  more  prominent  character- 
istics of  the  tumours  included  in  the  foregoing  list.  The  several  conditions 
in  question  will  now  be  considered  in  detail,  and  their  diagnostic  peculiarities 
pointed  out. 

Distension  of  the  bladder  is  more  particularly  observed  when  there  is  pro- 
lapsus of  the  uterus.  In  such  cases  the  bladder  may  be  partially  protruded 
as  far  as,  or  beyond,  the  vaginal  outlet.  The  softness,  the  presence  of 
fluctuation,  its  position,  and  the  fact  of  the  tumour  disappearing  on  using 
the  catheter,  are  characteristic. 

A  stone  in  the  bladder  is  readily  felt  through  the  lower  wall  of  the  bladder, 
by  the  finger  introduced  into  the  vagina  ;  and  the  size  and  shape  of  the  cal- 
culus or  calculi  can  also  be  made  out  by  this  method  of  examination  :  an 
examination  of  the  interior  of  the  bladder,  by  means  of  the  catheter  or 
sound,  would  substantiate  the  diagnosis. 

Distension  of  tJie  rectum  b]j  fieces. — In  this  case  a  tumour  is  felt  behind 
and  through  the  vagina,  in  the  position  which  the  rectum  is  known  to 
occui)y.  The  distension  is  sometimes  so  considerable,  that  the  tumour 
whose  presence  is  known  to  us  by  this  method  of  examination,  is  very  large. 
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It  is  hard  and  irregular,  and  its  shape  is  identical  with  that  of  the  rectum. 
Such  a  tumour  it  is  hardly  possible  to  confound  with  anything  else. 

Cancer  of  the  rectiom. — There  may  be  felt  behind  the  vagina,  in  such 
cases,  a  hard,  irregular,  nodulated  tumoui*,  evidently  belonging  to  the  rec- 
tum, and  which  may  or  may  not  be  the  seat  of  pain  and  tenderness  on 
pressure.  The  cancerous  mass  may,  and  usually  does,  produce  stricture, 
and  accumulation  of  fseces  in  the  tube  above,  but  very  frequently  there  is  a 
constant  diarrhoea.  It  may  be  necessary  to  unload  the  rectum  by  means  of 
enemata,  to  ascertain  the  position  and  relations  of  the  cancerous  tumour. 
This  malignant  disease  may  be  found  to  have  extended  to  the  vagina  itself, 
at  its  upper  part,  or  it  may  appear  to  be  an  extension  from  the  back  of  the 
uterus.  The  thickening  of  the  vaginal  walls,  its  adhesion  to  the  parts  be- 
neath, and  its  continuity  with  the  morbid  and  painful  enlargements  around 
the  rectum,  indicate  its  nature.  Cancer  of  the  encephaloid  variety  has  in 
some  rare  cases  been  known  to  grow  from  the  recto- vaginal  septum,  project 
into  the  vagina,  and  appear  as  a  tumour  between  the  nymphse.  Examina- 
tion of  the  attacliments  of  the  tumour  would  clearly  indicate  its  origin,  as 
distinguished  from  tumours  growing  from,  or  connected  with,  the  cervix 
uteri. 

Retroflexion  or  retroversion  of  the  unimpregnated  uterios  is  readily  distin- 
guished by  the  tumour  forming  part  of  the  uterus,  and  by  the  use  of  the 
sound.  It  is  most  likely  to  be  confounded  with  tibroid  tumour  growing 
from  the  back  of  the  uterus. 

Retroflexion  of  the  gravid  uterus. — Here  the  tumour  may  be  of  consider- 
able size,  the  os  is  high  up  and  difficult  to  reach,  the  patient  is  generally 
known  to  be  pregnant,  and  the  tumour  has  a  softer  feel  than  is  communi- 
cated by  a  fibroid  tumour  in  the  same  position  (see  p.  339). 

Wlien  the  gravid  uterus  constitutes  the  tumour,  the  symptoms  usually 
show  themselves  with  great  intensity,  and  quickly.  The  use  of  the  sound 
would  of  course  clear  up  all  doubts,  but  unless  the  case  be  clearly  not  one 
of  pregnancy,  this  instrument  must  not  be  had  recourse  to.  An  ovarian 
tumour  does  not  etiect  such  an  amount  of  dislocation  upwards  of  the  os  uteri  as 
is  witnessed  in  the  other  case.  From  extra- uterine  pregnancy,  in  which  also 
a  tumour  may  be  present  behind  the  upper  part  of  the  vagina,  it  is  to  be 
distinguished  by  the  continuity  of  the  tumour  with  the  uterus,  also  by  the 
non- symmetrical  shape  of  the  tumour  in  extra-uterine  pregnancy.  From 
fluid  or  bloody  distension  of  the  Fallopian  tube,  and  from  Fallopian  preg- 
nancy, tlie  tumour  due  to  retroflexion  of  the  gravid  uterus  is  also  to  be 
distinguished  by  its  central  position,  its  greater  firmness,  the  continuity  of 
the  tumour  with  the  cervix,  etc. 

Another  condition  with  which  retroflexion  of  the  gravid  uterus  may  be 
confounded  is  retroflexion  of  the  unimpregnated  uterus,  accompanied  with 
hypertrophy  of  the  fundus  and  of  the  uterus  generally,  and  with  or  without 
development  of  fibrous  growths  in  the  posterior  uterine  wall.  Retroversion 
of  the  uterus  with  a  fibrous  tumour  or  tumours  growing  in  its  posterior  wall, 
suddenly  occurred  to  a  patient  who  came  under  my  notice  with  enormous 
distension  of  the  urinary  bladder.  Here  the  effect  was  pretty  much  the 
same  as  if  the  uterus  had  been  enlarged  from  pregnancy  and  had  become 
suddenly  retrovcrted.  The  greater  elasticity,  smoothness,  and  regularity  of 
a  tumour  constituted  by  the  impregnated  uterus  would,  however,  be  the 


DIFFERENTIAL  DIAGNOSIS  OF  PELVIC  TUMOUKS. 


839 


distinguishing  character  of  the  one,  as  the  hardness,  firmness,  and  resistance 
would  be  the  distinguishing  characters  of  the  other  condition. 

In  endeavouring  to  make  out  the  diagnosis  of  a  case  of  retroflexion,  the 
examination  by  the  rectum  is  of  great  value, 

Anteversion  and  anteflexion  of  tlie  uterus— li  a  tumour  be  felt  through 
the  vaginal  walls  in  front  of  the  cervix  uteri,  hard,  smooth,  and  rounded  in 
shape,  while  the  os  uteri  itself  is  thrown  somewhat  backwards,  the  case  may- 
prove  to  be  one  of  anteversion  or  anteflexion.  The  use  of  the  sound,  with 
proper  precautions,  would  give  us  correct  infoimation  as  to  this  point,  and 
prevent  our  falling  into  the  error  of  Levret,  who  mistook  an  anteverted 
fundus  for  a  calculus  in  the  bladder. 

Ftg. 203. 


Anteflexion  of  the  gravid  uterus  is  a  condition  which  is,  according  to  my 
experience,  rather  common.  Its  due  recognition  is  most  important,  as  mis- 
carriage is  to  be  apprehended  when  the  symptoms  accompanying  it— e.^. 
severe  vomiting  and  disturbance  of  the  functions  of  the  bladder — are  well 
marked.  The  tumour  is  felt  in  front  of  the  os  uteri,  which  latter  is  situated 
further  back  than  usual.  The  functions  of  the  bladder  are  genex'ally  inter- 
fered with  very  much  in  such  cases.  During  the  fourth  month  the  disloca- 
tion usually  becomes  reduced,  and  the  patient  is  relieved — that  is  to  say, 
in  those  cases  in  which  a  miscarriage  does  not  occur  before  that  period  has 
been  reached  (see  p.  346). 

Fibroid  tumours  (jrowing  from  and  in  the  posterior  part  of  the  cervix  uteri 
or  from  the  uterus  itself  (see  Rg.  203). — It  is  sometimes  difficult  to  distinguish 
between  this  condition  and  retroflexion  of  the  unimpregnated  uterus.  In 
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both  there  is  a  tumour,  hard,  smooth,  and  resistant,  felt  behind  the  upper 
pai't  of  the  vagina  and  moving  with  the  uterus.  If  a  depression  be  felt 
between  tlie  tumour  and  the  cervix,  the  case  is  probably  one  of  flexion  of 
the  uterus.  It  is  not  a  very  common  circumstance  for  tumours  to  grow  in 
this  position,  the  more  usual  seat  of  fibroid  tumours  being  higher  up  than 
the  cervix.  Fibroid  tumours  growing  from  the  uterus  higher  up  and  hang- 
ing down  into  the  utero-rectal  pouch  might  be  mistaken  for  retroflexion  of 
the  uterus,  provided  that  the  shape  of  the  tumour  resembled  that  of  the 
fundus  of  the  uterus.  The  mobility  of  the  tumour,  and  its  want  of  connec- 
tion with  the  lower  part  of  the  uterus,  would  distinguish  it  from  that  due  to 
fibroid  tumour  growing  lower  down.  There  is  generally,  in  such  cases,  a 
want  of  symmetry  in  the  tumour  which  is  sufficient  of  itself  to  distinguish  it 
from  retroflexion  of  the  uterus. 

General  Enlargement  of  the  Uterus,  from  whatever  cause. — 
When  the  cavity  of  the  uterus  is  considerably  distended  by  the  presence  of 
a  f(jetus,  by  a  large  polypus,  or  from  whatever  cause,  a  tumour  may  be  felt 
behind  or  in  front  of  the  upper  part  of  the  vagina.  In  cases  of  pregnancy, 
the  recognition  of  the  presence  of  this  tumour  is  of  the  greatest  possible 
assistance  in  establishing  the  diagnosis. 

Pregnancy. — The  recognition  of  the  presence  of  enlargement  of  the 
uterus  is  of  the  utmost  importance  as  a  sign,  and  one  of  the  most  reliable, 
of  the  existence  of  pregnancy.  In  some  cases  of  pregnancy  it  is  not  easy 
to  establish  the  presence  of  a  uterine  tumour  by  a  vaginal  examination,  when 
such  undoubtedly  exists  ;  in  others,  a  uterine  tumour  being  present,  the 
difliculty  is  to  associate  it  with  pregnancy. 

In  normal  pregnancy,  the  increase  in  the  size  of  the  uterus  is  not  at  first 
considerable,  nor  easily  appreciated.  The  organ  remains  in  the  pelvis  for 
about  the  first  three  months,  and  it  is  only  towards  the  end  of  that  time 
that,  by  a  digital  examination  from  the  vagina,  this  increase  in  size  can  be 
positively  appreciated.  It  may  be  easy  to  follow  the  growth  of  the  uterus 
in  a  given  case,  when  examinations  are  made  from  time  to  time,  and  oppor- 
tunity for  comparison  is  thus  afi"orded,  but  it  is  not  easy  to  pronounce  upon 
the  actual  state  of  matters  on  the  results  aff'orded  by  a  single  examination. 
The  increase  in  the  size  of  the  uterus,  such  as  is  due  to  pregnancy  at  a  later 
period,  is,  however,  more  obvious,  and  it  is  then  possible,  also,  to  correct  the 
results  of  a  vaginal  examination  by  the  information  derived  from  an 
abdominal  examination. 

Evidence  of  the  enlargement  of  the  uterus  due  to  pregnancy  is  to  be 
sought  in  the  space  between  the  cervix  uteri  and  the  pubes— i.p.  through  the 
roof  of  the  vagina.  At  the  middle  of  pregnancy— during  the  fifth  month— 
a  rounded,  smooth,  tense,  resistant  tumour  is  here  encountered  by  the 
finger,  and  this  tumour  shades  ofi"  insensibly  into  the  cervix  uteri,  there 
being  no  separation  between  them.  There  is  sometimes  a  difliculty  in  recog- 
nising this  tumour  when  it  is  present :  Gooch  expressed  the  opinion  that 
'  the  young  practitioner  finds  more  difliculty  in  satisfying  himself  about  this 
symptom  than  about  any  other  which  is  detected  by  touch  ; '  and  the  state- 
ment is  undoubtedly  true.  The  difficulty  sometimes  arises,  apparently,  from 
the  fact  that  the  bladder,  somewhat  distended  with  urine,  intervenes ;  at 
cither  times,  from  the  tense  elastic  condition  of  the  walls  of  the  vagina  and 
adjacent  structures,  interfering  with  the  recognition  of  the  tumour.    If  tlie 
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supposed  pregnancy  have  gone  so  far  as  the  fifth  month,  the  difficulty  is 
almost  always  capable  of  removal  by  placing  the  other  hand  above  the  pubes— 
by,  in  fact,  employing  conjointly  the  abdominal  and  the  vaginal  examination. 
Before  the  fourth  month,  however,  the  difficulty  of  detecting  the  enlarge- 
ment is  greater,  and  there  is  less  possibility  of  correcting  an  error  by  having 
recourse  to  another  method  of  examination.  During  the  early  months  of 
pregnancy  the  uterine  tumour  is  harder,  firmer,  and  more  resistant  than  it  is 
subsequently,  and  the  enlargement  is  not  so  easily  got  at,  so  to  speak,  from 
the  vagina,  owing  to  the  interposed,  and  at  first  not  materially  altered, 
vaginal  portion  of  the  cervix  uteri. 

In  pregnancy  the  menses  are  (usually)  absent,  the  os  is  soft  (see  examina- 
tion of  OS  uteri,  p.  34),  whereas  in  chronic  enlargement  or  hypertrophy  of 


Fig.  204.' 


the  uterus  the  lips  of  the  os  are  unchanged  in  this  respect ;  further,  in  the 
latter  case  the  enlargement  remains  pretty  much  in  statu  quo.  The  diagnosis 
of  enlargement  of  the  uterus  due  to  fibroid  tumour  or  polypus  uteri  from 
early  pregnancy  rests  on  nearly  the  same  grounds  ;  moreover,  these  fibrous 
growths  generally  give  rise  to  haemorrhage,  or  to  more  or  less  profuse  men- 
struation. But  a  case  may  come  before  us  in  which  it  is  a  question  whether 
a  particular  hajmorrhage  be  due  to  abortion,  to  fibrous  tumour,  or  to  polypus 
of  the  uterus.  In  abortion  the  os  uteri  is  large,  soft,  and  open,  whereas  in 
fibroid  tumour  occasioning  hemorrhage  the  aperture  is  smaller,  and  the  os 
is  not  soft  as  is  the  case  in  pregnancy.  In  cases  of  threatened  abortion  the 
OS  may,  however,  be  found  small.  In  polypus  uteri  the  os  may  be  open  as 
in  abortion,  but  the  softness  of  pregnancy  is  not  present.  All  these  state- 
ments must  be  received  subject  to  certain  qualifications,  elsewhere  men- 

'  Fig.  204  represents  the  position  and  relations  of  the  uterus  at  the  fifth  to  tlie 
sixth  month.    [Tlie  uterine  wall  is  drawn  a  little  too  thick.— G.  H.] 
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tioned,  in  reference  to  the  condition  of  the  oa  during  the  early  months  of 
pregnancy.  Cancer  confined  to  the  body  of  the  uterus  alone,  which  is  a  rare 
disease,  could  not  be  well  mistaken  for  early  pregnancy  ;  the  discharge, 
htemorrhages,  pain,  etc.,  would  put  pregnancy  out  of  the  question. 

The  possibility  of  one  of  the  conditions  alluded  to  coexisting  vnth  early 
pregnancy  must  not  be  forgotten.  In  such  cases  much  more  difficulty  would 
be  encountered  in  making  a  complete  diagnosis. 

In  cases  of  extra-uterine  pregnancy,  the  uterus  is  enlarged  and  undergoes 
the  same  kind  of  changes,  though  not  to  the  same  degree,  as  in  normal 
pregnancy. 

After  the  fourth  month  of  pregnancy  the  enlarged  uterus  is  to  be  felt 
more  distinctly  between  the  cervix  and  the  os  pubis  ;  the  tumour  is  tolerably 
firm,  and  it  is  reached  with  a  variable  degree  of  ease.  It  gives  an  obscure 
sense  of  fluctuation,  and  hallottement  is  perceivable.  The  position  of  the 
patient  which  is  most  favourable  for  the  purpose  of  ascertaining  the  exist- 
ence of  ballottement,  is  the  erect  posture.  The  rectum  and  bladder  having 
been  thoroughly  evacuated,  the  finger  is  pressed  upwards,  resolutely  but 
slowly,  against  the  uterine  tumour,  and  it  is  then  very  suddenly  made  to 
retreat  for  the  space  of  half  an  inch  or  so,  and  there  retained.  The  follow- 
ing instant  the  point  of  the  finger  is  conscious  of  a  slight  tap,  and  this  is 
produced  by  the  foetus,  at  first  pushed  upwards,  falling  suddenly  by  the 
force  of  gravity  on  the  lower  part  of  the  uterine  cavity,  at  the  point  with 
which  the  finger  is  in  contact.  The  sensation  communicated  is  very  peculiar 
and  characteristic.  Cases  are  related  by  Depaul  and  Cazeaux  in  which  the 
fundus  of  the  uterus,  enlarged  and  tilted  forwards,  was  felt  through  the 
walls  of  the  bladder,  and  communicated  a  sensation  like  that  of  a  foetus 
within  the  uterus.  The  presence  of  a  stone  in  the  bladder  might  equally 
give  rise  to  the  sensation. 

There  is  another  kind  of  ballottement  which  is  performed  through  the 
abdominal  walls,  and  which  will  be  described  further  on. 

Although  fibrous  tumours  of  the  uterus,  equally  with  polypus  growing 
within  the  cavity,  usually  prevent  the  occurrence  of  pregnancy,  or  at  least 
cut  it  short  at  an  early  period,  the  co-existence  of  pregnancy  with  either  of 
these  conditions  is  now  and  then  observed  :  these  complicated  cases  present, 
as  might  be  expected,  peculiar  symptoms,  and  require  careful  examination 
and  attention  for  their  recognition. 

Mole  pregnancy. — The  most  important  of  the  conditions  comprehended 
under  the  above  title  is  that  known  as  the  hydatidiform  mole.  The  symptoms 
are  at  first  those  of  pregnancy,  but  no  movements  of  the  foetus  are  felt  at  the 
proper  time  for  their  appearance  ;  the  breasts  do  not  pass  through  the 
regular  series  of  changes,  and  yet  the  uterus  continues  to  enlarge.  The  en- 
largement progresses  more,  often  very  much  more,  quickly  than  is  the  case 
in  normal  pregnancy.  On  examining  from  the  vagina  the  uterus  is  found 
enlarged  as  in  pregnancy,  and  the  alterations  met  with  in  the  vaginal  portion 
may  be  pretty  nearly  identical  with  those  peculiar  to  this  condition,  but  the 
uterus  is  harder  than  is  the  case  in  normal  pregnancy.  It  is,  as  before 
remarked,  larger  than  it  should  be,  considering  the  time  the  catamenia  have 
disappeared.  Hnemorrhages  are  occasionally  observed,  or  an  occasional  dis- 
charge of  a  watery  fluid  from  the  vagina.  It  is  not  possible  to  detect 
ballottement  as  in  regular  pregnancy.    The  os  uteri  may  or  may  not  be  open 
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sufficiently  to  allow  the  observer  to  detect  the  presence  of  some  of  the 
hydatidiforni  cysts  in  the  cavity.  The  physical  condition  of  the  uterus, 
however,  as  ascertained  by  vaginal  examination,  may  be  such  that  it  is 
impossible  to  distinguish  it  from  normal  pregnancy;  even  the  fact  that 
ballottement  is  absent  does  not  positively  assure  us  that  there  is  not  a  living 
foetus  within  the  uterus,  as  already  remarked  ;  and  the  diagnosis  must  then 
be  guided  by  the  result  of  abdominal  examination,  by  a  consideration  of  the 
rational  symptoms,  and  by  the  history  of  the  case.  (See  '  Examination  of 
Abdomen,'  Appendix  C.) 

True  hydatids  of  the  uterus  are  extremely  rare.  Rokitansky  met  with 
one  case.  I  have  met  with  one  also  since  the  second  edition  of  this  work  was 
published  ;  '  but  I  believe  these  are  the  only  authenticated  cases  on  record. 

Missed  lahour. — Under  this  term  have  been  classed  certain  very  rare  and 
extraordinary  cases  in  wliich,  pregnancy  having  advanced  nearly  to  its  com- 
pletion, the  foetus  has  perished,  and  has  been  retained  in  the  uterus  for  a 
variable  time. 

Enlargement  due  to  sanguineoios  distension  of  itterus  (Jixmatometra). — 
Cases  in  which  the  uterus  is  largely  distended  with  blood  are  rare.  In  most 
of  the  cases  of  this  kind  the  distension  is  due  to  retention  of  the  menstrual 
fluid,  which  is  unable  to  escape  owing  to  some  abnormal  condition  of  the 
canal  of  outlet,  from  an  imperforate  condition  of  the  hymen,  or  congenital 
closure  of  the  os  uteri.  In  patients  who  have  formerly  menstruated,  reten- 
tion of  menstrual  fluid  may  be  due  to  one  of  the  following  causes  : 
Occlusion  of  the  os  uten,  in  consequence  of  the  use  of  caustics,  or  in  conse- 
quence of  adhesion  following  on  parturition  ;  diseases  of  the  uterus — e.g. 
poly^ms  uten,  hypertrophy  of  the  cervix  ideri,  cancer  of  the  inferior  part  of  the 
uterus,  possibly  also  pressure  of  tum,on,rs  external  to  the  utems. 

A  sign  common  to  the  conditions  just  described  is  absence  of  the 
catamenia — and  care  will  be  consequently  necessary  tb  distinguish  such  cases 
from  pregnancy. 

The  remarkable  symptoms  produced  by  retention  of  the  catamenial  fluid 
have  been  elsewhere  described.  With  reference  to  the  physical  characters 
of  the  tumour  in  the  cases  now  before  us,  it  is  elastic,  rounded,  giving 
evidence  of  fluctuation,  and,  if  large,  this  fluctuation  can  be  made  evident 
by  simultaneous  abdominal  and  vaginal  examination. 

Gases  of  hydrometra  are  rare.  The  hydrometra  is  usually  present  in 
women  beyond  the  climacteric  age  ;  the  enlargement  is  of  slow  growth, 
giving  rise  to  few  symptoms.  There  are,  however,  occasional  severe  labour- 
like pains,  which  are  due  to  contractions  of  the  uterus. 

Pundent  collections  in  the  titerus. — The  uterus  may  be  distended  with 
pus  or  with  a  puriform  secretion,  which  may  be  considerable  in  amount. 

Physometra. — Here  the  uterus  is  enlarged  from  the  presence  of  gas  within 
its  cavity.  This  disease  is  very  rare,  but  the  enlargement  due  to  it  may  be 
very  considerable.  Escape  of  gas  from  the  vagina  is  no  evidence  of  its 
existence. 

Tubercle  of  the  uterus  is  a  very  rare  disease.  The  enlargement  may  be 
considerable.  Attacking  the  mucous  membrane  in  the  first  place,  the 
cavity  of  the  uterus  may  at  a  later  period  become  '  filled  by  a  purulent  pulpy 
fluid '  (Farre),  and  thus  the  uterus  becomes  enlarged  in  another  way. 

'  Obst.  Trcms.  vol.  xii.  p.  237. 
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In  cases  of  enlargement  of  the  uterus  due  to  any  of  the  causes  considered 
up  to  the  present  point,  the  tumour  is  to  the  touch  more  or  less  soft  or 
elastic,  or  conveying  an  impression  that  there  is  fluid  within.  The  next 
class  of  cases  are  those  in  which  the  enlarged  uterus  is  hard  and  firm  and 
resistant.  The  conditions  which  may  under  such  circumstances  be  present, 
and  between  which  we  have  to  distinguish,  are  the  following  :  

Fibrous  tumour  of  the  uterus. 

Fibrous  polypus  within  the  uterus. 

Cancer  of  the  body  of  the  uterus. 

Chronic  enlargement  or  hypertrophy  of  the  uterus. 

These  diflferent  conditions  are,  with  the  exception  of  cancer  of  the  uterus, 
all  more  or  less  chronic  in  character.  Each  of  them  may  be  attended  with 
more  or  less  profuse  losses  of  blood. 

Fibrous  tumotirs  and  fibrous  polypi  of   the   uterus.  — Whether  the 

Fig.  205.' 


tumour  be  in  the  wall  of  the  uterus  or  in  its  cavity  (see  fig.  205),  the  uterus 
is  equally  hard  and  resistant  externally.  In  the  case  of  a  polyjjus,  the  posi- 
tion of  the  uterus  is  more  symmetrical,  whereas  a  large  fibrous  tumour  grow- 
ing in  the  walls  gives  rise  to  distortion  of  the  organ.  The  os  uteri  may  be 
alike  in  the  two  cases — it  may  be  open  or  closed  :  in  the  case  of  polypus, 
however,  it  is  more  generally  open,  so  as  to  admit  the  point  of  the  finger,  and 
frequently  a  portion  of  the  surface  of  the  polypus  can  be  felt  within  the  os, 
even  if  it  be  not  found  projecting  into  the  vaginal  canal.  In  some  cases  it 
is  impossible  to  ascertain  whether  the  case  be  one  of  fibrous  tumour  or 
fibrous  polypus,  until  after  dilating  the  os  uteri  artificially,  as  first  practised 
by  Sir  J.  Y.  Simpson. 

'  Fig.  205,  showing  an  intra-uterine  fibrous  polj-pus,  is  drawn  from  a  preparation 
in  the  Museum  of  University  College. 
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Cancel'  of  the  fundus  uteri— The  diagnosis  of  cancer  in  this  position,  from 
polypus,  chiefly  turns  on  the  rate  of  progress  of  the  case,  unless  recourse  be 
had  to  artificial  dilatation  of  the  os  for  the  purpose  of  exploring  the  interior 
of  the  uterus,  and  thus  obtaining  further  information.  The  body  of  the 
uterus  may  become  affected  secondarily,  and  so  enlarged,  but  the  condition 
of  the  OS  uteri  in  such  cases  offers  decisive  diagnostic  data. 

Chranic  enlargement  or  hypertrophy  of  the  uterus. — An  enlargement  of 
the  uterus  due  to  this  cause  is  limited  in  degree ;  pure  and  simple  hyper- 
trophy never  gives  rise  to  considerable  enlargement.  Hypertrophy  of  the 
uterus  is  an  affection  which  is  of  a  peculiar  character  ;  the  uterus  is  thick- 
ened, increased  in  size,  increased  in  vascularity  ;  and  it  gives  rise  often  to 
great  discomfort  from  the  pain,  dragging  sensations,  feeling  of  weight,  and 
from  the  effects  of  the  mechanical  pressure  on  the  neighbouring  organs. 
It  is  usually  associated  with  enlargement  and  hypertrophy  of  the  vaginal 
portion  of  the  cervix  uteri ;  and,  indeed,  the  condition  of  the  cervix  is  the 
one  which  more  usually  attracts  attention  to  the  exclusion  of  the  other 
morbid  condition — viz.  the  enlargement  and  hypertrophy  of  the  fundus  or 
body  of  the  uterus. 

Enlargement  of  the  Fallopian  tube  gives  rise  to  a  rounded,  somewhat 
pyriform  elastic  tumour,  which  may  be  felt  through  the  upper  vaginal  wall. 
The  Fallopian  tube  occasionally  becomes  distended — in  rare  instances 
very  greatly  so — by  a  collection  within  it  of  serous,  purulent,  or  bloody  fluid  : 
the  distension  may  be  due  to  development  of  the  ovum  within  the  canal — 
Fallopian,  or  tubal  pregnancy.  The  tumour  constituted  by  a  distended 
Fallopian  tube  is  usually  of  a  somewhat  lengthened  form,  resembling  in 
shape  a  portion  of  distended  intestine.  If  the  whole  Fallopian  tube  be 
equally  affected  a  tumour  of  a  semicircular,  sausage-like  form  results.  The 
distension  may  be  limited  to  one  or  other  end  of  the  tube ;  one  or  both 
tubes  may  be  affected. 

The  tumour,  when  of  Fallopian  nature,  is  rounded,  movable,  well- 
defined,  separable  (usually)  from  the  uterus  ;  situated  in  the  retro-uterine 
pouch,  a  little  to  one  side.  Fluctuation  may  be  evident  in  the  tumour  ;  it 
is  elastic  to  the  feel.  There  may  or  there  may  not  be  tenderness  on  pres- 
sure. Difficulty  and  pain  in  defjecation,  '  pressure  pains '  in  various  jmrts, 
pain  in  walking— these  are  the  symptoms  more  often  observed. 

The  tumours  with  which  the  distension  of  the  Fallopian  tube  is  most 
likely  to  be  confounded  are — ovarian  cystic  tumours  in  their  early  stage  of 
growth,  Wolffian  cysts,  hydatid  cysts,  and  abdominal  pregnancy.  When 
Fallopian  pregnancy  is  present,  the  course  of  the  affection  is  different  in 
different  cases.  Mostly  the  result  is  rupture  of  the  tube  in  the  second  or 
third  month  of  gestation,  followed  by  speedy  death  (generally  within 
twenty-four  hours) ;  or  the  rupture  may  not  then  be  fatal,  the  foetus  becom- 
ing encysted,  and  growing  possibly  till  the  full  term  of  gestation  has  been 
reached.  Accordingly,  when  we  have  to  do  with  a  chronic  enlargement  of 
the  tubes,  this  latter  condition  may  be  dismissed  from  the  consideration. 
The  diagnosis  of  tumours  produced  by  distension  of  the  Fallopian  tube  by 
fluid,  from  other  tumours,  will  be  again  considered  under  '  Examination  of 
the  Abdomen.' 

In  extra-uterine  pregnancy,  the  patient  is  usually  known  or  suspects 
herself  to  be  pregnant ;  the  tumour  grows  continuously  and  pretty  quickly, 
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the  uterus  simultaneously  enlarges,  almost  to  the  same  degree  as  if  the  ovum 
were  within  it.  Menstruation  is  not  so  constantly  absent  as  in  ordinary 
pregnancy.  The  os  uteri  jiresents  the  conditions  met  with  in  pregnancy. 
Rupture  of  the  Fallopian  tube  or  of  the  cyst  enclosing  the  foitus,  escape  of 
the  fcetus  into  the  abdomen,  and  death,  are  the  ordinary  issue  of  these 
cases,  the  accident  generally  occurring  before  the  middle  period  of  gestation 
has  arrived  :  cases  of  extra-uterine  pregnancy  are  for  this  reason  not  often 
diagnosticated  during  life.  The  foetus  may,  however,  die  and  undergo 
mummification  within  the  tube. 

In  many  of  the  cases  reported  as  cases  of  tubal  gestation,  the  condition 
actually  present  is  defective  development  of  the  uterus,  this  organ  being 
divided  into  two,  and  the  ovum  developed  in  one  comu  of  this  double 
uterus.  One  cornu  may  be  larger  than  the  other  ;  and  when  the  ovum  is 
developed  in  the  imperfectly  formed  or  lesser  comu,  rupture  almost  invari- 
ably takes  place  ;  but  when  the  ovum  is  developed  in  the  more  perfect 
cornu,  pregnancy  may  proceed  normally.  Hence  we  may  meet  with  cases 
in  which  the  cavity  of  the  uterus  does  not  appear  to  contain  an  ovum,  but 
in  which  a  tumour  containing  an  ovum  is  detected  close  to  it ;  and  yet  the 
case  may  not  be  one  of  Fallopian  pregnancy  in  the  true  sense  of  the  word, 
but  of  pregnancy  in  one  cornu  of  a  bilocular  uterus. 

Abdominal  pregnancy. — In  cases  of  abdominal  pregnancy — that  is  to 
say,  cases  hx  which  the  pregnancy  is  abdominal  to  begin  with,  or  in  which 
it  has  become  so  in  consequence  of  the  rupture  of  the  Fallopian  tube — the 
ovum  may  become  fixed  and  encysted  at  the  lower  part  of  the  pelvis  behind 
the  uterus,  and  between  it  and  the  rectum,  and  may  in  this  position  give 
rise  to  a  tumour  of  a  rounded  elastic  character.  Symptoms,  such  as  bearing 
down  behind,  pain  and  discomfort  in  the  pelvis,  show  themselves  earUer 
when  the  case  is  not  one  of  primary  Fallopian  pregnancy.  The  woman, 
from  her  sensations  and  condition,  generally  thinks  herself  pregnant.  She 
may  suflfer  greatly  from  pain  during  the  whole  course  of  the  pregnancy. 

The  diagnosis  of  abdominal  pregnancy,  the  tumour  being  in  the  pelvis, 
from  Fallopian  pregnancy,  would  be  difficult  at  an  early  period  ;  but  if  the 
pregnancy  have  advanced  beyond  the  middle  period,  the  presumption  is  that 
the  foetus,  if  not  in  the  uterus,  is  not  in  the  Fallopian  tube.  The  possible 
case  of  double  uterus  before  mentioned  should  be  borne  in  mind.  In  a 
very  extraordinary  case  recorded  by  Mr.  L.  R.  Cooke,  there  was  simul- 
taneous intra-uterine  and  abdominal  pregnancy,  the  jjregnancy  going  on  to 
full  term.^ 

Occasionally  we  have  to  do  with  a  tumour  behind  the  uterus,  which  is 
constituted  by  the  remains  of  the  foetus  after  abdominal  pregnancy.  These 
remains,  enclosed  in  a  sac  which  becomes  adherent  by  inflammation  to  the 
adjacent  peritoneal  surface,  and  which  may  be  recognised  by  the  exploring 
finger  as  bones,  may  continue  undischarged  for  months,  or  even  for  years. 
In  a  case  related  by  Dr.  Brandt,^  a  bony  tumour,  containing  the  remains  of 
a  foetus,  remained  in  the  abdomen  for  fifty-four  years  ;  the  patient  had 
borne  two  children  naturally  since  she  became  pregnant  with  the  fajtus 
which  was  afterwards  retained.  Several  other  cases  of  a  like  character,  but 
of  less  duration,  have  been  reported. 

'  Ohst.  Trans,  vol.  v.        *  Ediii.  Med.  Journ.  Sept.  1862. 
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Ovarian  tttmours.— The  larger  number  of  cases  which  come  before  us, 
and  in  which  there  is  a  question  as  to  the  presence  of  ovarian  disease,  are 
cases  in  which  the  tumour  has  become  so  large  as  to  invade  the  abdomen  : 
tliere  is  an  abdominal  enlargement.  It  thus  generally  happens  that  the 
tumour,  when  it  comes  under  our  notice,  is  capable  of  being  examined  both 
from  the  vagina  and  through  the  walls  of  the  abdomen. 

AVe  are  now  and  then  able,  in  cases  of  ovaritis  or  neuralgia  of  the  ovary, 
to  detect  the  slightly  enlarged  ovary  by  digital  examination  ;  the  ovary 
being  sensitive  to  the  touch,  its  position  is  then  easily  ascertained.  In  the 
first  stage  of  cystic  tumour  of  the  ovary,  however,  pain  is  usually  absent, 
there  is  generally  nothing  to  suggest  the  necessity  for  a  digital  examination, 
and  it  is  not  common  for  ovarian  cystic  tumours  smaller  than  the  fist  to  be 
diagnosticated.  If  the  tumour,  together  with  the  ovary,  be  firmly  attached 
within  the  pelvis,  the  symptoms  will  become  developed  at  an  earlier  period 
than  when  the  tumour  is  pedunculated,  and  when  the  freedom  of  motion 
it  possesses  is  consequently  greater.  When  an  ovarian  tumour  is  small,  it 
usually  occupies  the  utero-rectal  fossa,  and  is  not  quite  in  the  middle  line. 

In  endeavouring  to  form  a  diagnosis  as  to  the  nature  of  a  tumour  we 
suspect  to  be  ovarian,  our  first  object  should  be  to  exclude  the  uterus  from 
the  consideration.  The  sound  is  here  of  great  service  (see  '  Examination  of 
Uterus  by  Sound  ').  The  tumour  may,  however,  be  adherent  to  the  uterus ; 
in  this  case  the  sound  is  also  of  service,  by  informing  us  of  the  direction  of 
the  uterine  canal,  and,  further,  as  to  the  shape,  size,  and  mobility  of  the 
tumour. 

In  a  few  cases  where  the  development  of  the  ovarian  tumour  proceeds 
rapidly,  and  the  tumour  remains  in  the  pelvis  behind  the  uterus,  the  incon- 
venience and  distress  which  are  produced  are  so  considerable  as  to  create 
greater  difficulty  as  regards  the  diagnosis ;  micturition  and  deftecation  are 
seriously  interfered  with,  and  severe  pains  in  the  pelvis  or  in  the  lower 
extremities  are  experienced. 

In  cases  of  extra-uterine  pregnancy,  when  the  cyst  is  situated  low  down 
in  the  pelvis,  the  tumour  in  its  roundness,  elasticity,  and  other  physical 
characters  somewhat  resembles  that  produced  by  an  ovarian  tumour.  From 
hydatid  cysts  growing  in  the  peritoneal  cavity  low  down,  smaU  ovarian 
tumours  would  be  probably  distinguished  with  difficulty.  The  hydatid 
cysts  are  usually  more  firmly  fixed,  and  move  with  the  vaginal  wall ;  small 
ovarian  tumours  are  usually  movable  and  single,  unless  indeed  in  cases  of 
double  ovarian  disease  :  whereas  hydatid  cysts  attached  to  the  pelvis  in  the 
neighbourhood  of  the  vaginal  canal  are  usually  two  or  three  in  number. 

The  tumour  produced  by  peri-uterine  hsematocele  difiers  from  ovarian 
tumour — first,  in  its  shape,  which  is  usually  not  globular,  as  is  the  case  in 
ovarian  tumour  ;  secondly,  in  its  relations,  it  being  less  easily  definable  and 
separable  from  the  adjacent  parts  than  ovarian  tumours  ;  thirdly,  in  regard 
to  the  accompanying  or  preceding  symptoms ;  fourthly,  in  respect  to  its 
want  of  mobility  as  compared  with  ovarian  tumour. 

Abscesses,  or  plastic  eflnsion,  the  result  of  inflammation  of  various  kinds 
might,  under  certain  circumstances,  be  confounded  with  ovarian  tumour 
The  history  of  the  case  should,  under  these  circumstances,  be  carefully 
looked  into,  when  its  real  nature  will  become  at  once  apparent.  Lastly  must 
be  mentioned  the  possible  case  of  two  tumours  being  found  in  the  pelvis 
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It  occasionally  happens  that  pregnancy  and  ovarian  disease  are  observed 
simultaneously. 

We  have  now  to  consider  those  cases  which  are,  clinically  speaking,  more 
common,  and  in  which  the  tumour  felt  is  much  larger  than  this,  so  as  to 
more  or  less  completely  fill  the  pelvis.  There  may  be  present  a  very  large 
ovarian  tumour,  and  yet  comparatively  little  direct  evidence  of  its  j^resence 
may  be  obtained  by  digital  vaginal  examination  alone  ;  for  the  tumour  may 
have  escaped  altogether  from  the  pelvis,  dragging  up  with  it  the  ovary  and 
part  of  the  broad  ligament,  to  become  a  tumour  nearly  comjiletely  abdominal. 
We  have  now,  however,  to  deal  with  those  cases  in  which  the  ovarian 
tumour  is  still  wholly  or  in  part  in  the  cavity  of  the  pelvis,  and  to  point  out 
the  diagnosis  of  the  tumour  from  others  with  which  it  may  be  confounded. 

A  large  tumour  of  ovarian  nature  occupying  the  pelvis  necessarily  exer- 
cises an  influence  on  the  surrounding  organs.  Thus  the  uterus  is  pushed  to 
one  side,  or  dislocated  in  various  directions  ;  it  may  be  i^ushed  downwards 
or  forwards  by  the  tumour,  or  it  may  be  stretched  and  extended,  so  that 
the  cavity  is  materially  lengthened.  The  most  important  condition  from 
which  ovarian  tumour  is  to  be  separated  is  enlargement  or  tumour  of  the 
uterus  ;  this  distinction  is  not  unfrequently  attended  with  some  degree  of 
difliculty.  The  first  point  to  be  made  out  is  the  position  of  the  cervix  uteri, 
and,  this  being  ascertained,  it  is  in  most  cases  easy  to  decide  whether  the 
tumour  present  be  constituted  by  the  enlarged  uterus  or  by  a  tumour  sepa- 
rate and  distinct  from  this  organ.  The  most  reliable  distinction  between  an 
enlarged  uterus  and  an  ovarian  tumour  is  the  fact  that,  in  the  former  case, 
the  cervix  uteri  is  in  the  median  line,  and  an  equal  portion  of  the  tumour 
is  on  each  side  of  it  ;  whereas,  in  the  other  case,  the  cervix  uteri  is 
on  one  side,  out  of  the  middle  line,  and  the  mass  of  the  tumour  lies 
to  one  or  other  side  of  this  part  of  the  uterus.  Even  this  is  likely,  how- 
ever, to  mislead.  When  the  uterus  is  considerably  enlarged  (by  pregnancy, 
e.g.),  the  cervix  may  be  high  up,  and  diflicult  to  reach  in  either  case  ;  but 
when  a  large  ovarian  tumour  is  present,  it  is  usually  thrust  out  of  the  middle 
line  of  the  body.  In  the  case  of  pregnancy  far  advanced,  the  vaginal  por- 
tion of  the  cervix  would  be  altered  also  in  other  ways  still  more  character- 
istic. It  may  happen,  however,  that  enlargement  of  the  uterus  from 
pregnancy  and  ovarian  tumour  coexist  in  the  same  patient  ;  in  such  a  case 
the  diagnosis  would  be  cleared  up  by  circumstances  subsequently  observed. 
If  the  tumour  become  pedunculated  at  an  early  period,  it  soon  becomes 
abdominal,  and  there  is  less  evidence  of  its  presence  afi"orded  by  a  vaginal 
examination  ;  but  if  it  be  sessile  this  change  does  not  so  readily  take  place, 
and  the  tumour  may  be  moulded,  so  to  speak,  below  to  the  cavity  of  the 
pelvis,  while  it  may  at  the  same  time  spread  upwards  above  into  the  abdomen. 

When  the  ovarian  tumour  is  large,  or,  at  all  events,  when  a  considerable 
portion  of  such  tumour  occupies  the  pelvis,  it  may  be  confounded  with 
retroversion  of  the  gravid  uterus,  as  well  as  with  enlargement  of  the  uterus 
of  other  kinds.  In  retroversion  of  the  gravid  uterus,  the  cervix  uteri  is 
thrust  upwards  and  forwards,  and  the  fundus  uteri  forms  the  tumour  which 
presses  downwards  in  the  vagina.  Such  a  position  of  the  cervix  uteri  is 
rare  when  ovarian  tumour  is  present. 

Ovarian  tumours,  so  large  as  to  occupy  the  pelvis,  can  hardly  be  con- 
founded with  large  fibrous  tumour  of  the  uterus.    The  ovarian  tumours 
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liave  greater  elasticity  than  is  the  case  if  fibrous  tumours  be  present,  and 
the  growth  is  much  more  rapid. 

The  diagnosis  of  the  nature  of  Large  ovarian  tumours  has  been  considered 
in  the  chapters  on  '  Diseases  of  the  Ovaries,' 

Other  cystic  growths  in  the  pelvis. — The  cysts  of  the  broad  ligament 
(Wolffian  cysts),  which  generally  do  not  attain  a  size  greater  than  that  of  an 
orange,  may  greatly  exceed  this  in  size.  Their  diagnosis  is  obscure,  and 
chiefly  rests  on  the  chronic  course  of  the  afi'ection. 

Osseous  or  other  solid  tumours  groiving  from  the  pelvic  walls. — There  are  a 
few  cases  on  record,  in  which  osseous  tumours — exostoses— have  been  foiind 
growing  from  the  walls  of  the  pelvis,  and  forming  masses  of  various  sizes 
and  shapes.  The  diagnosis  of  the  nature  of  such  a  tumour  would  not  pro- 
bably be  attended  with  great  difficulty.  Its  growth  is  slow,  it  is  necessarily 
hard  and  firm,  and  it  is  immovable.  There  is  a  condition,  also  rare,  which 
■might  be  mistaken  for  it,  viz.  projection  of  the  body  of  the  lowest  lumbar 
vertebra  forwards  into  the  cavity  of  the  pelvis,  due  to  disease  of  the  lumbo- 
sacral articulation  ;  this  disease  being  the  result  of  injury,  or  simply  consti- 
tutional.^ 

Cancerous  growths  from  the  inner  surface  of  the  ilium  have  been  noticed. 
Kiwisch  states  that  he  saw  a  patient  in  whom  a  mass  of  this  kind,  of  the 
size  of  a  bead,  in  its  shape  and  position  resembled  an  ovarian  tumour. 
Hard  fibrous  tumours  are  now  and  then  witnessed  growing  from  the  sacro- 
iliac symphysis  into  the  pelvic  cavity.^  Denman  relates  a  case  in  which  an 
excrescence  of  a  firm  fatty  substance  projected  from  one  side  of  the  upper 
part  of  the  sacrum,  and  was  so  large  as  nearly  to  fill  the  pelvic  brim.  In 
Dr.  D.  D.  Davis's  work  ^  are  related  two  very  remarkable  cases,  in  which 
large  fibrous  tumours  were  found  growing  from  the  floor  of  the  pelvis,  and 
occupying  this  part  of  the  pelvis  so  completely  as  to  interfere  with  delivery. 

The  diagnosis  of  these  tumours  growing  from  the  j^elvic  walls  from 
tumours  of  the  viscera  might  j)resent  some  difliculty.  The  object  would  be 
to  determine  the  point  at  which  the  tumour  grew,  and,  unless  the  tumour 
were  of  considerable  size,  this  would  be  comparatively  easy.  Cases  of  the 
kind  above  alluded  to  are  extremely  rare. 

'  See  Dr.  Barnes's  exhaustive  essay  on  Spondylolisthesis  in  Obst.  Trans. 
vol.  vi. 

*  Kiwi.sch.  Klin.  VoHr.  Ed.  IL,  edited  by  Scanzoni,  p.  .S26. 
•''  Princijilex  and  Practice  of  Obstetric  Medicine,  vol.  i.  p.  142, 
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c. 

DIAGNOSIS  OF  ABDOMINAL  TUMOURS  INCLUDING  PREG- 
NANCY.    EXAMINATION  OF  THE  ABDOMEN, 

Methods  of  Examination— Position  of  the  Patient  during  Examination. 
Enlargement  of  the  Abdomen,— Results  of  Inspection  as  to  Diagnosis  of 

Nature  of  Enlargement — Palpation;   Discovery  of  a  Tumour;  Percussion- 

Obscurity  produced  by  Fatty  Distension. 
Presence  of  Fluid. — Various  causes ;  Ascites,  Ovarian  Dropsy,  Ascites  with 

Tumour — Diagnosis  of  these — Extreme  Distension  of  Bladder. 
Gaseous  Distension. 
Cases  simulating  Presence  of  a  Tumour. 

Tumours  traceable  into  the  Pelvis ;  Enumeration  of  these :  Tumours  traceable 

into  Pelvis  more  rarely  met  with  ;  Brief  Description  of  these ;  Tumours  not 

traceable  into  the  Pelvis  ;  Enumeration. 
Diagnosis  between  Enlargement  of  the  Uterus  from  Pregnancy  or  otherwise ; 

Ovarian  Tumours  and  Distension  of  the  Bladder;  Pai-ticular  Examination  of 

the  Signs  of  Pregnancy. 
Confirmatory  Signs  of  presence  of  Pregnancy. 

Fob  clinical  purposes,  it  is  usual  to  divide  the  abdominal  surface  as  follows  : 
The  portion  of  the  abdomen  above  a  horizontal  plane  passing  through  the 
anterior  extremities  of  the  tenth  rib  on  either  side,  is  the  epigastric  region, 
the  lateral  portions  of  which  are  the  right  and  left  hypochondria.  The  um- 
bilical  region  is  bounded  above  by  the  lower  limit  of  the  epigastric  region, 
and  below  by  a  line  passing  between  the  anterior  superior  spinous  processes 
of  the  iliac  bones  on  either  side.  The  hijpogastric  region  comprises  that 
portion  of  the  abdomen  situated  below  the  line  last  mentioned.  The  in- 
ferior boundaries  of  this  region  are  the  ossa  pubis,  and  Poupart's  ligament 
on  each  side. 

The  methods  of  examination  which  we  employ  in  investigating  the  condi- 
tion of  the  abdomen  are — 1.  Inspection,  by  which  we  are  made  cognisant  uf 
the  size  and  shape  of  the  abdomen,  the  condition  of  the  integuments  cover- 
ing it,  etc.  Measurement  of  the  abdomen  belongs  to  this  division  of  the 
subject.  2.  Palpation,  by  means  of  which  we  ascertain  the  presence  of 
varying  degrees  of  resistance,  hardness,  softness,  and  the  like,  of  the 
abdomen  generally,  or  of  diiferent  parts  of  the  same,  and  are  thus  enabled 
to  correct  erroneous  impressions  conveyed  by  inspection  alone.  Under 
this  head  is  included  Jluctxiation,  a  jihysical  sign  of  the  presence  of  fluid. 
3.  Percussion,  by  the  assistance  of  which  we  are  able  to  distinguish  between 
tumours  or  enlargements  depending  on  the  jjresence  of  solid  bodies,  and 
distension  by  air  or  fluid.  4.  Auscultation,  in  wliicli  the  sense  of  hearing 
is  employed  for  the  detection  of  certain  sounds.    5.  A  combined  vagintd 
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and  abdominal  examination  by  means  of  palpation  over  tlio  hypogastric 
region,  while  the  finger  of  the  other  hand  is  within  the  vagina,  or  with  the 
uterine  sound  within  the  uterus.  In  the  diagnosis  of  pelvic  tumours  of 
doubtful  nature,  this  combined  examination  is  often  of  the  greatest  possible 
service. 

All  these  methods  of  examination  are  not  employed  in  all  cases.  Inspec- 
tion, palpation,  and  percussion,  combined,  are  the  methods  of  examination 
most  commonly  employed,  and  in  a  few  cases  we  find  in  the  employment  of 
auscultation  a  means  of  arriving  at  a  conclusion  which  other  methods  do  not 
aftbrd. 

Enlargement  of  the  Abdomen. 

The  causes  of  that  enlargement  may  depend  on  a  morbid  or  altered  con- 
dition of  some  one  of  the  generative  organs,  or  it  may  not ;  it  is  necessary 
to  start  Avith  no  preconceived  view  of  the  case.  The  princij)le  is  to  take 
nothing  for  granted,  to  know  for  ourselves,  and  not  to  accept  anytliing  as 
reliable  which  only  comes  to  us  second-hand. 

Position  of  the  patient  during  the  examination  of  the  abdomen. — The 
patient  should  be  placed,  lying  on  the  back,  on  a  firm  unyielding  couch  or 
bed,  the  shoulders  somewhat  elevated,  the  knees  a  little  drawn  up  so  as  to 
relax  the  abdominal  parietes  ;  the  whole  body  in  a  state  of  absolute  repose. 
It  is  sometimes  desirable  to  engage  the  patient  in  conversation,  in  order  to 
prevent  a  kind  of  involuntary  contraction  of  the  recti  muscles,  which  is 
often  present,  and  which  interferes  materially  with  the  attainment  of  the 
object  desu'ed. 

If  auscultation  is  to  be  practised,  the  stethoscope  must  be  applied  to  the 
skin,  or  fallacies  are  likely  to  arise.  In  many  cases,  an  inspection  of  the 
skin  itself  is  desirable.  It  is  best,  however,  to  commence  the  examination 
without  entirely  uncovering  the  abdomen,  and  to  obtain  thus  a  general  idea 
as  to  the  shape  and  size  of  the  same,  the  presence  of  tumour,  and  the  like. 
Lastly,  before  undertaking  a  regular  examination  of  the  abdomen,  the  con- 
tents of  the  rectum  and  of  the  bladder  should  be  evacuated. 

Is  the  enlargement  real,  or  only  apparent,  or  assumed  for  purposes  of  decep- 
tion ? — Some  patients,  desirous  of  being  thought  pregnant,  or  for  other 
reasons  wishing  to  impose  upon  us,  can  acquire  the  power  of  projecting  the 
abdomen  forwards,  so  as  to  simulate  the  enlargement  due  to  pregnancy. 
This  arching  of  the  abdomen  is  efiected  by  sharply  bending  the  vertebral 
column  in  the  lumbar  region  ;  and  when  patients  presenting  this  factitious 
enlargement  are  made  to  lie  down,  on  placing  the  hand  over  the  centre  of 
the  loins  a  corresponding  hollow  is  felt  there.  In  a  case  wliich  came  under 
my  own  observation,  the  patient,  a  young  woman  about  25  years  of  age, 
had  been  supposed  to  have  an  abdominal  tumour.  On  a  casual  examination, 
the  appearance  and  general  form  of  the  abdomen  were  strongly  corroborative 
(;f  this  supposition  ;  but  no  tumour  could  be  detected,  no  resistance  was 
anywhere  felt,  and  the  tympanitic  sound,  on  percussion,  was  decisive  as  to 
the  correctness  of  this  negative  view  of  the  case.  The  nurse  in  attendance 
directed  my  attention  to  the  condition  of  the  back,  and  it  was  then  found 
that  the  patient  was  affected  with  angular,  and  also  very  slight  lateral,  cur- 
vature of  the  spine  in  the  lumbar  region,  the  consequence  of  an  injury 
received  a  few  years  before.    Here  the  arching  of  the  abdomen  was  real, 
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but  there  was  no  enlargement  of  the  abdomeu  in  the  true  sense  of  the  word. 
Then  there  is  a  remarkable  class  of  cases  in  which  the  abdomen  is  enlarged 
the  patient  believes  she  is  pregnant,  and  endeavours  to  persuade  others  that 
this  is  the  case.    Anaesthesia  is  essential  in  the  diagnosis  of  these  cases. 

Size  of  the  abdomen. — From  the  mere  element  of  size  alone  there  is 
nothing  very  positive  to  be  deduced.  The  most  common  causes  of  extreme 
l^ersistent  enlargement  of  the  abdomen  in  women  are  ovarian  dropsy  and 
ascites. 

If  the  enlargement  be  symmetrical,  affecting  the  two  sides  of  the  abdomen 
equally,  this  is  in  favour  of  the  presence  of  ascites  or  tympanitic  distension 
of  the  intestines.  A  want  of  symmetry  is  usually  observed  when  the  en- 
largement is  due  to  the  presence  of  a  tumour,  as  in  cases  of  ovarian  dropsy 
(generally),  fibrous  tumour  or  polypus  of  the  uterus,  enlargement  and 
tumour  of  the  liver  or  spleen,  etc.  To  this  general  statement  there  are 
many  exceptions.  Thus,  in  large  simple  cyst  of  the  ovary,  the  abdomen  is 
often  symmetrically  enlarged  at  an  advanced  period  of  the  disease.  Simi- 
larly, ascites,  when  associated  with  tumours  of  the  abdomen,  often  produces, 
superficially  at  least,  a  symmetry  in  the  appearance  of  the  abdomen  on  the 
two  sides. 

When  we  have  to  distinguish  between  ascites  and  ovarian  dropsy,  there 
is  a  point  in  reference  to  the  shape  of  the  abdomen  which  is  of  assistance, 
and  it  is  this  :  that,  whereas  in  cases  of  ovarian  dropsy  the  enlargement  is 
rounded  anteriorly  whatever  be  the  i^osition  of  the  patient,  in  cases  of 
ascites  the  anterior  surface  becomes  flattened  Avhen'the  patient  is  laid  on 
the  back.  This  distinction,  however,  may  fail  us  when,  as  is  sometimes  the 
case,  the  distension  of  the  abdomen  from  ascites  is  considerable  in  degree. 

Results  obtained  by  palpation. — The  hand  is  to  be  sj^read  out  flat,  so  as  to 
bring  as  much  of  the  palmar  surface  of  the  fingers  into  contact  with  the 
abdominal  wall  as  possible.  Pressure,  slight  at  first  and  gradually  increased 
in  force,  is  then  made  over  the  whole  of  the  abdominal  surface,  beginning 
Avith  the  hypogastric  region,  the  general  direction  of  the  pressure  being 
towards  the  vertebral  column.  One  or  both  hands  may  be  emploj'ed  in  this 
operation.  It  is  important  that  the  j^ressure  made  be  at  first  slight  in 
degree  ;  otherwise  contractions  of  the  muscles  are  produced,  and  the 
attempt  of  the  oj)erator  will  be  defeated.  Normally,  the  abdomen  offers  no 
resistance  to  the  pressure  of  the  fingers  (the  patient  being  placed  as  above 
directed),  save  that  produced  by  spasmodic  and  involuntary,  or  intentional 
contraction  of  the  recti  muscles  ;  everywhere  the  fingers  are  allowed  to  sink 
inwards  to  a  considerable  dej)th,  and  it  is  usually  jjossible  to  touch  the  ver- 
tebral column  posteriorly. 

Discooery  of  a  tumour. — If  the  abdomen  be  only  moderately  distended, 
and  the  fingers  can  be  made  to  sink  inwards  equally  at  all  points,  whether 
above  or  below,  but  esijecially  below,  without  encountering  a  hard  resistant 
body,  we  may  pretty  confidently  predict  that  no  solid  tumour  is  present. 
When  the  abdomen  is  largely  distended,  however,  the  case  is  different ;  the 
fingers  may  in  some  such  cases  be  made  to  sink  inwards  to  a  considerable 
depth  without  encountering  a  solid  resisting  body,  while  such  a  one  is  nevi  i  - 
tholess  present.  This  now  and  then  happens  when  the  abdomen  contivins  a 
solid  ovarian  tumour  together  with  a  large  amount  of  ascitic  eftusion. 

Women  desiring  to  frustrate  the  purpose  of  the  examiner  occasionally 
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have  recourse  to  the  expedient  of  contracting  the  recti  muscles.  The  i^rcac- 
titioner  will  generally  be  able  to  procure  the  relaxation  necessary  by  en- 
gaging the  patient  in  conversation— in  extreme  cases  by  inducing  amiesthesia, 
as  mentioned  above.  The  contraction  is  sometimes  also  purely  involuntary. 
Such  cases  are  extremely  perplexing,  as  will  be  explained  farther  on  ;  con- 
traction of  tlie  recti  muscles  may  actually  simulate  the  presence  of  a  tumour. 
In  cases  of  suspected  pregnancy,  the  recognition  of  the  presence  of  a  tumour 
is  of  extreme  importance  ;  for  however  positive  the  other  signs  of  pregnancy 
may  be,  they  are  worth  nothing  if  it  can  be  clearly  made  out  that  there  is  no 
tumour  discoverable  in  the  abdomen.  By  palpation  we  are  usually  able  to 
detect  the  presence  of  such  a  tumotu:  at  an  early  period  of  pregnancy,  and 
the  examination  of  the  discovery  of  this,  or,  indeed,  any  abdominal  tumour, 
should  be  conducted  as  follows  :  The  patient  should  lie  as  above  directed, 
the  rectum  and  bladder  having  been  previously  emptied  ;  the  operator, 
having  i^laced  the  hand  flat  on  the  abdomen  close  above  the  os  pubis,  is  then 
to  follow  the  admirable  procedure  recommended  by  Roederer.  This  consists 
in  directing  the  patient  to  set  the  abdominal  muscles  in  action  by  breathing 
very  deeply,  the  hand  being  made  all  the  while  to  follow  the  movements  of 
the  atdominal  wall  very  closely.  At  the  moment  when  the  expiration  is 
completed,  the  hand  comes  in  contact  with  the  hard,  round,  ball-like  uterine 
tumour.  In  the  discovery  of  tumours  in  the  abdomen,  which  are  not  other- 
wise easily  detected,  this  method  of  examination  is  quite  invaluable.  If  the 
tumour  be  so  large  as  to  fill  the  abdomen,  the  method  in  question  is  of 
course  of  no  service. 

The  recognition  of  a  tumour  is  frequently,  especially  in  cases  of  preg- 
nancy, made  difficult  by  the  presence  of  a  fatty  condition  of  the  abdomen, 
which  prevents  us  from  ascertaining  the  presence  of  the  tumour  due  to  the 
enlarged  uterus. 

Supposing  that  by  careful  kneading  of  the  abdomen  at  every  point  no 
hard  tumour  is  discoverable,  if  the  abdomen  be  soft,  and  everywhere  non- 
resistant,  allowing  the  fingers  to  sink  inwards  equally  at  all  points,  the  en- 
largement not  being  considerable,  it  will  be  evident  that  the  enlargement  is 
not  constituted  by  a  solid  tumour  of  any  kind  ;  neither  can  it  be  caused  by 
a  circumscribed  fluid  tumour  (such  as  encysted  dropsy  of  the  ovary,  for 
instance).  If,  however,  the  enlargement  of  the  abdomen  be  considerable, 
the  conclusion  formed  under  the  above  circumstances  cannot  be  so  exact  and 
definite.  The  fingers  may  be  allowed  to  sink  inwards  some  distance  without 
encountering  solid  resistance,  but  there  may  nevertheless  be  a  solid  tumour. 
Such  a  condition  is  met  with,  as  before  remarked,  when  there  is  a  solid  or 
other  tumour  of  the  ovary,  or  a  solid  tumour  of  the  uterus  or  of  other 
organs  associated  with  ascitic  distension  of  the  peritoneal  cavity,  or,  again, 
when  there  is  a  very  large  unilocular  cyst  of  the  ovary  occupying  the 
abdomen,  and  which  is  not  very  tense  or  resistant. 

RcsvXts  obtained  by  percussion.— 1\\q  middle  finger  of  the  left  hand,  beincr 
pressed  closely  against  the  abdominal  wall,  is  to  he  struck  by  the  tips  of  the 
fingers  of  the  right  hand,  shai-ply  but  lightly.  If  a  clear  sound  be  elicited, 
it  is  evident  that  there  is  gaseous  distfension  present ;  but  if  the  sound  be 
dull,  the  distension  is  due  to  fluid  or  solid  matters.  We  have  in  this  mode 
of  examination  a  ready  method  of  distinguishing  gaseous  from  fiuid  disten- 
sion :  palpation  would  give  but  litUe  assistance  in  deciding  between  these 
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two.  Wlien  the  enlargement  is  due  to  the  presence  of  fat  in  undue  quantity 
percussion  affords  no  decisive  results. 

When  it  is  a  question  between  gaseous  and  fluid  distension,  valuable  aid 
IS  afforded  by  tho  Jlvctaation  test.  The  palmar  surface  of  the  fingers  of  the 
left  hand  is  pressed  closely  over  one  side  of  the  abdomen,  and  the  abdomen 
is  lightly  tapped  by  the  fingers  of  the  other  hand  on  the  opposite  side. 
When  fluid  is  present  between  the  two  points  in  question,  an  impulse  is 
communicated  through  the  aqueous  medium,  and  the  fingers  of  the  left  hand 
experience  a  sudden  impulse,  varying  in  character  with  the  nature  of  the 
fluid  and  with  the  degree  of  tightness  of  the  distension.  No  impulse  of  the 
kind  is  communicated  when  there  is  gaseous  distension  alone  ;  but  when 
there  is  an  accumulation  of  fat  present,  a  sensation  somewhat  resembling 
fluctuation  may  be  conveyed.  This,  however,  could  only  deceive  an  in° 
experienced  observer.  The  test  of  fluctuation  is  only  of  value  when 
applied  by  an  educated  hand.  A  sensation  closely  resembling  that  of  fluc- 
tuation is  sometimes  felt  when  the  abdomen  is  largely  covered  with  fat. 

Besults  of  23ercussion  or  palpation  douhtful.-—^omei\mQB  the  gaseous 
distension  of  the  intestines  is  masked  by  the  presence  of  a  thick  covering  of 
fat  in  the  omentum  or  in  the  abdominal  wall,  and  a  clear  sound  is  conse- 
quently not  elicited  on  percussion.  This  combination  of  slight  tympanitic 
distension  with  accumulation  of  fat  in  the  omentum  and  abdominal  parietes 
is  very  commonly  met  with  in  women  about  the  period  of  sexual  involu- 
tion, just  at  that  period  of  life  when  the  activity  of  the  sexual  organs  is 
about  to  terminate  ;  and  when  it  happens  that  the  patient  is  desirous  of 
becoming  pregnant— a  not  by  any  means  unusual  circumstance — the  presence 
of  this  combined  tympanitic  and  fatty  distension  of  the  abdomen — asso- 
ciated, it  may  be,  with  amenorrhrea,  leads  her  to  suspect  that  she  is  pregnant. 
Some  most  instructive  cases  illustrative  of  the  points  here  set  forth  have 
been  related  by  Dr.  Gooch.'  An  examination  of  the  state  of  the  breasts  and 
of  the  vagina  must  be  made  if  the  percussion  and  palpation  results  are 
indecisive,  and  if  there  be  reasons  for  suspecting  that  a  tumour  is  present. 

A  condition  is  sometimes  met  with  where  the  abdomen  is  enlarged,  no 
actual  tumour  discoverable,  and  where  the  intestines,  more  protuberant  than 
usual,  constitute  the  enlargement.  This  condition  is  met  with  sometimes 
during  the  first  two  months  of  pregnancy,  while  the  uterus  is  jei  too  small 
to  be  felt  above  the  pubes.  The  persistence  for  six  months  or  upwards  of  an 
enlargement  of  the  abdomen,  with  no  signs  of  a  tumour  discoverable,  would 
negative  the  suspicion  of  pregnancy. 

In  some  cases,  the  difiiculty  experienced  in  the  detection  of  the  tumour, 
no  undue  amount  of  fat  being  present,  arises  from  the  fact  that  there  are 
great  tenseness  and  resistance,  the  distension  being,  for  the  most  part,  uniform 
and  symmetrical  ;  and  the  difiiculty  is  greater,  because  this  tenseness  and 
resistance  preclude  us  from  exploring  beyond  the  surface  of  the  abdomen. 
We  are  unable  to  determine  positively  whether  a  tumour  be  actually  present 
or  not.  Here  the  fluctuation  test  and  the  results  of  percussion  only  are 
available. 

The  result  of  the  examination,  conducted  in  the  manner  now  directed, 

'  See  the  edition  of  Gooch  published  by  the  New  Sydenham  Society,  pp-  ^ 
et  sej. 
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should  be  to  enable  the  observer  to  determine  whether  the  enlargement  of 
the  abdomen  be  due  to — 

a.  Presence  of  fluid. 

b.  Gaseous  distension  ;  or, 

c.  Presence  of  a  tumour. 

Presence  oe  Fluid. 

In  these  cases  there  is  widespread  fluctuation,  this  being  evident  over 
tlie  greater  part  of  the  surface  of  the  abdomen. 

The  conditions  between  which  we  have  ordinarily  to  distinguish  are— 
Ascites  ; 
Ovarian  dropsy  ; 

Ascites  combined  with  presence  of  a  tumour  or  tumours  ; 

Some  rare  conditions  to  be  presently  mentioned,  and  not  included  under 
either  of  these  three  categories. 

Two  conditions  somewhat  diflicult  to  distinguish  one  from  the  other  are 
ascites,  and  a  single  very  large  ovarian  cyst.  They  will  be  discriminated  by 
attention  to  the  following  points  : — 

First,  as  regards  the  size  of  the  ahdomenx.  This  gives  us  no  reliable 
information. 

Shape  of  the  abdomen. — In  ascites,  the  abdomen  becomes  flattened  when 
the  patient  lies  down,  while  in  ovarian  disease  this  flattening  is  not  observed. 
In  ovarian  disease  largely  distending  the  abdomen,  the  floating  ribs  are 
pushed  outwards  ;  the  thorax  is  thus  made  to  assume  a  peculiar  conical 
shape.  The  enlargement  of  the  abdomen  in  ascites  is  generally  symmetrical, 
whereas  in  ovarian  disease  there  is  usually  a  swelling  or  prominence,  more 
decided  on  one  side  than  the  other.  This  latter  is  a  distinction  which  will 
not  at  all  hold  good  when  there  is  ovarian  dropsy  with  only  one  very  large 
cyst.  The  shape  of  the  abdomen,  speaking  generally,  is  more  ovoid  in 
ascites,  rounder  in  ovarian  disease. 

The  condition  and  appearance  of  the  shin  vary  usually  in  the  two  cases. 
In  ascites,  there  is  generally  a  marked  enlargement  and  distension  of  the 
superficial  veins,  wanting  in  the  other  case.  This  is,  however,  not  to  be 
depended  upon.  I  have  seen  the  lymphatics  enormously  distended  in  an 
advanced  case  of  ovarian  disease,  but  this  condition  of  the  lymphatics  is 
probably  the  exception-  rather  than  the  rule.  Moreover,  I  have  seen  a 
precisely  similar  condition  of  the  lymphatics  in  a  case  where  the  bladder  was 
very  largely  distended  from  the  retroversion  of  the  uterus,  the  uterus  being 
the  seat  of  fibroid  growths.  The  lower  part  of  the  abdomen  presented,  in 
this  latter  instance,  a  most  remarkable  appearance  ;  there  were  large  cord- 
like, sinuous  lines  running  upwards,  most  of  them  in  the  direction  of  the 
umbilicus.  It  would  not  be  possible  to  arrive  at  any  definite  conclusion  as 
to  the  nature  of  the  enlargement,  either  from  the  condition  of  the  veins,  or 
from  the  condition  of  the  lymphatics  covering  the  surface. 

There  is  fl^ictuation  both  in  ascites  and  in  ovarian  dropsy.  In  ovarian 
dropsy  it  is  often  very  indistinct,  and  where  the  abdomen  is  distended  by 
two  or  more  large  cysts,  it  is  unequal  at  difi'erent  parts  of  the  abdominal 
surface.  This  inequality  is  of  course  not  noticed  in  ascites.  In  cases  of 
ascites,  fluctuation  is  perceived  equally  well,  whatever  may  be  the  points 
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between  which  it  is  sought  for.  If,  however,  there  be  one  very  large  cyst, 
the  same  equality  is  observed  in  cases  of  ovarian  dropsy.  In  both  cases,  the 
degree  of  facility  of  perception  of  this  sign  varies  extremely,  tliis  being 
dependent  on  the  degree  of  distension  present. 

JRemlts  of  percutmion.  —In  cases  of  ovarian  disease  there  is  a  dull  sound 
on  percussion,  which  may,  if  the  cyst  be  large  enough,  extend  up  to  the 
ensiform  cartilage,  while  there  is  a  clear  sound  on  percussion  in  the  flanks, 
where  the  intestines  are  situated.  In  ascites,  on  the  other  hand,  the  intestines 
float  on  the  surface  of  the  liquid,  and  over  the  epigastric  region  there  is  a 
clear  intestinal  note  on  j)ercussion,  while  in  the  flanks  there  is  dulness  on 
percussion.  The  only  exception  to  this  latter  statement  is  when  the  stomach 
and  intestines  happen  to  be  glued  down,  and  prevented  rising  and  so  floating 
on  the  ascitic  fluid,  by  presence  of  adhesions.  When  the  ovarian  tumour  is 
associated  with  ascites,  there  may  be  dulness  above  in  the  epigastric  region, 
and  in  the  flanks  also. 


Fig.  206.' 


The  test  as  regards  dulness  or  clearness  on  percussion  m  the  flanks  is  not 
an  absolute  one  ;  for  there  is  nothing  to  prevent  what  I  have  two  or  three 
times  witnessed,  viz.  the  occurrence  of  gaseous  distension  and  enlargement 
of  the  ascending  or  descending  colon  ;  and  supposing  such  distension  to  be 
present  in  conjunction  with  ascites,  there  would  be  a  clear  note  on  percussion 
in  the  flanks. 

Another  distinctive  mark  between  ascitic  distension  and  that  due  t< 
ovarian  disease  is  the  result  of  percussion  practised  over  the  abdomen  it 
different  positions  of  the  ijatient.  In  ovarian  cystic  disease,  the  result  of  tin 
percussion  is  the  same  whether  the  patient  be  lying  on  the  back  or  on  tin 
side  ;  but  in  ascites  the  fluid  is  generally  at  liberty  to  fall  by  the  force  o 
gravity  according  as  the  body  is  placed,  and  a  particular  part  of  the  abdomin 

•  Fig.  206  (from  Bright)  shows  the  geneml  aspect  of  the  abdomen  in  a  caseo 
great  distension  from  ovarian  drops3^ 
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surface  might  be  clear  and  resonant  on  percussion  with  the  body  in  one 
position,  and  dull  when  it  is  placed  in  another.  ,    •  w 

The  previous  history  of  the  case  generally  offers  almost  cone  usive  data 
if  ric^orously  scrutinised.  The  fact  that  the  abdominal  enlargement  began  from 
below,  on  one  side,  and  with  a  circumscribed  actual  perceptible  tumour,  points 
to  ovarian  disease  ;  the  absence  of  such  a  history  would  be  m  favour  of  ascites. 
The  '  one-sided  '  origin  of  the  tumour  is  not,  however,  so  often  to  be  made 
available  as  is  usually  stated.    In  such  cases,  as  observed  by  the  late  Dr. 
Bright,  '  the  growth  of  this  tumour  is,  on  some  occasions,  so  unperceived, 
that,  though  it  may  have  originated  on  one  side,  it  has  already  risen  into  the 
pubic,  and  even  the  umbilical  region  ;  and  when  the  medical  man  is  first 
consulted,  its  lateral  origin  is  with  difficulty  ascertained.    At  other  times 
the  enlargement  is  at  first  slow,  and  after  some  indefinite  period  the  increase 
takes  place  suddenly,  so  that  in  a  few  months  the  whole  abdomen  presents  to 
a  common  observer  the  size  and  appearance  of  pregnancy  far  advanced.'  ^ 

Fig.  207.- 


Again,  as  regards  the  history,  in  ovarian  disease  the  enlargement  is  more 
often  chronic— slower  in  progress  than  is  the  case  in  ascites  ;  it  is,  in  the 
case  of  ascites,  attended  with  greater  disturbance  of  the  general  health,  and, 
in  the  latter  case,  there  are  generally  to  be  detected  signs  of  serious  organic 
disease  of  the  heart,  of  the  lungs,  of  the  liver,  or  of  the  kidneys.  Moreover, 
dropsical  effusion  into  the  peritoneal  cavity  is  more  often  than  not  associated 
with  similar  eflTusion  (anasarca)  in  the  lower  extremities.  It  is  in  the  last 
stage  of  ovarian  disease  only — that  is,  of  the  kind  of  ovarian  disease  now 
under  consideration,  and  not  including  cases  of  canceroi<,s  disease  of  ovaries — 
that  anasarca  of  the  lower  extremities  is  noticed.  The  dyspnoja  produced  by 


'  Clinical  Memoirs  on  Abdominal  Tumours,  New  Sydenham  Society's  ed.,  p.  63. 
Fig.  207  (from  Bright's  work),  jrt/;t  «Y., represents  a  large  ovarian  tumour,  the 
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large  distension  of  the  abdomen  in  ovarian  disease  is  generally  much  less 
considerable  than  that  attendant  on  ascitic  effusion,  because  in  the  latter  case 
the  dysiDncea  is  often  of  organic,  not  mechanical  origin. 

Diagnosis  of  ascites  from  ascites  with  a  tumour. — Now  and  then  a  tumour 
is  present  in  the  abdomen  associated  with  ascitic  fluid,  so  considerable  in 
quantity,  that  the  presence  of  the  tumour  is  not  discoverable,  or,  at  all 
events,  readily  so.  Kiwisch  alludes  to  a  case  of  ascites  associated  with 
pregnancy,  where  the  oj)eration  of  paracentesis  was  performed,  and  the 
trochar  passed  into  a  gravid  uterus.  Other  instances  are  mentioned  in 
Montgomery's  work.  Recorded  experience  shows  that  the  question  is  not 
easy  of  solution  in  many  cases.  Examination  of  the  uterus  from  the  vagina, 
examination  of  the  state  of  the  breasts,  a  careful  scrutiny  of  the  circumstances 
preceding  and  attending  the  enlargement,  become  necessary.  Pregnancy 
may  be,  as  is  evident  from  many  recorded  facts,  very  easily  overlooked  unless 
inquired  after.  Thus,  a  patient  the  subject  of  ascites,  becoming  pregnant, 
would  naturally  connect  the  increasing  size  of  the  abdomen  with  increase  in 
her  previous  disorder  ;  while  the  absence  of  menstruation  might  be  set 
down  by  the  medical  attendant  to  the  same  circumstance. 

In  cases  of  pregnancy  combined  with  ascites,  there  is  often  present  a 
dropsical  condition  of  the  lower  extremities.  In  advanced  cases  of  ascites, 
anasarca  of  the  lower  extremities  is,  as  is  well  known,  frequently  present, 
and  the  case  might  be  not  unreasonably  looked  upon  (by  one  not  aware  at 
least  of  the  possibility  of  the  existence  of  pregnancy)  as  one  of  ascites  simply. 
Dr.  Montgomery  relates  a  case  where  the  abdominal  parietes  were  so  exceed- 
ingly tense,  and  the  quantity  of  interposed  water  so  considerable,  that  the 
outline  of  the  uterus  could  not  be  detected,  nor  the  fcjetal  movements  felt, 
although  the  patient  was  seven  months  pregnant. '  It  is  very  important  to 
recollect,  in  all  cases  where  the  woman  is  in  a  state  for  having  children,  and 
has  an  enlarged  abdomen,  that  it  is  not  suflicient  at  some  previous  period  to 
have  established  the  diagnosis  of  ascites.  The  diagnosis  must  be  made  afresh 
from  time  to  time,  and  the  state  of  the  abdomen  must  undergo  regular  investi- 
gation ;  and  this  is  more  especially  necessary  if  any  operative  measures,  such  as 
tapping,  be  contemplated.  The  observer  should  always  make  it  a  practice 
before  going  further  to  demonstrate  to  himself  that  the  patient  is  not  pregnant. 

Ascites  may  be  associated  with  other  tumours.  One  of  the  most  common 
cases  is  perhaps  that  in  which  there  is  an  ovarian  tumour  together  with  ascites. 
Usually  the  distension  is  not  so  great  as  to  prevent  recognition  of  the  tumour. 
Still  it  may  be  so.  This  association  of  ascites  and  ovarian  tumour  is  more 
generally  observed  in  cases  where  the  ovarian  tumour  is  of  a  malignant 
character  than  where  simple  cystic  disease  is  present. 

Mesenteric  ttimour  may  be  associated  with  ascites,  and  may  be  so  situated 
that  it  closely  simulates  an  ovarian  tumour.  In  such  a  case,  as  I  have  myself 
had  practical  proof,  an  exploratory  incision  into  the  abdomen  may  be  the  only 
means  for  deciding  the  nature  of  the  case. 

In  an  advanced  stage  of  the  disease,  ascites,  combined  with  hydatid 
disease  of  the  liver  and  peHtoneal  cavity,  may  give  rise  to  great  distension  of 
the  abdomen.  The  history  of  such  a  case,  but  chiefly  the  presence  of  great 
enlargement  of  the  liver,  would  point  to  the  true  conclusion,  or,  at  all  events, 
would  afl'ord  indications  suflicient  to  negative  the  idea  that  the  enlargement 
of  the  abdomen  was  due  to  disease  of  any  of  the  generative  organs.  Where 

>  Ojf.  cit.  pp.  139,  149,  162. 
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a  tumour  is  recognisable,  the  difficulty  in  diagnosis  is  necessarily  not  so  great 
as  in  the  case  above  supposed. 

Lastly,  respecting  the  diagnosis  of  these  cases  of  extreme  distension  of 
the  abdomen,  where  a  tumour  is  suspected  to  be  present,  together  with 
ascitic  effusion,  the  operation  of  tapping  renders  it  easy  to  substantiate  the 
presence  or  absence  of  such  tumour.  And,  in  some  cases  of  ovarian  dropsy 
associated  with  ascites,  a  preliminary  operation  of  this  kind  is  necessary  to 
enable  ns  more  nearly  and  more  conveniently  to  ascertain  the  size,  position, 
and  relations  of  tlie  tumour. 

Some  rare  conditions  capable  of  simulating  ascites  or  ovarian  dropsij. — One 
of  the  conditions  in  question  is  extreme  distension  of  the  bladder  from  pro- 
longed retention  of  urine.  A  case  will  be  found  mentioned  by  Dr.  Gooch,' 
in  which  retention  of  urine  was  associated  with  pregnancy,  the  distended 
bladder  assuming  a  flattened  form,  owing  to  the  resistance  of  the  gravid 
uterus  behind  it ;  there  was  fluctuation,  and  the  case  was,  in  fact,  assumed  to 
be  one  of  '  dropsy.'  The  case  was  originally  related  by  Dr.  Lowder,  who 
stated  that  paracentesis  was  performed,  that  the  trochar  passed  through  the 
bladder,  tlu-ough  the  wall  of  the  uterus,  and  even  into  the  head  of  the  child. 
Here  the  mistake  probably  arose  from  the  presence  of  fluctuation  over  a 
considerable  surface  ;  but  if  percussion  had  been  practised  near  the  lumbar 
regions  of  the  abdomen,  or  even  the  suspicion  of  pregnancy  had  crossed  the 
mind  of  the  observer,  the  mistake  might  probably  have  been  avoided. 

In  some  very  rare  cases,  extreme  distension  of  the  uterus  by  Jiuid,  asso- 
ciated or  not  vnth  pregnancy,  has  simulated  ascites. 

Cystic  disease  of  the  abdomen,  not  of  ovarian  character. — In  some  rare  cases, 
larsce  cystic  growths  (of  the  broad  ligament)  have  been  met  with  simulating 
ovarian  dropsy.  It  is  just  within  the  limits  of  possibility  that  such  a  case 
might,  the  cyst  being  of  large  size,  resemble  one  of  ascites. 


Gaseous  Distension. 

When  the  greater  part  of  the  abdominal  surface  is  tympanitic,  the  disten- 
sion in  question  generally  proceeds  from  the  presence  of  gas  in  the  intestines,  in 
the  stomach,  or  both.  This  form  of  tympanitis  is  witnessed  in  the  advanced 
stage  of  fevers  of  various  kinds,  in  puerperal  fever,  and  under  other  cir- 
cumstances. The  comparatively  sudden  occurrence  of  the  enlargement,  the 
perfectly  normal  state  of  the  abdomen  previously,  and  the  results  of  physical 
examination  generally,  render  the  diagnosis  a  matter  of  no  difficulty. 


Cases  simulating  Presence  of  a  Tumour. 

Cases  of  this  kind  will  be  found  recorded  in  the  work  of  Dr.  Montgomery. 
One  of  the  most  extraordinary  was  the  case  of  a  woman  who,  in  the  year 
1828,  was  operated  upon  in  Berlin,  under  the  idea  that  the  case  was  one  of 
extra-uterine  pregnancy  :  on  cutting  into  the  abdomen  no  tumour  and  no 
enlargement  of  any  viscus  was  detected.  The  abdomen  has  been  opened 
with  the  intention  of  removing  ovarian  tumours,  no  tumour  of  any  kind 
being  discoverable.  And  the  case  is  very  far  from  uncommon  in  which  women 
are  supposed  to  be  pregnant,  and  to  have  a  tumour  in  the  abdomen  when 
the  event  completely  falsifies  the  diagnosis.  In  many  cases,  where  such  mis- 
'  Quoted  also  by  Montgomery,  oj).  dt.  p.  324. 
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takes  have  been  made,  it  is  easy  to  see  that  suflicient  care  was  not  taken  in 
substantiating  the  presence  of  a  tumour,  in  defining  its  limits,  etc.  ;  but  in 
some  instances  the  appearances  present  were  evidently  calculated  to  mislead. 

So-called  'phantom'  tumours. — The  cases  which  present  most  difficulty  are 
those  in  which  an  abdominal  tumour  is  simulated,  in  hysterical  women,  the 
abdominal  muscles  being  contracted  in  such  a  manner  as  to  give  the  impres- 
sion of  a  tumour  to  the  hand  of  the  observer.  The  tumour  has  this  peculi- 
arity :  'If,'  as  Dr.  Montgomery  remarks,  '  the  patient  can  be  made  to  forget 
that  she  is  under  examination,  by  completely  diverting  her  attention,  as  by 
keeping  her  in  conversation  on  some  subject  unconnected  with  her  own  case 
or  state,  while,  at  the  same  time,  the  hand  is  kept  pretty  firmly  pressed  on 
the  abdomen,  the  tension  gradually  relaxes,  the  size  diminishes,  and  all 
sensation  of  a  tumour  is  lost.'  ^  Change  of  position  may  succeed  in  pro- 
ducing this  disappearance  of  the  tumour  ;  but  the  reality  of  the  tumour 
is  most  completely  tested  under  the  influence  of  an  anasthetic.  The  hand 
is  then  allowed  to  sink  inwards  at  the  point  where  previously  the  tumour 
appeared  to  be  situated.  When  the  abdomen  is  covered  with  an  undue 
quantity  of  fat— a  condition  often  also  associated  with  presence  of  fat  in  the 
omentum — the  diflaculty  the  observer  experiences  in  satisfying  himself  that 
no  tumour  is  actually  present  becomes  more  considerable  ;  and  artherisation 
may,  in  such  cases,  be  quite  essential  to  the  making  of  the  diagnosis.  It  is 
not  absolutely  certain  how  the  deceptive  apj)e&rances  of  a  tumour  are 
actually  produced,  but  it  is  probable  that,  in  most  cases,  they  are  due  to 
jjartial  contractions  of  the  recti  abdominis  muscles,  a  particular  segment  of 
the  muscles  being  in  a  state  of  chronic  contraction,  and  forming  a  rounded 
mass  under  the  hand. 

Having  cleared  up  any  doubt  as  to  whether  there  be  actually  a  tumour 
present  or  not,  the  further  steps  to  be  taken  will  now  be  considered. 

It  will  be  found  convenient  for  purposes  of  diagnosis  to  begin  with  deter- 
mining, by  physical  examination  of  the  tumour,  under  which  of  the  following 
heads  it  should  be  placed  ;  and,  this  elementary  diagnosis  having  been  made, 
to  pursue  further  inquiries  in  the  direction  thus  necessarily  indicated  :  (a) 
The  tumour  proceeds  from,  or  is  connected  with,  the  pelvic  cavity;  (b)  The 
tumour  is  not  connected  with,  or  distinctly  traceable  into,  the  pelvic  cavity. 

(a)  Tumours  which  aee  tracfable,  or  may  appear  to  be  traceable, 

INTO  THE  Pelvis. 

Enlargement  of  the  uteius,  from  pregnancy,  fibrous  tumour,  etc. 

Ovarian  cystic  disease  or  tumour. 

Peri-uterine  hfsematocele. 

Distension  of  the  urinary  bladder. 

Pelvic  cellulitis  and  abscess. 

Fsecal  tumour. 

The  more  uncommon  causes  are — 

Enlargement  and  distension  of  Fallopian  tube. 
Extra-uterine  pregnancy  (usually). 
Sub-peritoneal  cysts. 
Cysts  or  solid  tumours  in  omentum. 

'  Oj?.  cit.  p.  398. 
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Fibrous,  cancerous, .  or  osseous  growths  from  pelvic  bones. 
Hydatid  tumour. 

Enlargement  of  spleen  (when  the  spleen  is  so  enlarged  as  to  extend  into 

the  pelvis). 
Cancer  of  peritoneum. 

Cysts  or  tumours  connected  with  the  kidneys. 
Distension  of  ureter. 
Enlargement  of  liver. 

Retained  encysted  ftetus— which  may  also  come  under  the  next  he.ad  (b). 
Gyats  of  the  broad  ligament  (Wolffian  cysts). 

(b)  Tumours  not  traceable,  necessarily  so  at  least,  into 

THE  Pelvis. 

Disease  of  the  liver,  giving  rise  to  enlargement  of  the  organ,  hydatid 

tumour,  etc. 
Enlargement  of  the  spleen. 
Hydatid  tumours  in  cavity  of  abdomen. 
Faecal  tumour. 

Fibrous  tumour  of  the  uterus,  pedunculated. 
Cancer  of  peritoneum. 
Fat  in  omentum. 
Enlargement,  etc.,  of  kidneys. 
Movable  kidney. 

It  will  generally  be  found  comparatively  easy  to  determine  the  series  to 
which  the  tumour  before  us  belongs.  Commencing  at  the  most  prominent 
part  of  the  tumour,  and  pressing  gently  but  firmly  through  the  abdominal 
parietes  on  its  surface,  the  continuity  of  the  surface  in  question  is  to  be 
traced  in  all  directions,  and  the  limits  of  the  same  accurately  made  out. 
Thus,  a  tumour,  the  most  prominent  part  of  which  is  just  above  the 
umbilicus,  may  be  traced  upwards  from  that  point  to  the  margin  of  the  ribs 
on  the  right  side,  being  at  that  point  not  separable  from  the  liver  ;  while,  on 
endeavouring  to  trace  it  downwards,  it  may  be  found  to  cease  abruptly  at 
the  umbilicus,  or  a  little  below  it.  Such  a  tumour  would  belong  to  the 
second  of  the  above  series.  The  fact  that  the  tumour  ceases  at  the  point 
indicated  may  be  made  out  simply  by  palpation,  the  abdominal  wall  being 
lax  or  thin  ;  but  palpation  alone  may  not  be  sufficient  to  establish  this 
wlien  the  opposite  state  of  things  prevails,  and  percussion  is  then  of  service. 
Thus — to  take  again  the  above  illustration — the  tumour  being  hard,  firm, 
and  dull  on  percussion  superiorly,  the  fact  that  at  a  particular  point  this 
dulness  is  exchanged  for  a  tympanitic  note,  this  tympanitic  note  being  iden- 
tical with  that  obtained  over  the  lower  part  of  the  abdomen  generally,  would 
lead  to  the  desired  conclusion  as  to  the  lower  limit  of  the  tumour.  Aaain, 
in  the  case  of  a  tumour  presenting  the  fluctuation  sign,  the  limit  of  the 
fluctuation  would  of  course  indicate  the  limit  of  the  tumour  ;  it  would  be 
necessary  to  recollect  that,  in  the  case  of  a  tumour  of  a  composite  character, 
fluctuation  might  cease  at  a  particular  point  without  this  necessarily  indi- 
cating that  this  point  was  the  boundary  of  the  tumour.  And  with  reference 
to  th3  particular  sign,  fluctuation,  there  is  this  general  caution  to  be  given— 
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that  it  by  no  means  follows,  because  a  tumour  contains  fluid,  that  fluctuation 
should  be  perceivable  :  when  the  walls  of  the  cavity  containing  the  fluid  are 
very  tjghtly  stretched,  fluctuation  may  be  entirely  absent.  Lastly,  in  de- 
ternunmg  whether  the  tumour  proceeds  or  not  from  the  pelvis,  the  history 
of  the  case  may  give  important  information.  This  information,  however,  is 
very  often  found  to  be  either  wanting,  or  so  devoid  of  accuracy  as  to'  be 
practically  worthless. 


Tumours  more  rarely  met  with, 

(a)  Traceable  into  the  pelvis. 

Enlanjement  of  the  liver.— In  a  case  of  this  kind,  careful  examination 
shows  a  perfect  continuity  of  the  tumour  with  the  liver  above.  The  tumour 
is  hard,  resistant.  The  history  of  the  case  is  agreeable  with  the  theory  that 
the  tumour  originated  in  the  liver.  But  although  simple  enlargement  to  a 
considerable  extent  is  rare,  cases  are  not  so  uncommon  in  which  a  tumour 
growing  from  the  liver  extends  downwards  even  as  far  as  the  pelvis,  or  which 
is,  at  all  events,  apparently  continuous  with  tumours  which  do  so  extend 
into  the  pelvis  (see  next  paragraph). 

Hydatid  disease  of  the  liver  may  give  rise  to  a  tumour  extending  from  the 
liver  into  the  pelvis,  and  the  abdomen  may  become  enormously  distended 
by  the  parasitic  growth  in  question.    In  a  very  remarkable  case  related  by 
Dr.  Bright,^  the  hydatids  formed  'round,  well-defined  elastic  tumours'  all 
over  the  abdomen,  and  in  places  forming  elevations  visible  to  the  eye.  The 
patient's  age  was  14,    The  hydatids  were  first  develoijed  in  connection  with 
the  liver.    The  first  sign  of  disease  was  the  feeling  a  hard  lump  in  the 
right  side  below  the  false  ribs.     The  disease  rapidly  progressed,  general 
emaciation  and  constantly  increasing  abdominal  enlargement  being  the  chief 
symptoms.    There  Avas  dulness  on  percussion  all  over  the  abdomen,  except 
at  one  part,  just  to  the.  left  of  the  umbilicus.    It  would  seem  diflicult  to 
avoid  recognising  the  nature  of  an  abdominal  enlargement  due  to  this  cause  ; 
an  ovarian  tumour  reaching  to  the  liver,  and  presenting  rounded  projections 
due  to  the  contained  cysts,  might  be  possibly  mistaken  for  it  by  an  inex- 
perienced observer.    But  an  ovarian  tumour  growing  to  such  a  size  as  tliis 
would  generally  have  a  history  essentially  different.    The  ovarian  tumour 
would  have  grown  from  below  upwards,  and  at  some  previous  time  would 
have  been  limited  to  the  lower  part  of  the  abdomen.    This  distmction  may 
fail  in  some  cases.    The  physical  characters  of  an  ovarian  tumour  (jf  this 
magnitude  will  be  given  further  on.    Here  also  may  be  mentioned  an  inter- 
esting case  related  by  Dr.  Bright,  in  which  the  tumour  present  was  due  to 
hydatids,  but  closely  simulated  an  ovarian  tumour.    The  woman  was  54 
years  old,  and  presented  an  enlargement  of  the  abdomen,  dating  from  nine 
or  ten  years  previously,  but  only  very  obviously  noticed  for  three  years. 
The  abdomen  '  was  greatly  enlarged  ;  the  upper  two-thirds  occupied  by  an 
irregular  tumour,  indistinctly  fluctuating,  and,  in  various  parts,  somewhat 
tender  on  pressure  ;  the  lower  part  of  the  abdomen  Avas  also  occupied  by  a 
fluctuating  tumour,  apparently  a  large  cyst  arising  from  the  j)elvis.  The 
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intervening  space  was  soft,  and  was  the  only  part  which  gave  a  clear  or 
tympanitic  sound  on  percussion.'  A  drawing  accompanies  the  description  of 
tlie  case.  'From  its  peculiar  and  irregidar  form/  Dr.  Bright  concluded 
'  that  it  consisted  either  of  hydatids  extensively  distributed,  or  was  an  ovarian 
tumour;  and  if  the  latter— which,  from  its  very  singular  form,  and  more 
particularly  from  the  existence  of  the  upper  portion  so  separated  from  the 
lower,  I  could  scarcely  believe— I  supposed  that  it  must  be  one  of  those 
complex  and  malignant  forms  of  disease.  .  .  ^  The  case  turned  out  to  be 
one  of  hydatids.  There  were  two  large  cysts,  one  above  and  one  below,  the 
upper  one  incorporated  with  the  liver,  and  between  and  in  front  of  the  two 
was  stretched  the  transverse  colon.  In  a  case  under  my  observation  in 
University  College  Hospital,  first  under  my  own  care  and  then  under  Sir 
William  Jenner,  considerable  doubts  as  to  its  nature  were  dissipated  by  an 
exploratoiy  puncture.  It  was  an  enchondromatous  tumour  of  very  great 
size.  A  noticeable  feature  in  this  instance  was  the  growth  of  a  portion  of 
the  tumour  backwards  towards  the  loin,  a  position  which,  it  may  be  perhaps 
stated,  is  never  taken  by  an  ovarian  tumour.  Cases  of  this  kind  are  ex- 
tremely rare. 

Gaticerous  disease  of  the  abdominal  viscera,  above  the  pelvis,  may  give  rise 
to  a  tumour  which  is  found  to  extend  downwards  as  far  as  the  pelvis. 
Practically,  however,  such  a  tumour  can  hardly  be  confounded  with  any  of 
the  tumours  with  which  we  are  more  particularly  concerned.  In  cancer  of 
the  kidney  the  lower  margin  of  the  tumour  would,  even  in  extreme  cases,  be 
felt  above  the  brim  of  the  pelvis,  unless  distension  of  the  abdomen  from 
ascites  prevented  it.  '  Colloid  cancer  of  the  omenttorn,'  says  Dr.  Walshe, 
'  spreading  like  a  sort  of  apron  in  front  of  the  intestines,  gives  rise  to  dull 
percussion  sound  in  proportion  to  its  extent."^  This  is  a  very  rare  disease. 
Cancer  of  the  post-peritoneal  cellular  tissue,  also  a  very  rare  affection,  may  give 
rise  to  a  tumour  slow  in  growth,  and  which  may,  moreover,  grow  downwards 
into  the  pelvis.  ^  The  presence  of  nodules  of  a  cancellous  nature,  j)erceivable 
in  the  abdominal  walls  externally,  is  an  important  diagnostic  sign,  although 
it  is  one  not  by  any  means  always  observed. 

Enlargement  of  the  sple&n,  the  organ  attaining  such  a  size  as  to  extend 
into  the  pelvis — an  occurrence  which  must  be  very  rare— could  hardly  be 
mistaken  for  an  ovarian  or  uterine  tumour,  if  the  smallest  pains  were  taken 
in  investigating  the  history  of  the  case. 

Cysts  or  tttmotors  connected  ivith  the  kidneys. — A  case  is  detailed  by  Dr 
Bright,  in  which  a  large  cyst  containing  puriform  matter,  and  connected 
with  the  left  kidney,  simulated  disease  of  the  ovary.  The  patient  was 
married,  set.  34.  '  For  about  tliree  years  she  had  a  tumour  on  the  left  side 
of  the  abdomen  ;  the  exact  situation  of  the  part  at  which  it  commenced  is 
not  ascertained,  but  it  appeared  to  have  been  sufficiently  low  down  to  have 
excited  a  suspicion  that  it  depended  on  the  ovary.'  After  death,  '  a  large 
but  soft  tumour  was  seen  occupying  the  greater  part  of  the  left  lumbar  and 
iliac  regions.'  It  was  an  enlargement  of  the  kidney,  and  had,  when  cut  into 
the  appearance  of  a  membranous  cyst,  the  walls  of  which  were  an  eii'hth  of 
an  inch  thick.    It  contained  dirty,  discoloured,  watery  pus.  '    I  saw,  some 

'  0/j.  cit.  p.  13  2  ihid.  p  310. 

»  Ibid.  p.  311  .  4  ^y^,        p  223. 
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time  since,  with  Mr.  Scott,  a  case  of  very  considerahle  abdominal  enlarge- 
ment simulating  multilocular  ovarian  disease,  which  proved  to  be  one  of 
cystic  disease  of  the  kidney. 

Mr.  Spencer  Wells, '  in  a  pamphlet  '  On  the  Diagnosis  of  Renal  from 
Ovarian  Cysts  and  Tumours,'  has  described  cases  illustrative  of  this  im- 
portant subject,  with  conclusions  based  thereon.  In  one  of  the  cases  a  cystic 
degeneration  of  the  left  kidney  was  taken  to  be  a  cyst  of  the  left  ovary.  It 
was  very  large,  occupied  the  whole  left  side  of  the  abdomen,  and  had  been 
previously  tapped,  and  a  quantity  of  dark  discoloured  fluid,  like  pea-soup, 
removed.  The  whole  aspect  of  the  case  much  resembled  that  of  ovarian 
disease,  but  a  cord  passed  over  the  middle  of  the  tumour,  which  was  found 
to  be  the  descending  colon.  Mr.  Wells  gives  another  case  of  soft  cancer  of 
the  right  kidney  in  a  girl  four  years  old,  which  had  been  supposed  to  be 
ovarian,  but  which  was  rightly  diagnosticated.  Also  a  case  of  pyonephrosis 
of  the  right  kidney,  due  to  impaction  of  calculi  in  the  ureter,  which  was 
relieved  by  an  abdominal  tapping.  Regarding  the  diagnostic  data  in  such 
cases,  Mr.  Wells  points  out  that  ovarian  tumours  are  generally  in  front  of 
the  intestines,  renal  ones  behind  them,  but  this  rule  is  open  to  exceptions  ; 
that  discovery  of  intestine  in  front  of  a  doubtful  tumour  should  induce  ex- 
amination of  the  urine,  blood,  pus,  or  albumen  being  generally  detected  in 
renal  disease  ;  that  the  intestine  may  not  be  recognised  as  such  unless  care 
be  exercised  ;  that  fluid  discharged  from  a  doubtful  cyst  should  be  carefully 
examined  for  ordinary  products  ;  that  the  renal  disease  grows  downwards, 
the  ovarian  upwards  ;  that  it  is  only  a  very  small  ovarian  tumour  with  a 
long  pedicle  which  could  be  mistaken  for  a  floating  or  movable  kidney. 

In  cases  of  distension  of  the  ureter,  a  tumour  may  be  detected  on  one  side 
near  the  vertebral  column,  but  it  does  not  aj^pear  that  such  a  tumour  has 
ever  been  confounded  with  tumour  of  pelvic  origin  :  ordinarily  the  cu'cum- 
stances  are  such  that  tumours  connected  with  the  kidneys  or  ureters  are  not 
confounded  with  those  origmating  in  the  pelvis. 

S'uh-pentoneal  cystic  tumour. — A  very  rare  and  excej^tional  case  is  that 
in  which  cysts  situated  externally  to  the  peritoneum  grow  and  form  tumours 
capable  of  simulating  ovarian  cysts.  Such  a  case  is  alluded  to  by  Kiwisch.^ 
The  tumour  formed  gradually,  attained  a  large  size,  was  repeatedly  tapped, 
and  large  quantities  of  fluid  evacuated.  The  patient's  age  was  20.  And  the 
tumour  first  appeared  after  suppression  of  menstruation,  the  suppression 
occurring  very  soon  after  menstruation  had  begun.  After  death,  three  large 
tumours— one  composed  of  a  large  cyst,  and  the  two  others  of  cysts  together 
with  fibrous  tissue — were  found  behind  the  peritoneal  membrane,  occupying 
the  lumbar  and  hypochondriac  regions,  and  extending  down  into  the  pelvis. 

Somewhat  analogous  to  this  is  a  case  reported  by  Mr.  Safibrd  Lee.^  in 
which  a  large  tumour  of  the  abdomen  had  existed  for  twenty-five  years.  It 
at  last  completely  filled  the  abdomen  and  killed  the  patient.  It  was  found 
to  have  commenced  on  the  left  side,  just  under  the  pancreas,  but  below  the 
peritoneum,  so  that  it  rested  on  the  posterior  walling  of  the  abdomen.  A 
narrow  pedicle,  six  inches  long,  of  the  size  of  a  quill,  connected  it  with  the 

»  Dvhl  Quart.  Med.  Jmmi.  Feb.  1867. 

2  Klin.  Vortr.  bd.  ii.  (by  Scanzoni),  p.  327. 

»  U)i  Tumonrs  of  the  Utervs,  etc.  p.  124. 
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uterus.  It  was  filled  with  turbid  fluid,  balls  of  fat  and  hair,  calcareous 
matter,  and  a  mass  containing  teeth  and  bones,  strongly  resembling  an  im- 
perfect fcetus.    This  appears  to  have  been  a  case  of  '  included  fcetus.' 

(>,s7,s'  of  omentum.— Mr.  Saftbrd  Lee  reports  a  case  which  was  under  the 
care  of  Dr.  A.  T.  Thompson.  The  patient  had  been  tapped  forty-eight 
times.  The  tumour  began  on  the  right  side  of  the  abdomen.  After  death 
it  was  found  to  have  originated  in  the  omentum  close  by  the  pancreas,  and 
was  attached  by  a  long  thin  portion  to  the  uterus,  but  was  entirely  uncon- 
nected with  the  ovaries.  At  the  upper  part  of  the  abdominal  cavity,  attached 
to  the  peritoneal  surface,  were  a  number  of  well-defined  cysts  containing  a 
clear  fluid. ' 

Retained  encysted  fcetus. — In  some  very  uncommon  cases,  the  foetus, 
the  product  of  an  extra-uterine  pregnancy,  dies,  having  attained  a  certain 
stage  of  maturity,  and  remains,  enclosed  in  a  kind  of  cyst,  in  the  abdomen 
of  the  mother,  for  a  time  which  varies  from  a  few  weeks  to  many  years. 
The  history  of  these  cases  is  necessarily  peculiar  and  characteristic.  The 
woman  states  that  at  a  certain  time  she  was  pregnant,  that  the  symptoms  of 
pregnancy  advanced  pretty  regularly,  that  at  the  time  pregnancy  should 
have  terminated  pains  set  in,  and  these,  after  lasting  a  certain  time,  went 
off,  no  delivery  having  occurred,  and  that  the  tumour  which  is  felt  through 
the  a])dominal  walls  dates  from  the  j^eriod  in  question.  Presence  of  such 
a  tumour  is  not  incompatible  with  further  pregnancy  and  healthy  delivery, 
instances  being  kno^vn  of  women  bearing  mature  and  healthy  children,  the 
mummified  body  of  the  extra-uterine  foetus  still  remaining  within  the  abdo- 
men. The  tumour  in  these  cases  is  usually  low  doAvn  in  the  pelvis,  or  at  all 
events  partially  so,  and  it  is  usually  recognisable  by  vaginal  examination. 

Fibrous,  cancerous,  w  osseous  tumo^irs,  (/rowing  from  the  pelvic  hones  in- 
wards,  may  give  rise  to  tumours  perceivable  through  the  abdominal  walls. 
The  firmness  of  these  tumours,  their  want  of  mobility,  and  other  physical 
characters,  render  their  diagnosis  from  other,  more  common,  abdominal  and 
pelvic  tumours  easy.    They  are  excessively  rare. 

Of  the  conditions  which  have  now  been  mentioned — viz.  enlargement  of 
the  liver,  hydatid  disease  of  the  liver,  cancerous  disease  of  the  abdominal 
viscera,  or  in  the  abdominal  walls,  enlargement  of  the  spleen,  cysts,  etc. , 
(  originating  in  the  kidneys  or  uterus,  cystic  tumours  behind  the  periton;^jum 
I  or  in  the  omentum,  retained  encysted  fcetus,  fibrous  or  osseous  growths  from 
the  pelvic  bones — some  are  exceedingly  rare,  others  are  more  common.  One 
distinction  between  these  tumours  and  those  originating  in  the  generative 
organs  is  very  important,  and  one  which  can  generally  be  relied  upon  viz. 
that  when  the  tumour  originates  in  the  generative  organs,  the  vaginal  ex- 
lamination  shows  some  displacement,  or  some  abnormal  condition   of  the 
uterus,  or  is  the  means  of  detecting  a  tumour  in  the  pelvis.    This  neo'ative 
evidence  is  of  great  weight. 

The  tumours  next  to  be  considered  are  met  with  rather  more  frequently 

TumAmrs  of  the  Fallopian  #«6es.— These  conditions  have  been  ah-eady 
alluded  to  (see  p.  082).  When  they  attain  a  certain  size,  they  are  perceivable 
also  by  exannnation  of  the  hypogastric  region  ..f  the  abdomen,  and  even 
when  they  are  of  no  considerable  size,  they  may  be  felt  in  this  position  if 
the  abdommal  walls  be  thin  and  non-resistant.  Tumours  of  the  Fallopian 
'  On  Tuviours  of  the  Uterus,  etc  p  19.3 
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tubes  exceeding  the  sine  of  an  apple  are  rare,  but  it  should  be  known  tliat 
they  mai/  attain  so  large  a  size  as  to  be  capal)le  of  being  mistaken  for  ovarian 
tumours.  The  tumour  is  generally  elongated  or  pyriform  in  sliape,  an.l 
movable,  and  there  may  be  a  tumour  on  both  sides.  The  position  in  wliiclj 
the  tumour  is  felt  is  just  above  the  groin— behind  and  below  Poupart's  ligu 
ment.  The  history  of  the  progress  of  the  tumour  is  generally  diagnostic,  to 
a  certain  extent,  of  its  nature.  Cases  of  tubal  pregnancy  are  very  rare]\ 
diagnosticated,  inasmuch  as  rupture  of  the  tube  takes  place  before  anythin- 
wrong  is  suspected  ;  and  if  the  pregnancy  proceed  to  a  later  period,  tlie  case 
is  usually  looked  upon  as  one  of  normal  gestation.  There  are  no  physical 
signs  by  which  a  case  of  very  extreme  dropsical  distension  of  one  tube  could 
be  certainly  distinguished  from  an  ovarian  tumour.  In  such  a  case  tl)( 
history  would  probably  throw  some  light  on  the  subject. 

Tumours  more  rarely  met  with. 
(6)  Not  iraceabh  hdo  the  jjelvis. 

It  will  not  be  necessary  to  enter  at  any  length  into  the  consideration  of 
the  diagnosis  of  tumours  in  the  abdomen  not  traceable  into  the  pelvis, 
inasmuch  as  the  subject  is  one  scarcely  commg  within  the  compass  of  the 
present  work.  There  are,  however,  some  tumours  of  the  abdomen  which 
may  not  be  traceable  into  the  j)elvis,  and  yet  have  their  origin  in  the  genera- 
tive organs,  concerning  which  some  mention  is  required. 

Fibrous  t%(,m.ours  of  the  uterus  sometimes  become  pedunculated,  and  the 
pedicle  elongated  to  such  an  extent  that  they  enjoy  great  mobility  and  free- 
dom of  movement.  It  might  be  difficult  to  say  of  such  a  tumour  very 
positively  whether  it  belonged  to  the  uterus  or  to  the  ovary. 

The  fibroid  tumours  of  the  uterus,  when  growing  from  its  peritoneal 
surface,  may  become  detached  from  the  organ,  and  remain  fixed  at  any  part 
of  the  abdominal  parietes.  When  so  fixed  and  sej)arated  from  the  uterus, 
the  diagnosis  of  the  nature  of  such  a  tumour  would  be  necessarily  diflicult. 
It  appears  that  the  ovary  also  may  become  separated  from  its  attachment  by 
twisting  of  or  dragging  on  the  Fallopian  tube,  and  that  it  may  similarly 
become  attached  to  some  other  part  of  the  abdominal  wall.  The  occasional 
occurrence  of  separation  of  fibroid  tumours  or  of  the  ovary,  from  tlu  ir 
normal  attachment,  is  a  circumstance  to  which  attention  has  been  directed 
by  Rokitansky^  and  Turner.'^ 

A  pedunculated  fibroid  tumour  of  the  uterus  might  be  confounded  with 
movable  kidney,  the  rounded  shape  and  the  firm  feel  of  the  tumour  bt  iii:.' 
observable  in  both  cases.  The  diagnosis  of  a  fibroid  tumour,  detached  ;iiul 
transplanted  as  above  pointed  out,  woidd  not  be  easily  made  out. 

Cases  in  which  the  omentum  is  the  seat  of  a  considerable  deposition 
fat  occasionally  create  embarrassment  as  to  their  diagnosis.    It  might  ' 
difficult  to  ascertain  whether  the  tumour  perceivable  was  actually  trace.i  K' 
into  the  pelvis  or  not,  owing  to  the  usually  associated  fatty  condition  of  i  ii^ 
abdominal  parietes  ;  such  tumours  are  most  liable  to  be  confounded  amiIi 
pregnancy,  as  already  pointed  out. 

'  See  Schmidt's  Jahrh.  vol.  ex.  p.  306. 
iLcUn.  Med.  Jom-n.  Feb.  1861,  p.  698. 
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An  exceptional  case  here  requiring  mention  is  the  presence  of  a  tumour 
due  to  an  extra-uterine  fcetation,  and  so  situated  as  to  give  the  idea  that  it  is 
not  traceable  into  the  pelvis. 

A  difficulty  is  more  frequently  experienced  in  determining  whether  the 
tumour  proceeds  from  the  pelvis  or  not  in  cases  where  solid  tumours  of  the 
uterus  or  ovary  are  associated  with  ascites  to  an  extreme  degree.  This  class 
of  cases  has  already  been  alluded  to,  in  speaking  of  the  diagnosis  of  the 
causes  of  considerable  enlargement  of  the  abdomen  with  the  lluctuation  sign 
present. 

Some  cases  of  faical  tumour  may  give  rise  to  difficulty  when  the  tumour 
is  situated  low  down.  The  observations  already  made  on  the  diagnosis  of 
fascal  tumoiu-  here  again  apply. 

Cancerous  or  cystic  disease  of  the  omentum,  forming  a  tumour  of  con- 
siderable size,  may  closely  simulate  tumour  originating  in  the  pelvis. 
Ovariotomy  has  been  attempted  in  some  such  cases.  The  surest  means, 
perhaps,  of  avoiding  similar  errors  of  diagnosis  in  future  is  to  indicate,  as 
has  now  been  done,  the  i)ossibility  of  their  being  committed.  If  ascites  were 
superadded  in  such  a  case,  the  difficulty  would  be  greater.  Attention  to  the 
mode  of  growth  of  the  tumour  would  be  most  likely  to  give  satisfactory 
infoi'mation. 

In  all  cases  where  doubt  exists  as  to  whether  the  tumour  extends  into 
the  pelvis,  the  history  of  the  case  is  of  great  consequence.  It  generally 
happens  that  tumours  of  ovarian  and  uterine  origin  do,  at  some  period  or 
other  of  their  growth,  give  rise  to  what  may  be  termed  pelvic  symi)toms — 
difficulty  in  defaication  or  micturition,  pains  in  the  lower  limbs,  etc.  etc., 
and  absence  of  such  pelvic  syuijDtoms,  therefore,  would  be  against  the  theory 
of  pelvic  origin  of  the  tumour,  though  on  these  grounds  alone  it  would  not 
be  safe  to  come  to  a  conclusion.  We  should,  however,  certainly  hesitate  to 
perform  ovariotomy  in  a  case  where  pelvic  symptoms  had  been  absent  from 
first  to  last,  unless  there  were  very  good  grounds  for  believing  the  tumour 
to  be  ovarian. 


TuaiOURS  TRACEABLE  INTO  THE  PeLVIS,  MOKE  COMMONLV  OBSERVED. 

Pelvic  cellulitis  and  abscess. — A  tumour  rising  np,  sometimes  a  con- 
siderable distance,  above  the  pelvic  brim,  may  be  caused  by  inflammation 
originating  in  the  pelvic  cellular  tissue,  generally  following  labour,  or  abor- 
tion, or  wounds  or  injuries  of  the  pelvic  viscera.    (See  '  Pelvic  Cellulitis.') 

Pei-i-uterine  hcematocele. — The  tumour  arising  from  this  may  present 
features  very  much  like  those  observed  in  pelvic  cellulitis.  The  diagnosis 
bas  been  considered  in  the  chapter  on  '  Peri-uterine  Htematocele.' 

Fcecal  tumo^ir.—A  tumour  due  to  f.-eces  accumulated  at  any  particular 
bart  of  the  intestinal  tract  may  extend  into  the  pelvis  and  simulate  a 
,umour  growing  from  that  part.  A  faecal  tumour  is  known  by  its  irregular 
Jiape,  by  its  doughy  feel ;  it  is  dull  on  percussion  at  one  part,  and  clear  at 
mother  (from  presence  of  flatus)  ;  the  state  of  the  bowels  also  is  peculiar 
rreat  costiveness  being  present ;  and,  moreover,  the  tumour  disappears,  or 
)artially  so,  on  administration  of  purgatives.  Dr.  Walshe  gives  an  im- 
.ortant  caution,  however,  in  reference  to  the  uncertainty  of  such  deduction, 
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viz.  that  occasionally  the  solid  matters  cling  to  the  wall  of  the  bowel 
leaving  a  passage  in  the  ceutro  ;  the  tumour  remains,  and  is  a  faecal  tum.mi' 
while  the  patient  is  passing  daily  Yuimd  stools.' 

The  most  important  of  the  tumours  traceable  into  the  pelvis  remain  foi 
consideration,  and  we  have  now  to  determine  whether  the  tumour  whicli  i 
present  be  due  to 

1.  Enlargement  of  the  uterus,  including  pregnancy,  normal  and  abnorm 
tumours,  etc  ,  of  the  uterus  ; 

2.  Ovarian  tumour  ;  or 

3.  Distension  of  the  bladder. 

The  tumours  of  the  abdomen,  respecting  which  a  diagnosis  is  inos 
frequently  required,  belong  to  this  series,  the  cases  not  so  included  bein 
comparatively  speaking,  very  few  in  number. 

Distension  of  the  bladder.— The  tumour  due  to  this  cause  is  always  (in  un 
complicated  cases)  of  recent  formation,  and  it  dates  back  but  a  short  time 
A  very  instructive  case,  and  one  illustrating  well  the  nature  of  the  dilticulti 
liable  to  be  met  with  in  determining  this  point,  came  under  my  care  som 
years  since. 

A  woman,  set.  46.  married,  mother  of  one  child,  17  years  old,  presented  hersel 
at  the  hospital  with  an  enlargement  of  the  abdomen  of  three  weeks'  duration,  le 
very  cedematous,  the  abdominal  wall  externally  presenting  enlarged  lympliati' 
with  great  puffiness  of  the  skin  covering  the  hypogastric  and  inguinal  regions 
There  was  a  distinct  well-defined  tumour  rising  from  the  pelvis  and  reaching 
three  inches  above  the  umbilicus,  not  tender,  hard,  firm,  not  fluctuating,  givin 
the  impression  at  first  sight  of  being  an  ovarian  cyst.    Vaginal  examination  w 
difficnlt,  owing  to  the  extreme  pain  it  occasioned ;  the  vaginal  walls  were  pro 
truded  in  a  swollen  cedematous  state,  and  in  the  form  of  tumours,  tlu-ough  th 
vulvar  aperture.    The  os  uteri,  however,  was  felt  to  be  high  up  behind  the  pub 
and  a  round,  firmer,  hard  tumour  occupied  the  pelvis  itself.    There  was,  judgin 
from  the  history  of  the  case,  no  evidence  of  pregnancy.    She  stated  that  sh 
passed  water  freely,  and  had  done  so  for  the  last  three  weeks.    The  examinatio 
pe7'  roffinam  was  so  difficult  as  to  be  unsatisfactory  ;  the  jjriitid  facie  view  of  th 
case  was  that  it  was  an  instance  of  rapidly  growing  ovarian  cystic  disease, 
catheter  was  introduced  into  the  bladder.    The  discovery  was  then  made  that 
the  tumour  was  due  to  an  enormously  distended  bladder,  and  nearly  six  ijints  (if 
urine,  slightly,  but  not  greatly,  ofifensive,  were  drawn  off,  the  tumour  above  the 
pubes  entirely  subsiding.    The  further  information  was  then  obtained,  by  exami- 
nation, that  the  uterus  was  enlarged,  that  a  large  fibrous  growth  occupied  i'  r 
posterior  wall  of  this  organ,  that  the  whole  organ  was  retroverted  in  the  peh 
and  that  this  was  the  cause  of  the  retention  of  urine.    The  fibrous  growth 
situated  chiefly  external  to  the  uterine  wall,  and  altogether  the  uterus  was  ab 
the  size  of  the  gravid  uterus  of  between  three  and  four  months.    Further  inqn 
now  elicited  some  interesting  facts  in  the  history  of  the  case,  but  which  had  i  ' 
been  alluded  to  by  the  patient  until  they  were  specially  asked  for.    It  appe.i'  • 
that  three  days  before  the  abdomen  began  to  swell  she  had  slipped  dowusia  - 
over  five  or  six  steps,  and  strained  herself  in  .so  doing,  but  she  took  no  notici 
this,  as  no  immediate  inconvenience  resulted.    There  was  a  little  difficult  \  ■ 
mictiirition,  but  nothing  marked,  and  the  retention  had  been  disguised  by  i 
fact  that  there  had  been  a  more  or  less  constant  overflow.    The  involuntary  im  ■ 

'  Wiilshe,  ojK  fit.  p. 
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turition  was  naturally  enough  misinterpreted  by  the  patient,  and  was  not  men- 
tioned until  specifically  inquired  after.  The  uterus  had  become  retroverted,  the 
tumour  sinking  down  into  the  sacral  concavity,  and  the  pressure  and  dragging  on 
the  neck  of  the  bladder  occasioned  the  retention. 

Tlie  particulars  of  this  case  sufficiently  illustrate  the  nature  of  the 
inquiries,  and  the  mode  of  examination  necessary  to  be  made.  The  case 
just  described  is  somewhat  analogous  to  others  which  have  been  recorded. 
It  might  be  said  j^erhaps  that  the  duration  of  the  tumour  in  the  case  above 
rehited  (<mly  three  weeks)  would  at  once  have  settled  the  question  as  against 
ovarian  disease  ;  but  in  some  cases  it  has  been  found  that  ovarian  disease 
progresses  with  extreme  rapidity.  Kiwisch  says,  '  We  have  seen  a  cyst, 
from  the  size  of  a  fist  to  that  of  a  child's  head,  appear  in  the  course  of 
fourteen  to  twenty-four  days,  accompanied  by  severe  local  and  general 
symptoms."  Further,  in  dealing  with  the  statements  of  patients  as  to  the 
duration  of  a  particular  condition  we  are  always  treading  on  uncertain 
ground.  There  was  nothing,  for  instance,  in  the  above  case  to  prove  that 
the  duration  of  the  hypogastric  tumour  dated  back  from  only  three  weeks 
previous.  It  might  well  have  existed,  although  much  smaller,  for  some 
time  antecedently. 

llie  diaijnosis  between  ovarian  and  uterine  tnmonrs  will  be  considered  at 
length  in  the  chapters  on  '  Diseases  of  the  Ovaries  ;'  a  few  remarks  only  on 
the  subject  will  now  be  made. 

The  diagnosis,  as  made  out  by  an  abdominal  examination,  should  be 
corrected  and  checked,  so  to  speak,  by  a  vaginal  one ;  a  positive  opinion 
should  hardly  ever  be  given  as  to  the  nature  of  any  case,  however  clear  it 
may  appear  to  be,  simply  on  the  results  obtained  by  the  former  method  of 
investigation.  Mistakes,  ludicrous  or  serious,  or  both,  have  not  by  any 
means  unfrequently  followed  neglect  of  this  important  rule. 

Enlargement  of  the  Uterus.    Various  causes,  including  Pregnancy 

The  causes  of  enlargement  or  tumour  of  the  uterus  are  the  following  : — 

Simjile  hypertrophy  of  the  uterus. 

Pregnancy,  normal  and  abnormal. 

Uterine  polypus  and  fibroid  tumour  of  the  uterus. 

Retention  of  the  menstrual  or  other  fluid  in  the  uterine  cavity  (hsemato- 
metra  and  hydrometra). 

Gaseous  distension  of  uterus  (physometra). 
Abscess  of  the  uterus. 
Tubercle  of  the  uterus. 
Carcinoma  of  the  fundus  uteri. 
Fibro-cystic  tumour  of  uterus. 

The  least  common  of  these  pathological  conditions  are  those  which  have 
Ibeen  placed  last  on  the  list.  The  most  common  conditions  met  with,  and 
giving  rise  to  uterine  tumour,  are  ^wegnancy,  fibrous  ttimoxir,  and  fibrous 
polypus  of  the  uterus.  By  far  the  majority  of  tumours  in  the  abdomen,  of 
any  considerable  size,  and  which  are  uterine  in  their  nature,  are  found  to  be 
[constituted  by  the  presence  of  one  of  these  three  conditions  mentioned  ;  and 

'  Translation  by  Clay,  p.  112. 
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in  practice,  therefore,  the  diagnosis  of  these,  one  fronj  the  other,  is  of  the 
most  importance.  Here  it  may  be  mentioned  that  the  diagnosis  of  these 
three  conditions,  one  from  the  other,  is  far  easier  tlian  the  diagnosis  of  ono 
or  each  of  then\  from  certain  tumours  of  the  ovaries,  as  will  be  presently 
shown. 

Distension  of  the  Uterus  by  Fluid. 

The  cases  coming  under  this  head  are  some  of  the  most  important  with 
which  we  have  to  deal,  and  their  diagnosis  possesses  great  interest.  If  the 
distension  be  at  all  considerable,  the  tumour  produced  by  it  is  readily  recog- 
nised above  the  pubes,  and  also  from  the  vagina.  Fluctuation  is  usually 
present  when  the  tumour  is  large,  but  it  is  not  a  sign  the  presence  of  which 
can  be  greatly  depended  upon.  One  form  of  distension  to  which  the  uterus 
is  liable  is  that  produced  by  retention  of  the  menstrual  fluid,  in  young 
women  who  have  never  menstruated.  In  women  who  have  menstruated 
also,  menstrual  retention  may  occur  in  consequence  of  the  os  iiteri  or  the 
vaginal  canal  becoming  occluded,  as  after  parturition,  or  by  the  presence  of 
tumours  in  the  canal  of  the  cervix  uteri.  (See  '  Examination  of  Uterus 
from  Vagina.')  Then  there  are  cases  in  which  purulent  collections  from 
various  causes  take  place  in  the  uterus,  or  in  which  fluid  of  a  more  or  less 
serous  character  is  found  distending  the  organ.  Lastly,  cases  of  pregnannj  ; 
for  although,  normally,  the  amount  of  fluid  in  the  uterus  under  such 
circumstances  does  not  entitle  the  '  enlargement  of  the  uterus  due  to  preg- 
nancy '  to  be  considered  in  this  place,  yet  occasionally  the  quantity  of  fluid 
present  in  the  uterus,  together  with  the  foetus,  is  very  considerable  indcLiI, 
and  it  has  even  been  suflicient  to  obscure  the  diagnosis  of  pregnancy  in  some 
instances. 

The  diagnosis  of  these  various  forms  of  distension  of  the  uterus  is 
generally  to  be  made  out  by  a  careful  consideration  of  the  attending  circum- 
stances and  of  the  history  of  the  case. 

In  cases  where  the  Avoman  is  pregnant,  but  the  quantity  of  liquor  arnuii 
is  very  excessive,  it  is  just  possible  that  on  the  first  view  of  the  case  some 
difliculties  might  present  themselves  in  the. way  of  the  diagnosis.  A  sliglit 
investigation  of  the  history  of  the  case,  its  progress  and  symptoms,  would 
very  shortly  indicate  the  true  explanation  of  the  matter,  and  the  signs  of 
pregnancy  revealed  by  a  vaginal  examination  and  otherwise  would  generally 
be  conclusive  as  to  the  i^resence  of  that  condition.  Cases  of  this  kind  have 
been  occasionally  rendered  additionally  obscure  by  the  presence  of  dropsical 
efl'usion  into  the  cavity  of  the  abdomen. 

Pregnancy. 

The  feel  of  the  tumour  due  to  the  gravid  uterus. — It  is  during  and  after 
fourth  month  that  we  may  be  able  to  feel  the  gravid  uterus  above  the  pube 
Up  to  the  fifth  month  the  tumour  so  felt  is  tolerably  firm,  not  sensitiv 
giving  the  impression  of  a  rounded,  smooth  mass.  After  this  period  t- 
tumour  is  usually  felt  to  be  softer,  this  being  due  to  the  presence  of  flui 
within  it,  and  the  degree  of  softness  will  vary  witli  the  amount  of  tlie  flui 
'I'here  is  often  an  obscure  fluctuation  perceivable.    Soon  after  the  fif 
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niontli  harder  masses  or  uodiilations  may  be  felt  within  the  tumour,  wliich 
gradually  become  more  pronounced  as  it  grows,  these  being  the  limbs  or 
otlier  parts  of  the  body  of  the  foetus  which  may  come  into  contact  with  the 
uterine  wall.  If,  as  occasionally  happens,  the  amount  of  liquor  amnii  is 
veiy  small,  the  uterine  tumour  is  felt  to  be  everywhere  hard  and  more 
resistant,  but  the  elevations  and  depressions  corresponding  to  the  irregulari- 
ties presented  by  the  foetal  surface  are  still  to  be  detected.  Usually  it  is 
necessary'  to  press  inwards  with  the  point  of  the  finger  to  detect  the  eleva- 
tions in  question,  but  now  and  then  both  the  abdominal  and  the  uterine 
walls  are  so  lax  that  the  members  or  other  parts  of  the  fcetus  are  more  easily 
felt  on  application  of  the  hand. 

In  cases  where  the  uterine  tumour  is  not  to  be  felt  above  the  pubes,  from 
presence  of  fat,  from  resistance,  or  other  causes,  there  is  a  peculiar  hardness 
and  fulness  of  the  region  in  question.  The  importance  of  engaging  the 
patient  in  conversation  while  endeavouring  to  ascertain  the  physical  cha- 
racters of  the  tumour  should  be  now  kept  in  view.  It  will  be  found  exceed- 
ingly useful  also  to  make  the  jjatient  inspire  and  expire  very  deeply  several 
times  in  succession,  while  the  hand  rapidly  follows  the  movement  of  the 
abdominal  walls.  Often,  in  this  way,  a  tumour  becomes  recognisable,  the 
existence  of  which  would  be  otherwise  problematical. 

As  regards  the  surface  of  the  tumour  due  to  the  gravid  uterus,  it  is 
usually  perfectly  smooth. 

The  discovery  of  the  limbs  or  other  parts  of  the  fcetus  through  the  ab- 
dominal waUs  is  not  usually  available  as  a  diagnostic  sign  of  pregnancy  until 
a  late  period,  when  other  equally  significant  data  are  also  obtainable.  But 
there  are  other  signs  of  pregnancy  obtainable  at  an  early  period,  by  simply 
feeling  the  tumour,  which  are  of  great  impoi'tance— viz.  the  feeling  of  the 
movements  of  the  foitihs  tvithin  the  uterus.  During  the  fifth  month  fi-equently, 
but  after  that  time  in  the  majority  of  cases,  if  the  hand  of  the  observer  be 
laid  smoothly  over  the  abdomen  and  the  suspected  tumour,  and  gently 
I)res3ed  against  it,  a  sharp,  slight,  but  decisive  tap  is  felt,  due  to  the  move- 
ment of  the  foetus  within.  This  is  felt  with  more  or  less  ease  in  difierent 
cases.  The  woman  may  be  undoubtedly  pregnant,  and  with  a  live  child, 
this  sign  being  yet  undiscoverable  ;  but  if  a  little  patience  be  exercised,  by 
manipulation  and  pressure  the  slight  impiilse  will  be  perceived.  It  is  often 
felt  immediately  on  applying  the  hand,  and  is  only  felt  again  on  removing 
and  reapplying  it.  It  is  capable  of  being  simulated  by  that  sudden  and 
spasmodic  contraction  of  the  recti  muscles  occasionally  liable  to  be  set  up  by 
the  application  of  the  hand  in  hysterical  subjects  ;  possibly  also  by  the  peri- 
staltic movements  of  the  intestines.  The  celebrated  Joanna  Southcott 
appears  to  have  deceived  her  medical  attendants  by  thus  contracting  the 
recti  muscles.  They  believed  that  she  really  was  pregnant.  It  has  been 
recommended  that  the  hand  .should  be  dipped  in  cold  water  in  order  more 
easily  to  excite  ff^ital  movements,  but  this  is  unnecessary,  and  the  cold  dimin- 
ishes the  acuteness  of  the  sense  of  touch,  while  it  is  very  likely  to  induce 
spasmodic  contractions  of  the  recti  muscles,  which  are  almost  certain  to  be 
mistaken  for  f(«tal  movements  (Tanner). 

There  is  still  another  sign  f)f  pregnancy  derivable  from  palpation  of  tlie 
tumour  through  the  abdominal  walls,  viz.  liyi)ogastric  repercussion  or  bal- 
lottement.    The  patient  is  to  be  placed  on  the  side,  or,  as  Dr.  Montgomery 
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recommends,  on  the  knees,  '  witli  the  shoulders  depressed,  so  that  tlie  foetus 
may  be  caused  to  gravitate  towards  the  fundus  uteri,  which  is  also  brouglit 
into  more  complete  contact  witli  the  abdominal  parietes.'  Tlie  fingers  are 
then  to  be  pressed  against  tlie  most  dependent  part  of  the  tumou"-  firiidy 
but  gently,  and  then  very  suddenly  this  pressure  is  to  be  withdrawn.  In 
the  act  of  withdrawing  the  pressure  the  foetus  is  felt  to  fall  against  the 
retiring  linger,  and  this  constitutes  the  sign  in  question.  It  is  idenliical  with 
the  internal  ballottement  previously  described  (see  p.  842).  Without  placin<r 
the  patient  in  this  position,  this  external  ballottement  is  often  practicable 
when  the  pregnancy  is  far  advanced  ;  that  is  to  say,  the  patient  lying  on  tin; 
back,  pressure  is  steadily  made  by  one  hand  on  one  side  of  the  uterus,  and 
manipulation  by  the  other  hand  is  performed  on  the  opposite  side  of  the 
uterus,  as  above  directed. 

The  value  of  this  ballottement  as  a  sign  of  pregnancy  is  great,  but  if  the 
abdomen  contained  a  solid  pedunculated  movable  tumour,  together  with 
ascitic  effusion,  the  sensation  described  above  might  be  conmiunicated.  Tlie 
internal  ballottement  from  the  vagina  is  not  so  liable  to  be  simulated. 

The  size,  aud  2^ositiu')i  of  the  tuinoitjV  constituted  by  tlie,  gTuvid  uterus.  

Under  ordinary  circumstances  the  gravid  uterus  is,  at  the  end  of  the  tliird  or 
beginning  of  the  fourth  month  so  large  that  the  fundus  of  the  uterus  can  be 
perceived  above  the  brim  of  the  pelvis,  and  during  the  succeeding  months, 
unless  interfered  with  by  some  abnormal  occurrence,  the  uterus  rises  pro- 
gressively higher  and  higher.  In  the  sixth  month  the  upper  border  of  the 
uterine  tumour  is  as  high  as  the  umbilicus.  In  the  seventh  month  it  reaches 
two  inches  or  more  above  tliis  point,  and  at  the  end  of  the  eighth  month  it 
reaches  the  ensif orm  cartilage.  After  this  time  —that  is  to  say,  during  the 
ninth  month — although  the  uterine  tumour  increases  in  size,  this  increase 
does  not  show  itself  so  much  in  the  upward  direction  as  laterally  *and 
anteriorly  ;  and  during  the  last  week  or  two  there  is,  often  more  than  not, 
an  actual  sinking  of  the  tumour  to  a  slight  extent.  [Fig.  208  shows  a  not ; 
uncommon  position  of  the  gravid  uterus  at  the  sixth  month.] 

As  regards  the  position  of  the  tumour,  the  uterus  at  first,  and  during  thei, 
first  two  or  three  months,  occupies  a  median  position — until  it  becomes! 
bulky  and  rises  into  the  abdomen.    But  once  in  the  abdomen,  it  generally f 
occupies  for  the  next  two  months — that  is  to  say,  speaking  broadly,  duringi 
the  fifth,  sixth,  and  part  of  the  seventh  months — a  lateral  j^osition,  being 
most  frequently  found  on  the  right  side  of  the  abdomen.    The  degree  of  the 
lateral  displacement  varies  in  different  cases  ;  the  tumour  may  be,  and  has 
been,  overlooked,  owing  to  the  observer  not  being  aware  of  this  normal 
lateral  deviation  (see  fig.  208). 

The  most  important  circumstance  to  bear  in  mind  in  deciding  for  or 
against  pregnancy — size  and  position  of  the  tumour  alone  considered — is  tlic 
relation  which  we  find  to  subsist  between  the  size  and  the  duration  of  the 
tumour.  In  pregnancy  there  is  a  i^rogressive  increase  in  the  size  of  the 
tumour. 

Further,  we  can  frequently  pronounce  very  positively,  from  the  result  of 
our  examination,  that  there  is  no  pregnancy.  And  the  larger  number  of 
cases  that  come  before  us  are  cases  in  which  the  determination  of  this  singlo 
point  is  quite  sufficient.  Thus,  a  woman  is  suspected  to  be  pregnant,  and  it 
is  known  that  if  she  be  pregnant  the  pregnancy  must  have  advanced,  say  six 


rilEGNANCY. 


873 


months.  Wo  examine  and  find  absolutely  no  tumour  in  the  abdomen,  which 
is  possibly  fat  and  tympanitic.  We  can  say,  with  this  fact  before  us,  that 
pregnancy  is  impossible — pregnancy  of  the  duration  supposed,  at  all  events. 

In  many  cases  practitioners — some  of  them  men  of  high  standing  and 
reputation — have  been  led  to  form  erroneous  conclusions  respecting  the 
existence  of  pregnancy.  Often  the  mistake  has  been  committed  owing  to 
the  patient's  statements  having  been  attended  to,  and  either  no  examination, 
or  a  very  suj^erlicial  one,  instituted.  The  account  given  by  the  patient  and 
the  symptoms  observed  not  unfrequently  very  closely  resemble  those  present 
in  pregnancy  ;  so  much  so,  indeed,  that  by  many  writers  the  condition  has 
received  a  special  name,  'spurious  pregnancy,'  * pseudocyesis '  (Good);  and 
the  symptoms  present  under  these  circumstances  may  be  such  that  they 
deceive  even  patients  who  have  had  considerable  experience  in  child-bearing. 
Accounts  of  such  cases  will  be  found  in  most  modern  text-books — Mont- 

FiG.  208. 


gomery.  Tanner,  etc.  The  only  safe  rule  to  be  followed  is  never  to  consider 
the  diagnosis  as  actually  established,  unless  some  physical  sign  on  which  we 
can  place  reliance  as  a  sign  of  pregnancy  be  detected.  What  these  reliable 
signs  are  will  be  pointed  out  in  their  due  order.  The  foregoing  observations 
apply  to  ordinary  cases.  Here,  however,  must  be  mentioned  a  few  of  the 
more  important  exceptional  cases,  in  which  deductions,  drawn  as  directed 
might  prove  fallacious. 

Thus,  a  woman  ceases  to  menstruate  ;  there  is  no  menstruation  for  a 
period  of  three  months  ;  at  the  end  of  the  three  months  she  becomes  preg- 
nant, and  three  months  later  she  informs  her  medical  attendant  that  she  is 
certainly  six  months  pregnant.  An  examination  is  made,  but  no  tumour  is 
detected  above  the  pubes,  and  the  erroneous  opinion  is  given  that  the  patient 
18  deceived,  and  that  she  cannot  be  pregnant.  Cases  of  this  kind  are  not 
very  uncommon.  Another  instance  is  that  in  which  a  woman  becomes  preg- 
nant the  foetus  dies  (at  the  age,  for  instance,  of  three  months),  but  is  not 
expelled.  The  woman  does  not  increase  in  si^e,  and  for  this  reason  the  case 
may  be  supposed  not  to  have  been  a  case  of  pregnancy  at  all.  This  case  is 
not  a  common  one,  however.    Another  is  that  in  which  the  uterus  haWng 
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become  impregnated  grows  with  inordinate  rapidity,  and  we  find  the  uterine 
tumour  very  much  larger  tlian  can  be  accounted  for  on  the  patient's  state- 
ment of  the  history  of  lier  case.  Such  is  sometimes  the  case  in  hydaiidiform 
pregnancy,  of  which  the  foUowing  is  an  instructive  instance  :— 

The  patient,  aged  28,  had  been  married  three  months,  was  last  unwell  the 
week  previous  to  her  marriage.  Three  weeks  before  I  saw  her,  she  experienced 
a  slight  strain  in  getting  over  a  stile,  and  dating  from  that  period  there  had  been 
a  slight  '  show.'  For  a  fortnight  she  had  been  treated  as  for  an  impending  mis- 
carriage. The  day  before  I  saw  her,  a  severe  flooding  occurred,  soon  after  which 
I  was  requested  to  visit  her.  On  seeing  the  patient,  I  was  struck  with  the  great 
size  of  the  abdomen ;  a  tumour,  evidently  the  uterus,  extended  to  two  inches 
above  the  umbilicus.  The  first  impression  produced  on  my  mind  was  that  the 
pregnancy  must  have  advanced  farther  than  the  time  stated— three  months.  On 
passing  the  finger,  and  subsequently  the  hand,  uato  the  os  uteri,  the  organ  was 
found  distended  with  a  mass  sufficient  to  half  fill  a  wash-hand  basin,  and  com- 
posed of  an  ovum  which  had  undergone  the  hydatidiform  degeneration.! 

The  facts  of  this  case  bear  out  the  observations  of  Montgomery  and  other 
writers,  that  in  this  peculiar  affection,  an  unusually  rapid  increase  in  the  size 
of  the  uterus  may  be  observed,  a  rate  of  increase  not  observed  in  normal 
pregnancy.  Dr.  Moorhead  has  recorded  a  case  in  many  respects  resembling 
the  above.- 

In  cases  of  retroversion  of  the  gravid  uterus  (see  fig.  209)  there  is  a  fallacy 
liable  to  rise  in  reference  to  the  diagnosis,  although  other  circumstances 
usually  lead  to  the  detection  of  the  real  nature  of  the  case.  The  tumour 
which  should  be  present  above  the  pubes  is  then  absent,  but  it  is  usually 
replaced  by  another — the  distended  bladder.  And  it  is  just  possible  that 
the  observer,  fiinding  a  tumour  above  the  pubes  answering  in  position,  in 
size,  and  in  shaj)e,  to  the  tumour  expected  to  be  found  there,  might  make 
an  important  error  in  diagnosis.  The  urinary  difficulties,  the  extreme  pain 
and  tension  in  the  pelvis,  and  the  other  symptoms  usually  present,  generally, 
however,  attract  attention,  and  point  out  that  there  is  something  about  the 
case  very  unusual  at  all  events.  A  vaginal  examination  would  at  once  enable 
us  to  exjilain  the  nature  of  the  condition  present. 

Lastly  must  be  considered  those  cases  in  which  extra-uterine  pregnancy 
is  present.  These  cases  ai'e  not  very  common,  but  the  symptoms  observed 
under  such  circumstances  are  generally  such  as  to  occasion  more  or  less 
obscurity  in  the  diagnosis.  The  more  common  case  is  that  commonly  known  as 
Fallopian  pregnancy,  the  foetus  being  enclosed  in  one  of  the  Fallopian  tubes. 
The  less  common  case  is  that  in  which  the  foetus  is  developed  in  the  alxlo- 
minal  cavity.  The  tumour  presented  to  the  touch  in  such  cases  may  be 
situated  in  the  middle  line,  but  more  usually  it  is  to  one  side.  Speaking 
generally,  there  is  little  in  the  tumour  itself  which  is  characteristic  or  which 
would  enable  us  to  distinguish  between  these  cases  and  cases  of  normal 
pregnancy,  unless  the  nature  of  the  case  were  suspected,  and  special  care 
taken.  The  accompanying  symptoms  arc,  however,  usually  peculiar,  and  to 
these  we  must  look  for  aid  in  the  diagnosis.    It  more  frequently  hajipens 


'  Tlie  case  is  more  fully  reported  in  the  Lancet,  vol.  ii.  p.  ;)69,  1862. 
^  Lancet,  vol.  i.  Feb.  21,  1863. 
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that  one  of  the  terminations  of  this  abnormal  pregnancy  has  arrived  before 
the  diagnosis  has  been  made  out.  The  terminations  are  various.  Thus  the 
fcetus  luay  grow  to  its  full  development,  then  die  and  remain  the  abdo- 
men or  it  may  burst  from  the  cavity  in  wliich  it  is  enclosed  (whether 
the  Fallopian  tube  or  a  cyst)  into  the  abdomen,  before  arriving  at  fuU  de- 
velopment, occasioning  in  the  latter  case  often  frightful  htemorrhage  into  the 
abdomen  and  sudden  death  to  the  mother.  Or  the  death  of  the  mother  not 
ensuin",  the  foetus  becomes  encysted  and  remains  enclosed  m  the  abdominal 
cavity."  When  the  foetus  is  in  the  abdominal  cavity,  this  being  its  primaiy 
or  its  secondary  location,  it  may  there  remain  for  many  years,  giving  rise  to 
no  particular  inconvenience  ;  or,  after  a  variable  time,  a  process  of  suppura- 
tion may  be  set  up,  in  the  course  of  which  the  remains  of  the  foetus  are 


Fig.  200. 


expelled,  through  a  fistulous  opening  in  the  abdominal  walls,  into  the 
intestinal  canal,  or  into  the  bladder. 

A  woman,  the  subject  of  extra-uterine  pregnancy,  may  present  no 
symptoms  of  an  unusual  character  up  to  a  considerably  advanced  period  of 
gestation.  Such  may,  however,  set  in  at  a  much  earlier  period,  and  this 
depends,  partly  at  all  events,  on  the  location  of  the  foetus.  The  symptom 
which  in  some  cases  first  attracts  attention  is  the  fact  that  the  patient, 
though  supposed  to  be  pregnant,  has  what  she  considers  to  be  a  catamenial 
discharge.  Discharges  occurring  in  a  pregnant  woman  should  lead  us  to 
investigate  the  case  more  particularly.  One  of  the  most  frequently  observed 
symptoms  in  extra-uterine  pregnancy  is  presence  of  pains  of  a  dragging, 
sharp  character  in  the  pelvic  region,  the  abdomen  being  often  also  tender  to  the 
touch.    Yet  there  is  nothing  very  significant  in  such  syinptdins,  fur  patients 
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who  are  the  subjects  of  normal  pregnancy  not  uncommonly  present  symptoms 
such  as  those  which  have  been  described.  And  if  the  patient  be  examined 
per  vaghuim,  we  usually  find  tlie  os  uteri  presenting  characters  such  as  are 
present  in  normal  pregnancy.  The  use  of  the  sound  would  of  course  inform 
us  whether  the  uterine  cavity  were  empty  or  not ;  but  there  is  this  difficulty  in 
the  use  of  the  sound  in  the  diagnosis,  that  it  is  only  safe  to  use  it  when  we 
are  absolutely  sure  that  the  uterus  does  not  contain  an  ovum.  Practically, 
the  sound  is  of  little  service  in  the  diagnosis. 

State  of  the  skin  covering  the  abdomen,  and  condition  of  tJie  umhilicus. — 
Various  jDeculiarities  in  the  condition  of  the  skin  covering  the  abdomen,  and 
of  the  umbilicus,  have  diagnostic  significance  and  value. 

The  most  important  peculiarity  in  question  is  a  change  observed  in  the 
greater  number  of  cases  of  pregnancy.    There  is  found  '  a  coloured  line  of 
about  a  quarter  of  an  inch  in  breadth,  extending  generally  from  the  pubes 
to  the  umbilicus,  but  not  unfrequently  thence  to  the  ensiform  cartilage  ;  its 
hue  is  some  shade  of  brown,  but  sometimes  partaking  of  the  yellowish  tint 
of  ochre,  and  sometimes  amounting  to  a  full-bodied  dark  amber '  (Mont- 
gomery).   Around  the  umbilicus,  too,  a  dark-coloured  disk  is  often  found, 
which  Dr.  Montgomery  terms  the  '  umbilical  areola.'    The  two  may,  and 
often  do,  exist  together,  but  the  umbilical  areola  is  considered  by  Dr.  Mont- 
gomery as  of  higher  value  as  a  positive  indication  of  pregnancy  than  the 
dark  abdominal  line.     These  changes  in  the  skin  above  and  round  the 
umbilicus  are  not  found  in  all  cases  of  pregnancy  ;  they  are  not  found  equally 
developed  in  different  individuals  at  the  same  period  of  pregnancy  ;  they  are 
most  marked  in  dark  women  ;  they  are  less  to  be  depended  upon  as  diagnostic 
of  a  second  than  of  a  first  pregnancy.    The  observer  must  be  cautioned, 
however,  that  until  he  has  actually  acquainted  himself  with  the  nature  of  the 
discolouration  due  to  pregnancy,  by  inspection  of  some  few  undoubted  cases, 
he  will  not  be  in  a  position  to  make  use  of  this  means  of  diagnosis. 

Auscidtation  of  the  abdomen.— In  the  employment  of  auscultation  we  have 
a  means  ,  of  diagnosis,  in  cases  of  suspected  pregnancy,  of  the  greatest  pos- 
sible value  and  importance.  Every  student  of  medicine  should  diUgently 
prepare  himself  for  making  use  of  tliis  means  of  diagnosis  by  practismg  it  on 
all  occasions. 

It  is  now  necessary  to  give  an  account  of  the  sounds  heard  on  auscultation 
of  the  abdomen— (1)  under  ordinary  circumstances  ;  (2)  when  pregnancy  is 
present ;  to  indicate  the  value  of  the  latter  as  diagnostic  of  pregnancy ;  and 
to  point  out  how,  and  what,  fallacies  are  Ukely  to  be  encountered. 

The  stethoscope  should  be  preferred  to  the  application  of  the  ear  directly 
to  the  abdominal  parietes.  The  abdomen  must  be  quite  uncovered,  though 
a  practised  observer  may  allow  a  very  thin  handkerchief  to  be  interposed,  if 
it  appear  advisable.  The  patient  must  be  lying  down,  and  the  abdominal 
walls  relaxed  by  instructing  her  to  draw  up  the  knees.  The  observer,  stand- 
ing on  the  patient's  right  side,  holds  the  stethoscope  with  the  left  hand, 
grasping  it  firmly  close  to  the  end  which  is  to  be  applied  to  the  abdomen. 
The  stethoscope  is  then  firmly,  gently,  but  steadily  pressed  inwards  over  the 
spot  to  be  examined,  and  there  maintained  while  the  ear  is  applied.  WJien 
the  abdomen  is  tight,  it  will  often  be  impossible  to  hear  the  fcetal  heart 
unless  these  precautions  are  attended  to ;  and,  indeed,  it  is  sometimes  neces- 
sary to  press  the  end  of  the  stethoscope  inwards  a  considerable  distance,  to 
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obtain  the  desired  result.  This  is  particularly  the  case  when  there  is  a 
tolerable  (quantity  of  liquor  amnii  in  the  uterus,  when  there  is  any  fluid  in 
the  abdomen  covering  the  tumour  to  be  explored,  when  intestines  iire  inter- 
posed, or  when  the  walls  of  the  abdomen  are  unduly  loaded  with  fat.  Un- 
less tiie  stethoscope  be  held  as  directed,  it  is  apt  to  roll  about  over  the 
surface  of  the  uterine  tumour.  The  employment  of  sudden  force  is  very 
objectionable:  the  pressure  of  the  stethoscope  inwards,  when  necessary, 
should  be  slow  and  gradual.  The  examination  must  be  conducted  in  a  quiet 
room. 

The  sounds  which  may  be  heard  on  applying  the  stethoscope  to  the  abdo- 
men of  a  woman  who  is  not  pregnant,  may  be  confounded  with  those  due 
specially  to  pregnancy,  and  vice  versa.  The  sounds  coming  under  the  first 
head  are— («)  Sounds  produced  by  passage  of  flatus  from  one  part  of  the  in- 
testines to  another ;  (b)  sounds  due  to  pulsation  of  the  heart ;  (c)  sounds 
due  to  pulsation  of  great  vessels  in  abdomen,  in  aneurisms  of  the  abdomen, 
etc.  ;  {(1)  sounds  due  to  respiration.  Now,  respecting  the  sounds  due  to 
moticm  of  flatus,  etc. ,  within  the  intestines,  a  very  little  pi-actice  will  prepare 
the  observer  to  at  once  recognise  them.  Respecting  the  sounds  due  to  pulsa- 
tion of  the  heart,  some  important  facts  are  to  be  remembered.  It  has  been 
occasionally  found  that  the  beats  of  the  mother's  heart  were  quite  audible 
very  low  down  in  the  abdomen,  and  there  are  cases  on  record  in  which,  the 
heart  beating  with  unusual  rapidity —e.gr.  120-130— and  heard  about  the 
neighbourhood  of  the  umbilicus,  these  pulsations  have  been  mistaken  for 
those  of  the  fwtal  heart.  This  shows  the  necessity  for  counting  the  pulse  of 
the  patient  before  employing  auscultation.  The  sounds  proceeding  from  the 
great  vessels,  etc.,  of  the  abdomen,  will  not  be  described  just  now,  as  they 
will  be  more  fully  considered  presently.  Lastly,  the  sounds  produced  by 
the  resjiiration  of  the  patient  are  in  rare  instances  transmitted  to  that  part 
of  the  abdomen  likely  to  be  examined  in  cases  of  suspected  j^regnancy. 

Next,  as  to  the  sounds  heai'd  in  cases  of  pregnancy.  These  are— (a) 
Sounds  produced  by  pulsation  of  the  foetal  heart ;  (h)  the  placental  or 
uterine  souffle  ;  (c)  sounds  due  to  pulsation  in  the  funis  accidentally  pressed 
upon — funic  souffle  ;  (d)  sounds  due  to  the  movements  of  the  foetus.  Each 
of  these  requires  a  separate  description. 

(a)  Sounds  of  foetal  heart.— li  the  patient  be  advanced  in  pregnancy,  to 
the  seventh  or  eighth  month,  and  the  circumstances  of  the  case  are  ordinary 
ones,  the  fujtal  heart  is  usually  heard  to  beat  over  a  space  comprising  three 
or  four  square  inches  of  the  abdominal  surface,  this  spot  being  situated  to 
the  left  of  the  umbilicus  and  a  little  below  this  point.  If  heard  at  the  very 
earliest  moment  at  which  it  is  audible,  the  stethoscope  would  be  applied  in 
the  middle  line  just  above  the  os  pubis  ;  as  pregnancy  advances,  the  point 
of  maximum  intensity  of  heart's  beat  would  travel  upwards,  and  to  the  left. 
Generally  speaking,  when  pregnancy  is  far  advanced,  the  fietus  lies  with  its 
head  dowiiwards,  its  back  to  the  left  side,  and  it  is  through  the  back  of  the 
f(etus,  which  is  made  by  pressure  of  the  stethoscope  to  come  into  contact 
with  the  uterine  wall,  and  the  latter  with  the  abdominal  wall,  that  the  f(etal 
heart-boat  has  to  be  conducted,  in  order  to  reach  the  ear  of  the  observer. 
If  the  fcetus  be  difi"erently  placed  in  the  uterus,  if  the  back  be  turned  to  the 
right  side— the  next  most  connnon  circumstance— then  the  heart-beat  is 
heard  below  and  to  the  riglit  of  the  umbilicus.    And  if  the  foetus  be  so 
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placed  that  the  breech  is  lowest  in  the  pelvis,  the  heart-heat  is  heard  to  the 
right  or  left  of  the  umbilicus,  according  to  circumstances,  but  abuva  it  — tliat 
is  to  say,  supposing  the  pregnancy  to  be  pretty  far  advanced.  At  tlie  period 
when  the  uterus  lies  to  one  side  of  the  abdomen,  the  situation  at  which  the 
foetal  heart  is  heard  will  be  correspondingly  modified. 

The  sound  heard  by  means  of  the  stethoscope  is  like  that  of  the  lieart  of 
a  child  in  miniature — it  is  a  double  sound,  or  rather  a  succession  of  a  pair 
of  sounds,  the  one  rapidly  following  the  other.  They  have  '  generally  re- 
ceived the  familiar  name  of  tic-tacs,  from  their  resemblance  to  the  sounds 
of  a  watch '  (Montgomery).  It  is  scarcely  possible  to  mistake  this  peculiar 
sound  for  anything  else,  and  vice  versa  :  the  sound  is  one  par  sc.  Its  force 
and  intensity  are  liable  to  variation  ;  thus,  it  is  very  weak  and  feeble  when 
first  heard,  and  acquires  strength  as  pregnancy  advances.  But  the  rapidity 
of  the  foetal  heart-beat,  the  foetus  being  healthy,  remains  almost  constantly 
the  same  up  to  the  time  when  labour  has  fully  set  in  ;  and  this  fact  has  been 
established  by  the  observations  of  several  eminent  obstetric  auscultators. 
The  average  rate  of  the  foetal  pulsation,  according  to  Hiiter, '  who  has  made 
1,195  observations  on  the  subject,  is  132.  In  10  per  cent,  of  liis  cases  it 
amounted  to  144,  in  83  per  cent,  to  132,  in  7  per  cent,  to  120,  and  the 
higher  figure  was  due  to  the  presence  of  a  disturbing  element — movements  of 
the  foetus— in  most  of  the  cases.  It  may  here  be  mentioned  that  in  practice 
it  is  found  very  convenient  to  follow  the  method  of  Schwartz  in  counting 
the  foetal  pulse — that  is  to  say,  to  reckon  the  number  of  beats  in  five  succes- 
sive seconds,  instead  of  the  ordinary  method  of  counting  the  number  of 
beats  in  fifteen  seconds.  Thus,  the  ordinary  foetal  heart-beat  is  11  for  five 
seconds,  mounting  to  12  and  descending  to  10  in  excejjtional  cases.  The 
statement  of  Montgomery  is,  that  the  pulsations  '  vary  in  number  from  120 
to  160  ;  but  the  limits  are  in  general  between  130  and  150.'  This  does  not 
really  difler  from  the  figures  given  more  recently  by  Hiiter.  The  rate  of 
frequency  is  aft'ected  by  certain  circumstances,  as  previous  observers  had 
noticed  ;  but  Hiiter  gives  more  precise  indications  on  this  point.  His 
general  results  are,  that,  ordinarily  fluctuations  in  the  maternal  have  no 
eftect  on  the  foetal  pulse  ;  that  when  the  mother  is  the  subject  of  severe  in- 
flammatory disease,  the  foetal  pulse  may  be  permanently  increased  in  fre- 
quency ;  that  movements  of  the  foetus  always  accelerate  the  foetal  pulse,  this 
elevation  being  transitory.  Frankenliiiuser  broached  the  theory,  that  the 
frequency  varies  according  to  the  sex  of  the  foetus— that  the  fcetal  pulse  has 
a  low  average  when  the  fcetus  is  of  the  male  sex,  and  a  high  average  when 
of  the  female  sex  ;  the  average  number  for  males  being  124,  the  average  for 
females  144.  The  truth  of  these  conclusions  has  been  tested  separately  and 
independently  by  Breslau,  Hennig,  Haake,  and  Steinbach,  whose  observa- 
tions, made  on  an  extensive  scale,  do  not  confirm  the  theory  in  question. 
Many  circumstances  are  capable  of  modifying  the  frequency  of  the  fojtal 
heart-beat  ;  and  even  if  Frankenhiiuser's  theory  should  prove  on  the  whole- 
to  be  correct,  this  would  vitiate  the  results  obtainable  in  particular  cases.- 

Next,  as  regards  the  period  of  pregnancy  at  which  the  foital  heart  may  he 

'  Moimtsschrift  fiir  GehurUlt.    Sup.  vol.  for  1861. 
The  observations  on  tills  interesting  subject,  and  above  referred  to,  will  be 
found  in  the     lumcs  of  the  Mimatsschr.  fiir  Gehirtsh  for  the  years  1850,  ISOC 
18G1. 
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heard.  Practically,  it  is  a  sign  of  pregnancy  which  may  be  ordinarily 
detected  in  tho  Jifth  month.  If  the  observer  be  experienced,  and  if  circum- 
stances be  favourable,  it  may  be  heard  earlier  than  this.  Depaul  heard  it 
as  early  as  eleven  weeks  and  four  days  after  conception— that  is,  near  the 
end  of  the  fourth  month.  After  it  has  been  once  heard  in  a  particular  case, 
it  should  be  possible  to  hear  it  up  to  the  end  of  pregnancy.  Hiiter  states 
that  he  has  never  failed  to  hear  the  foetal  heart  in  the  sixth  month,  unless 
in  cases  when  the  foitus  has  proved  to  be  dead.  Depaul  and  Jacquemier 
failed  to  hear  the  fcetal  heart  in  only  eight  cases  out  of  906,  and  in  six  of 
these  the  foetus  proved  to  be  dead. 

With  respect  to  the  value  of  the  sound  of  the  ftetal  heart  as  a  sign  of 
pregnancy,  it  is  at  once  the  surest  and  the  best  sign  available  ;  and  to  an 
observer  experienced  in  obstetric  auscultation,  and  knowing  the  fallacies  to 
be  avoided,  it  is  an  absolutely  sure  sign  of  pregnancy.  But  the  absence  of 
the  sound,  or  the  inability  of  the  observer  to  hear  the  sound,  is  not  always 
a  proof  that  the  woman  is  not  pregnant.  The  foetus  may  be  dead.  The 
value  of  the  observation  in  this  particular  will  entirely  depend  on  the  skill 
of  the  observer.  In  a  case  where  a  difficulty  is  found  in  hearing  the  sound, 
it  is  well  to  seek  for  a  hard  part  of  the  tumour,  and  to  apply  the  stethoscope 
over  that  point ;  and,  again  let  it  be  stated,  practice  will  do  much  to  remove 
difficulty  of  this  kind.  If  the  abdomen  evidently  contain  fluid  in  addition 
to  the  tumour  we  suspect  to  be  the  pregnant  uterus,  care  must  be  taken  to 
apply  the  stethoscope  on  the  tumour.  If  the  quantity  of  liquor  amnii  be 
much  larger  than  usual,  we  may  be  able  to  hear  the  foetal  heart  only  after 
careful  and  prolonged  search,  and  then  very  faintly.  The  fcetal  heart-beat, 
when  heard,  is  a  positive  sign  of  pregnancy  ;  when  it  is  not  heard,  we  have 
to  make  our  diagnosis  of  pregnancy  on  other  grounds. 

(6)  The  utenne  souffle. — This  is  a  sound  synchronous  with  the  mother's 
pulse,  and  varying,  as  the  mother's  pulse,  in  frequency.  It  is  ordinarily, 
and  very  accurately,  compared  to  the  sound  produced  by  blowing  gently 
over  the  mouth  of  a  wide-mouthed  bottle  ;  still  more  closely  it  resembles  the 
sound  heard  in  the  large  arteries  of  the  body,  when  these  are  at  all  subject 
to  pressure.  The  uterine  souffle  is  heard  more  generally  in  one  or  other  of 
the  inguinal  regions,  at  an  advanced  stage  of  pregnancy — most  commonly, 
according  to  Montgomery,  at  the  situation  of  the  right  Fallopian  tube.  It 
is,  however,  variable  in  position,  and  may  be  heard  in  rare  cases  as  high  as 
the  fundus  of  the  uterus.  Generally,  the  surface  over  which  it  can  be  heard 
is  limited  to  a  space  a  few  inches  in  diameter,  or  less.  It  is  not  always  to 
be  heard ;  thus,  Naegele  found  it  absent  in  20  out  of  600  cases.  Whether 
produced  in,  or  by  means  of,  the  uterus  in  a  gravid  state,  it  is  capable  of 
being  closely  simulated  under  conditions  altogether  different.  It  may  be 
detected  at  a  somewhat  earlier  period  of  pregnancy  than  the  sound  of  the 
fcetal  heart.  As  regards  the  value  of  the  uterine  souffle  as  a  positive  sign  of 
pregnancy  dependence  can  only  be  placed  upon  it  when  the  observer  is 
well-skilled. 

(c)  ?7w/i<?uo  .sfmj^«.— In  rare  cases,  the  funis  lying  over  a  solid  part  of 
the  fijetus,  and  being  interposed  between  it  and  the  stethoscope,  a  souffle  is 
heard,  donhle,  and  having  the  frequency  of  the  foetal  heart-beat.  Tliis, 
which  is  Kennedy's  explanation  of  the  matter,  is  tho  one  more  generally 
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received.  The  sign  has  little  practical  value,  as  it  is  so  rarely  and  so  acci- 
dentally heard. 

(d)  Sound  produced  by  foital  rtbovenimta. — Tliis  sound,  as  a  sign  i>{  preg- 
luincy,  has  received  some  attention  from  the  fact  that  Naegele,  its  discoverer, 

ascertained  that  it  could  be  heard  first  at  a  very  early  period  of  pregnancy  

in  the  third  month — before  other  auscultatory  signs  are  available,  and 
indeed  before  other  signs,  some  more,  some  less  important,  are  disctjverable. 
Depaul,  who  has  written  an  almost  exhaustive  work  on  foetal  auscultati(jn, 
confirms  Naegele's  views.  The  sound  in  question  is  a  slight  dull  sound, 
accompanied  by  a  slight  or  sudden  impulse  or  jerk,  and  it  is  tlie  sound  of 
the  movement  which  can  be  felt  by  the  fingers,  as  before  described  (see 
p.  871).  Depaul  heard  the  sound  in  question  in  nine  out  of  twelve  women 
who  had  not  passed  the  twelfth  week  of  gestation. 

The  value  of  the  sign  may  be  gathered  from  what  has  been  stated.  An 
experienced  observer  might  thus  obtain  very  early  evidence  of  the  presence 
of  pregnancy.  One  not  very  well  experienced  in  obstetric  auscultation 
would  pause  and  wait  until  more  positive  and  reliable  information  could  be 
procured  before  pronouncing  a  decided  opinion. 

Lastly,  in  respect  to  all  the  signs  derivable  from  auscultation,  it  will 
have  been  gathered  from  what  has  been  said  that  it  is  thefo3tal  heart-sound, 
and  that  alone,  in  which  any  confidence  can  be  placed  in  the  diagnosis  of 
ordinary  cases.  Unless  the  observer  be  very  acute,  auscultation  is  of  no 
service  when  the  woman  has  not  passed  the  thirteenth  or  fourteenth  week. 
Four  months  passed,  auscultation  becomes  of  the  liighest  practical  value. 


Other  Confirmatory  Signs  of  Presence  of  Pregnancy. 

Alterations  in  the  colour  of  the  Vagina. — A  very  remarkable 
alteration  in  the  colour  of  the  lining  membrane  of  the  vagina  is  usually 
observed  in  women  loho  are  pregnant  ;  and  the  presence  of  the  alteration  in 
question  is  a  valuable  sign  of  gravidity. 

For  a  knowledge  of  this  sign  of  pregnancy  we  are  indebted  to  Kluge  and 
Jacquemier.  The  statements  of  these  observers  have  received  confirmation 
from  extended  observations  on  the  subject  made  by  Montgomery."  The 
shade  of  colour  presented  by  the  vaginal  mucous  membrane  is  a  livid,  diisJcy 
hue,  '  altogether  dift'erent  from  the  shade  of  colour  seen  in  ordinary  vas- 
cular congestion,  even  when  intense,  or  in  cases  where  there  are  varicose 
veins,'  and  it  is  not  capable  of  being  simulated  by  any  other  congestion. 
The  alteration  in  colour  afi"ects  the  mucous  membrane  at  the  inside  of  the 
nymphiB  near  the  orifice  of  the  urethra  and  the  clitoris,  and  becomes  more 
marked  as  we  ascend  towards  the  upper  end  of  the  vagina  and  os  uteri.  Tlio 
alteration  is  thus  most  evident  in  the  latter  situations.  It  is  seen  in  patclu  s. 
not  being  uniformly  diflfused.  Hemorrhoids  will  not  produce  this  colour  uf 
the  vagina.  Dr.  Montgomery  had  not  seen  an  instance  in  which  it  was 
clearly  visible  within  the  first  two  months  ;  it  was  frequently  not  develoix  <1 
until  the  fourth  or  fifth,  and  was  sometimes  hardly  perceptible  at  all  ;  but 
he  had  not  seen  a  single  instance  in  which  its  perfect  condition,  as  observcti 
in  healthy  pregnancy,  was  simulated  in  any  other  state  of  the  system. - 

'  Signs  and  Si/mj/tonis  of  Pregnancy.    2nd  ed.  p.  2at).         "  Loc.  cit.  p.  244. 
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The  absence  of  the  dusky,  livid  hue  in  question  is  thus  not  indicative 
absolutely  of  absence  of  pregnancy,  but  its  presence,  when  well  marked, 
appeai-s  to  be  a  sure  sign  of  pregnancy ;  and  one,  moreover,  which  may  be 
available  at  a  veiy  early  period  of  gestation. 

Condition  of  the  Breasts.— The  examination  of  the  breasts  furnishes 
us  with  very  important  data  for  the  diagnosis  of  certain  conditions  or 
diseases.  In  cases  of  suspected  pregnancy,  the  appearances  presented  by 
these  organs  ofl'er  not  rarely  decisive  evidence  for  or  against  the  supposition, 
as  the  case  may  be  ;  provided  always  that  the  observer  be  experienced  in 
the  matter,  and  has  so  familiarised  himself  with  the  usual  appearances  and 
changes  in  these  organs  produced  by  pregnancy,  as  to  be  able  to  distinguish 
them,  and  to  assign  a  due  value  to  the  particular  changes  noticeable  in  the 
case  under  examination.  Such  familiarity  can  only  be  acquired  by  practice 
and  careful  observation. 

The  changes  observable  in  the  breasts  may  be  considered  under  the 
following  heads  :  Alterations  in  the  size  and  texture  of  the  breasts,  and 
alterations  visible  to  the  eye  only. 

1.  Alterations  in  size  and  texture. — A  simple  swelling  of  the  breasts  is 
not  in  any  way  to  be  depended  upon  as  a  sign  of  pregnancy.    As  a  rule,  the 
breasts  increase  in  size  during  pregnancy,  and  they  begin  to  increase  in  size 
usually  at  a  very  early  period ;  but  many  other  causes  may  produce  a  like 
increase  in  the  size  of  the  glands.     The  increase  in  size  may  be  due 
simply  to  fat.    The  breasts  when  thus  increased  in  size  are  more  pendulous 
in  appearance,  and,  what  is  more  important,  are  much  softer  to  the  feel  than 
in  cases  of  pregnancy.    The  increase  in  size  is  evidently  due  to  deposit  of  a 
soft,  cushiony,  elastic  material  (fat)  in  and  around  the  glands,  and  beneath 
the  skin  covering  them.    Enlargement  of  the  breasts  due  to  pregnancy  con- 
veys to  the  touch  a  sensation  of  hard,  knotty,  tolerably  well-delined  masses 
(the  lobules  of  the  glands)  felt  beneath  the  skin,  these  being  arranged  sym- 
I  metrically  around  the  common  centre.  The  normal  anatomy  of  the  mammary 
;  gland  must  be  known,  or  the  observer  will  fail  to  appreciate  to  the  full  the 
,  characters  now  alluded  to.    In  the  simply  fatty  breast  the  enlargement 
j  present  is  chiefly  constituted  by  a  soft,  uniform  structure  ;  the  lobules  of 
)  the  gland  may  still  be  recognisable  to  the  touch,  but  they  are  small  in  pro- 
>  portion  to  Avhat  is  observed  under  other  circumstances.    An  increase  in  the 
:  size  of  the  breasts  due  to  fat  is  likely  to  be  observed  in  women  at  the 
i  climacteric  period  ;  and  the  fact  that  the  menses  are  irregular  or  absent,  that 
|1  the  breasts  are  painful,  while  at  the  same  time  the  abdomen  is  noticed  to  be 
larger,  often  induce  women  at  this  age  to  believe  themselves  j)regnant. 

Enlargement  of  the  breasts  is  sometimes  a  consequence  simply  of  mar- 
riage ;  the  glands  become  tumefied,  painful,  and  more  knotty,  than  usual, 
land,  in  point  of  fact,  the  changes  observed  somewhat  resemble  those  present 
'  in  cases  of  pregnancy.    The  swelling  is,  however,  temporary  ;  after  a  few 
.days  it  subsides,  or,  if  it  continue,  no  further  changes  are  observed  in  the 
skin  around  the  nipples,  such  as  will  be  presently  described  as  associated 
with  pregnancy.    A  slight  enlargement  of  the  breasts  is  frequently  present 
at  the  catamcnial  periods  under  ordinary  circumstances  ;  here  the  breasts 
return  to  their  normal  state  during  the  catamcnial  interval.  Temporary 
suppression  of  the  menses  is  very  generally  associated  with  mamraaiy  en- 
llargcment. 
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Any  condition  resulting  in  distension  of  the  uterus  may  occasion  swelling, 
of  the  breasts.  The  presence  of  ovarian  tumours  is  frequently  associated 
with  enlargement  of  the  breasts. 

It  does  not  always  happen  that  when  the  patient  is  pregnant  the  breasts 
become  enlarged.  Thus,  neither  positively  nor  negatively  does  the  sign  in 
question  give  reliable  information. 

2.  Changes  in  the  nipple.— One  principal  alteration  in  the  nipple  visible 
to  the  eye,  and  consequent  on  pregnancy,  is  a  slight  increase  in  its  size. 
It  is  more  tinged  and  vascular,  it  is  rather  darker  than  previously,' 
and  towards  the  end  of  pregnancy  the  colour  may  become  very  dark, 
approximating  to  that  of  the  skin  around,  presently  to  be  alluded  to.  Th' 
apex  of  the  nipple  during  the  latter  half  of  pregnancy  is  usually  more  o 
less  scaly  in  appearance,  due  to  the  fact  that  a  slight  exudation  has  bee 
going  on,  on  the  drying  up  of  which  little  scales  are  left  behind.    The  mos 
important  diagnostic  fact  connected  with  the  nipple  is  the  possibility  or  no 
of  squeezing  from  it  a  secretion.    The  precise  value  of  this  latter  sign  mus 
now  be  particularly  examined. 

In  order  to  ascertain  in  a  given  case  whether  a  secretion  be  actuall 
present  or  not,  it  is  necessary  to  manipulate  in  a  peculiar  manner,  to 
familiar  to  need  description.    The  secretion  is  thus  pressed  outwards  fro 
the  recesses  of  the  gland,  and  exudes  at  the  orifices  of  the  ducts  on  th 
nij^ple.    The  human  milk  is  a  serous-looking  fluid,  almost  transparent,  an 
unlike  the  milk  of  cows.    The  presence  of  a  secretion  of  milk  in  the  breas 
is  a  valuable  sign,  but  by  no  means  a  certain  sign,  of  pregnancy.    Cases  ar 
on  record  in  which  girls  have  had  such  a  secretion  quite  unconnected  wit 
pregnancy.     Montgomery  refers  to  three  very  well-marked  cases  of  th' 
kind  :  in  one  case,  that  of  Baudelocque's,  it  was  observed  in  a  little  gir 
aged  eight  years  only.    Again,  women  advanced  in  life  sometimes  exliibi 
this  secreting  power  in  the  breasts  ;  and  this  is  not  astonishing,  when  w 
find  it  indisjiutably  proved  that,  under  certain  circumstances,  the  breasts  o 
individuals  of  the  male  sex  have  been  known  to  secrete  a  fluid  to  all  intents 
and  purposes  identical  with  milk.    Next,  it  is  to  be  observed  that  .women 
who  have  once  borne  one  or  more  cliildren  not  unfrequently  continue  to 
secrete  milk  for  a  vexy  considerable  time — for  many  years  in  some  instances ; 
and  hence,  if  a  woman  has  had  children,  presence  of  milk  in  the  breasts  lias 
very  little  value  as  a  sign  of  pregnancy.    Dr.  Tanner  found  the  jiresence  of 
milk  indicative  of  j)regnancy  as  early  as  the  ninth  or  tenth  week,  and  he 
considers  the  presence  of  a  secretion  containing,  on  microscopic  examina- 
tion, the  characteristic  milk  globules,  with  large  oil  particles  and  colostrum 
granules,  as  an  early  and  reliable  sign  of  pregnancy  in  a  woman  who  hiia 
never  given  birth  to  a  child." 

3.  Changes  in  the  areola.—The  changes  observable  in  the  areola  arc  of 
very  great  importance.  William  Hunter,  and  more  recently  Montgomery 
and  Earle,  have  attached  a  great  degree  of  value  to  these  changes  as  a  sign 
of  pregnancy.  Around  the  nipple  there  is  a  narrow  band  of  integument  of 
a  delicate  texture,  resembling  pretty  nearly  the  surface  of  the  nipple  itself. 
This  circular  band  is  of  variable  width  in  difierent  cases  ;  it  is  the  areola. 

crasscscit  papilla,  inflata  videtur,  color  ejusdem  fit  obscurior,  simili 
colore  distinguitur  discus  ambiens.'    lloederer,  Eleiii.  Art.  Obst. 
Op.  cit.  p.  63. 
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When  precrnancy  occurs,  the  areohx  becomes  larger,  altered  in  colour,  presents 
on  its  surface  certain  eminences  not  before  observable-not  observable  to 
such  a  decree  at  all  events-and  it  becomes  altered  in  some  other  particulars. 
The  valuJ  of  these  areolar  changes  is  unquestionable,  but  it  appears  from 
observations  and  from  facts  which  have  come  under  my  notice  that  the  areola 
may  apart  from  the  existence  of  pregnancy,  undergo,  in  women  indulging 
in  sexual  intercourse,  changes  which  resemble  very  closely  those  due  to 
pregnancy. 

One  change  observed,  and  to  which  Montgomery  has  specially  directed 
attention,  '  is  a  soft  moist  state  of  the  integument,  which  appears  a  little 
raised  above  the  surrounding  skin,  and  in  a  state  of .  tnrgescence.'  '  This 
change  is  observable  as  early  as  the  end  of  the  second  month.  It  is  of  more 
diagnostic  value  in  the  case  of  primiparfe. 

The  deepening  of  the  colour  of  the  areola  is  the  one  which  has  been  the 
best  known.  The  degree  of  the  change  in  the  colour  varies  in  different 
subjects.    In  light-haired  women  it  may  be  slight,  but  in  dark-haired  women 


Fig.  210.'^ 


Fig.  211.» 


it  is  often  very  striking  and  intense,  the  areola  in  such  cases  presenting  an 
almost  complete  blackness  at  the  end  of  pregnancy.  During  the  first  two 
months  little  alteration  of  colour  is  evident,  but  in  the  third  month  the  tint 
becomes  perceptibly  darker  in  most  cases.  In  the  fifth  month  it  i^i  ordinarily 
decided,  and  from  this  time  to  the  end  of  pregnancy  the  tint  .deepens.  In 
Montgomery's  work  will  be  found  some  beautiful  and  accurate  pictorial  re- 
presentaticms  of  the  areola  at  the  third,  fifth,  seventh,  and  ninth  months 
respectively  ;  the  areola  of  an  albino  is  also  depicted.  A  dark-coloured 
.  areola  is  by  itself,  and  in  a  woman  who  has  had  children,  more  especially  if 
I  she  be  of  dark  complexion,  not  of  great  value  as  diagnostic  of  pregnancy. 
In  conjunction  with  other  changes  it  has  great  value. 

The  si2€  of  the  areola  varies  in  different  persons.  The  areola  may  be 
only  a  quarter  of  an  inch  broad,  or  it  may  have  a  diameter  of  as  much  as 
three  inches.  When  it  is  very  dark  it  is  usually  very  large  also.  The  point 
to  be  observed  is  increase  in  the  width  of  the  areola  ;  ' .  .  .  discus  ambiens, 

'  Op.  cit.  p.  105. 

i  *  Fig.  210,  after  Montgomery,  shoves  areola  at  third  month. 

^  Fig  211,  from  Montgomery,  shows  areola  at  seven  months. 
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qui  in  latitudinem  majorem  expanditur'  (R(jederer) ;  and  this  is,  other  signs 
agreeing  thorewitli,  indicative  of  pregnancy.  As  the  pregnancy  advances 
the  width  of  the  areola  increases.  The  areola  may  in  rare  cases  be  found  at 
the  end  of  pregnancy  not  more  than  a  quarter  of  an  inch  broad  ;  absence  of 
a  wide  areola  is  therefore  not  a  positive  sign  that  pregnancy  is  absent. 

The  areolar  glands  or  follicles. — The  most  important,  the  most  character- 
istic, and  the  most  universal  of  the  changes  observable  in  the  areola,  and 
due  to  pregnancy,  consists  in  the  formation  of  little  glandular  eminences 
projecting  from  the  surface  of  the  integument  covering  the  areola,  not 
unlike  the  head  of  a  pin  in  size  and  shape,  well  described  by  Roederer  in  his 
celebrated  work  in  the  following  terms  :  '  Discus  ambiens  .  .  .  parvisque 
eminentiis,  quasi  totidem  papillulis,  tegitur.'  These  little  eminences  have 
been  termed  miniature  nipples  ;  Morgagni  detected  lactiferous  tubes  going 
to  each  of  the  little  tubercles  in  question,  and  the  milky  fluid,  it  has  been 
stated,  has  been  observed  to  issue  from  them  under  favourable  circumstances. 
The  little  eminences  now  under  consideration  begin  to  show  themselves  as 
early  as  the  end  of  the  second  month  of  pregnancy  ;  they  subsequently 
increase  in  number,  and  also  in  size.  They  are  more  tliickly  placed  close  to 
the  nipple  ;  are  usually  from  twelve  to  twenty  in  number  ;  the  elevations  to 
which  they  give  rise  are  perceptible  to  the  eye  and  to  the  touch. 

There  is  another  point  of  some  importance.  The  little  eminences  due 
to  presence  of  areolar  glands  often  j)ersist  and  do  not  disappear  after  preg- 
nancy and  suckling  have  come  to  an  end.  In  one  case  I  distinctly  noticed 
areolar  glands  well  marked,  when  the  lady  had  not  had  a  cliild  or  given  suck 
for  five  years.  The  mere  presence  of  these  areolar  glands  cannot  therefore, 
I  believe,  be  relied  on  as  a  sign  of  pregnancy  in  a  woman  who  has  had 
children.  As  a  sign  recognisable  at  a  very  early  period,  as  a  sign  which  we 
find  most  constantly  of  all  present,  the  presence  and  growth  under  obsermtim 
of  the  areolar  glands  or  follicles  is,  however,  of  the  greatest  practical  assist- 
ance in  the  diagnosis  of  pregnancy. 

Secondary  areola.— This  term  is  applied  to  a  change  in  the  areola  of  a 
peculiar  character.  At  the  fifth  month,  not  earlier,  according  to  Mont- 
gomery's experience,  are  observed  *  numerous  round  spots  or  small  mottled 
patches  of  a  whitish  colour  scattered  over  the  outer  part  of  the  areola,  and 
for  about  an  inch  or  more  all  round  presenting  an  appearance  as  if  the  colour 
had  been  discharged  by  a  shower  of  drops  falling  on  the  part.'^  As  preg- 
nancy advances,  these  appearances  are  intensified.  Montgomery's  opinion 
was  that  these  appearances  are  quite  distinctive,  '  exclusively  resulting  from 
pregnancy.' 

To  sum  up  these  remarks  on  the  characteristic  changes  in  the  areola— ^ve 
have  increase  in  size,  change  of  colour,  development  of  areolar  glands,  pi*?- 
sence  of  secondary  areola,  moist  pufiy  state  of  the  integument.  If  the  case 
before  us  be  one  of  pregnancy,  we  shall  find  these  changes  present  in  associa- 
tion with  each  other;  some  will  be  found  more  marked  than  others  m 

different  cases.  , 

Other  changes  in  the  breasts  visible  to  the  eye.— In  cases  of  pregnancy  the 
veins  running  beneath  the  skin  become  more  visible  than  usual.  Auotlior 
change  to  which  reference  must  be  made  is  presence  of  little  cracks  ui  the 
integument,  giving  rise  to  formation  of  narrow  sinuous  white  lines  radiating 

>  OjK  cit.  p.  108. 
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ly  from  the  centre  of  the  breasts,  and  produced  by  the  tension  and 
stretching  of  tlie  skin.  The  presence  of  these  lines  is  a  sign  of  pregnancy,  if 
the  patient  have  never  conceived  or  given  suck,  and  if  the  enlargement  of 
the  breasts  before  us  is  evidently  not  due  to  fat ;  but  under  other  circum- 
stances it  is  valueless,  and  may  mislead. 

General  value  of  changes  in  the  breast  as  diagywsticofpregoiancrj.— These  signs, 
taken  as  a  whole,  should,  in  reference  to  the  diagnosis  of  the  case  before  us, 
be  considered  side  by  side  with  other  signs  of  pregnancy  before  we  proceed 
to  pronounce  a  positive  opinion.  In  cases  of  pregnancy  the  symptoms  march 
onwards  with  a  certain  amount  of  regularity,  and  if  one  sign  be  present  another 
should  be  present  also.  Thus,  if  in  the  case  before  us  we  find  what  we  con- 
sider to  be  a  perfect  instance  of  the  pregnancy  areola  of  about  the  fifth 
month  of  gestation,  there  should  be  at  this  time  a  tumour  discoverable  in 
the  abdomen  ;  failing  to  find  a  tumour,  we  should  at  once  conclude  further 
investigation  of  the  case  to  be  necessary.  The  mistakes  which  have  been 
committed  in  the  diagnosis  of  pregnancy  will  on  inquiry  be  generally  found 
to  have  resulted  from  the  observer  attacliing  an  undue  importance  to  some  one 
sign  on  wliich  he  has  been  accustomed  to  rely,  and  from  his  having  omitted 
to  ascertain  the  presence  or  absence  of  other,  perhai3s  more  important,-  signs 
of  i^regnancy. 

A  bse)ice  of  mensti'^iation.  —  This,  though  a  most  important  sign  of  preg?- 
nancy,  is  far  from  being  a  positive  one.    (See  chajjter  on  '  Amenorrhoea.') 

Quickening.— It  is  well  known  that,  at  a  certain  period  of  pregnancy,  the 
patient  usually  experiences  a  peculiar  sensation  in  the  abdomen  in  the  region 
of  the  uterus,  due,  as  is  almost  generally  admitted,  to  the  actual  movements 
of  the  fojtus  within  the  uterus,  and  that  the  sensation  in  question  usually 
continues  to  be  felt  by  the  patient  until  delivery  has  taken  place.  Popularly, 
the  time  at  which  the  sensation  in  question  is  first  perceived  is  tervned  the 
period  of  quickening,  it  being  believed,,  although  this  belief  is  of  course 
unfounded,  that  the  foetus  only  then  begins  to  have  a  separate  and  distinct 
life  of  its  own.  The  presence  or  absence  of  quickening— that  is  to  say,  of 
the  sensations  supposed  to  be  due  to  motions  of  the  child  —is  considered  by 
women  in  general  as  complete  proof  of  the  presence  or  absence  of  pregnancy  ; 
and  cases  are  not  at  all  uixcommon  in  which,  in  the  face  of  facts  demonstrative 
of  the  impossibility  of  pi'cgnancy  being  present,  women  continue  to  imagine 
that  they  are  with  cliild,  led  away  by  their  reliance  on  this  supposed  infallible 
sign  of  pregnancy. 

It  will  be  well  to  consider^  in  the  first  place,,  the  nature  and  character  of 
the  sensations  conveyed  to  the  mother,  and  produced  by  the  pregnant  condi- 
tion of  the  uterus,  and,  in  the  next  place,  other  conditions  which  may  give 
rise  to  sensations  capable  of  simulating  these. 

The  sensation  termed  '  quickening '  is  experienced  by  a  pregnant  woman 
usually  at  the  end  of  four  calendar  months  from  the  date  of  conception 
(Hamilton)  ;  or  '  between  the  end  of  the  twelfth  and  sixteenth  weeks  after 
conception,  or,  adopting  another  mode  of  calculation,  between  the  fourteenth 
I  and  eighteenth  weeks  after  the  last  menstruation'  (Montgomery).  It  is 
i  sometimes  felt  at  an  earlier  period  than  this,  in  very  rare  cases  in  the  tenth 
week  from  conception  ;  and  in  some  cases  it  is  not  perceived  until  a  consider- 
ably later  period.  So  far  respecting  the  time  at  which  it  occurs.  The 
phenomena  of  quickening  are  described  by  Dr.  Montgomery  as  follows  : 
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'  Under  ordinary  circumstances,  when  quickening  does  occur,  but  especially 
if  it  happens  in  conjunction  with  the  sudden  ascent  of  the  uterus  out  of  the 
pelvis,  the  woman  is  apt  to  feel  an  unusual  degree  of  nervous  agitation,  which 
not  unfrequontly  ends  in  faintness,  or  even  complete  syncope,  after  which 
she  is  sensible  of  a  slight  fluttering  sensation,  which  from  day  to  day  becomes 
more  distinct,  until  she  fully  recognises  the  motions  of  the  child.' ^ 

There  has  always  been  some  difference  of  opinion  as  to  the  cause  of  the 
sensation  termed  quickening.  Thus  it  has  been  considered  by  some  to  be 
due  to  the  ascent  of  the  womb  into  the  abdomen,  by  others  to  the  first  peri- 
staltic contractions  of  the  newly  organised  uterine  muscular  fibres  (Dr.  Tyler 
Smith)  ;  and  the  seat  of  the  sensation  has  even  been  held  to  be  in  the  ab- 
dominal parietes.  The  more  general  idea  is  that  the  sensation  is  due  to  the 
actual  motions  of  the  child. 

This  difference  of  opinion  as  to  the  cause  and  nature  of  quickening 
ajDpears  to  depend  on  the  fact  that  the  phenomena  witnessed  in  diflferent 
cases,  and  termed  'quickening,'  are  in  reality  not  always  identical ;  and  the 
term  must  be  considered  a  comiDosite  one,  meaning,  in  one  case,  the  altera 
tion  in  position  of  the  uterus  due  to  its  increasing  size  ;  in  another,  the 
actual  sensation  of  the  cliild's  movements  ;  in  a  third,  i^ossible  contraction 
of  tlae  uterine  muscular  fibres  alone.  This  distinction  has  not  been  suffi- 
ciently insisted  upon.  It  is  very  certain  that  by  women  in  general  the  term 
quickening  is  not  held  to  mean  exclusively  and  always  the  sensation  of  the 
motion  of  the  child  :  they  often  mean  by  the  expression  a  particular  attack 
of  faintness,  which  may  not  be  followed  by  the  experiencing  of  actual  sensa- 
tion of  motion  of  the  child  for  some  very  considerable  time  afterwards. 

After  the  period  at  which  quickening  is  usually  observed  has  passed  by, 
the  patient  being  pregnant,  the  motions  of  the  child  become  more  and  more 
evident,  and  the  sensations  described  by  the  mother  are  plainly  and  unmis- 
takably due  to  the  active  motions  of  the  foetus  in  idero.  Wliatever  doubts 
may  exist  as  to  the  actual  nature  and  seat  of  the  first  sensations  experi- 
enced, there  can  be  none  as  to  their  cause  at  a  later  period.  The  sensations 
attributable  to  the  motion  of  the  foetus  are  now  peculiar  in  regard  to  their 
suddenness,  abruptness,  and  distinctness.  At  first  the  sensation  experienced 
is  that  of  '  a  slight  pat  or  throb,  sometimes  scarcely  more  than  a  flutter,' 
sometimes  a  tickling  or  tremulous  motion,  resembling  that  produced  by  a 
little  bird  when  held  in  the  hand  (Montgomeiy) ;  but  later  the  motions  give 
rise  to  sensations  more  distinct  and  intense. 

The  motions  of  the  foetus  are  not  regular,  and  are  not  regularly  produced 
by  the  operation  of  the  same  causes.  All  women  do  not  experience  these 
sensations  equally.  In  some  cases  all  sensation  of  the  motion  of  the  child 
has  been  absent  from  the  beginning  to  the  end  of  pregnancy  ;  in  other  cases 
the  motions  are  violent,  to  such  an  extent  that  patients  consult  us  in  order 
to  obtain  relief  from  the  annoyance  and  inconvenience  they  occasion  ;  they 
sometimes,  towards  the  end  of  pregnancy  especially,  occur  so  uninterruptedly 
as  to  prevent  the  patient  from  sleeping  ;  and  there  is  usually  some  one  posi- 
tion in  taking  which  the  patient  is  more  particularly  liable  to  be  troubled 
with  them. 

The  observation  of  Hamilton  should  always  be  borne  in  mind,  that  '  no 


'  Oj).  cit.  p.  146,  2nd  ed. 
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woman  ever  yet  fancied  herself  pregnant  without  also  persuading  herself 
that  she  felt  the  motions  of  the  child.' 

In  women  with  abduminal  tumours,  sensations  of  movement  are  some- 
times present ;  in  cases  of  ovarian  tumour,  an  irregular  pulsatile  sensation  is 
sometimes  perceived,  due,  probably,  to  the  pulsations  of  the  aorta  or  of  the 
great  vessels  lying  behind  and  pressed  upon  by  the  tumours  in  question. 
Where  the  uterus  is  distended  by  retention  of  menstrual  fluid,  by  presence 
of  the  ovum  in  a  condition  of  hydatidiform  degeneration,  or  otherwise,  and 
sensations  like  those  due  to  motions  of  a  child  are  present,  the  cause  of  the 
same  is  probably  the  contraction  of  the  uterine  muscular  fibres.  Dr.  Mont- 
gomery relates  three  cases  in  which  these  anomalous  sensations  of  motion 
were  due  to  presence  of  'hydatid  pregnancy.'  The  sensation  was  dift'erent 
from  that  experienced  in  ordinary  pregnancy,  and  was  described  as  a  peculiar 
crawling  or  sliding  sensation. 

Comparative  istimate  of  the  value  of  different  signs  of  pregnancy. — Perfect 
evidence  of  the  existence  of  pregnancy  is  not  obtainable  until  after  the  tliird 
month,  unless  in  those  very  rare  cases  where  the  fcetal  heart  may  be  heard 
just  at  the  end  of  this  time.  The  evidence  obtainable  before  this  date  only 
enables  us  to  come  to  the  conclusion  that  pregnancy  is  probable.  The  signs 
(probable  ones)  of  j^regnancy  up  to  this  time  are — suppression  of  the  menses, 
swelling  of  the  breasts,  descent  of  the  lower  part  of  the  uterus  in  the  pelvis, 
flattening  of  the  abdomen. '  An  examination  will  not  usually  enable  us  to 
give  a  positive  opinion,  if  inidertaken  at  this  time. 

After  the  end  of  the  third  month,  during  the  fourth  and  fifth,  an  ab- 
dominal and  a  vaginal  examination  give,  or  may  give,  decisive  indications. 
Menstruation  is  still  absent  in  ordinary  cases  ;  the  breasts  continue  to  en- 
large, and  the  areolar  changes  become  developed  ;  the  os  uteri  undergoes  its 
characteristic  changes  ;  the  uterus  can  be  felt  to  be  enlarged  from  the  vagina 
and  above  the  pubes  ;  the  vagina  assumes  a  dusky  hue  ;  the  motions  of  the 
foetus  can  be  felt  by  the  observer  and  by  the  patient ;  ballottement  is  recog- 
nisable ;  the  sounds  of  the  foetal  hfeart  can  be  heard. 

After  the  fifth  month  and  up  to  the  end  of  pregnancy,  the  symptoms  just 
described  continue  and  become  intensified. 

The  signs  of  pregnancy  have  been  divided  into  three  classes  by  Mont- 
gomery— (1)  Presumptive  ;  (2)  probable  ;  (3)  unequivocal.  Practically,  how- 
ever, there  is  no  great  difference  between  what  is  i^resuniptive  and  what  is 
probable  ;  and  if  distinctions  are  to  be  drawn  between  shades  of  belief,  the 
division  might  be  extended  ad  hifinitum.  It  appears  quite  suflicient  to 
arrange  these  signs  under  two  classes— (1)  the  certain,  and  (2)  the  probable, 
signs  of  pregnancy. 

1.  The  certahi  sigibs  of  pregnancy  are — 

The  active  movements  of  the  child  unequivocally  felt  by  another  ; 

The  presence  of  the  child  in  utero  ascertained  by  ballottement ; 

The  sounds  produced  by  the  pulsations  of  the  fcetal  heart. 

A  positive  opinion  may  be  expressed  if  any  one  of  these  be  distinctly 

'  This  flattening  of  the  abdomen  was  reckoned  by  tlie  older  authorities  as  an 
early  sign  of  pregnancy. 

'  En  ventre  plat 
p]nfant  11  y  a.' 
Thus  ran  the  old  proverb.    Montgomery,  op.  rit.  p.  1.57. 
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observed,  the  observer  being  one  experienced  in  such  in(iuiries,  and  aware 
of  certain  possible  sources  of  fallacy.  These  latter  have  been  described  in 
the  proper  place.  On  the  (jther  hand,  no  positive  opinion  can  be  expressect 
if  none  of  these  signs  be  discoverable,  however  strongly  the  observer  ina' 
feel  inclined  on  other  grounds  to  give  his  final  decision.  And  as  caution 
should  be  exercised  in  this  particular,  so  also  caution  is  necessary  in  giving 
an  opinion  that  pregnancy  is  not  present  unless  the  negative  evidence  be 
very  decisive. 

2.  The  probable  signs  of  pregnancy  need  not  be  enumerated.  They  include 
all  those  not  included  under  the  first  head,  and  to  each  of  them  this  remark 
more  or  less  applies — that  their  value  as  probable  signs  of  pregnancy  is 
exceedingly  difiierent  in  difterent  cases  and  at  different  times  ;  the  circum- 
stances of  the  case  may  elevate  one  of  these  probable  signs  into  the  position 
of  a  certain  one,  so  far  as  that  case  is  concerned,  but  this  particular  sign  may 
be  valueless  in  the  next  instance. 
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D. 

STERILITY. 

General  Remarks— Signs  oE  Virility  in  the  Man. 

Causes  op  Sterility  in  the  "Woman.— 1,  Mechanical  Causes ;  Condition  of 
Hymen,  of  Ostium  Vaginte,  of  Vagina,  Presence  of  Tumours,  etc.,  interfering 
with  Sexual  Intercourse ;  Spasm  of  Vagina;  Conditions  of  the  Uterus,  Im- 
perfect Development,  Polypi,  Flexions,  Narrowness  of  the  Uterine  Canal, 
Chronic  Inflammation :  Diseases  of  the  Ovaries ;  Altesred  Conditions  of  the 
Fallopian  Tubes ;  Ill-timed  Intercourse  ;  Masturbation,  Follicular  Disease  of 
Vulva ;  Disease  of  Rectum. — 2.  Abnormal  Condition  of  the  Secretions  ;  Leu- 
corrhoea,  etc. — 3.  Constitutional  or  General  Causes  ;  Sexual  Frigidity ;  Over- 
feeding and  Luxurious  Habits  ;  Obesity  ;  Syphilis. 

There  is  hardly  any  pathological  condition  of  the  generative  organs  of  the 
female  which  may  not,  directly  or  indirectly,  have  to  do  with  sterility  ;  hence, 
success  in  the  diagnosis  of  the  cause  of  sterility  involves  a  wide  and  compre- 
hensive view  of  the  subject. 

The  only  practical  method  of  treating  the  subject  of  the  diagnosis  of  the 
causes  of  sterility  is  to  state  definitely  and  systematically  what  are  the 
possible  causes.  The  following  list  of  these  possible  causes  has  been  made 
out  chiefly  on  the  basis  of  facts  actually  observed  and  recorded. 

The  question  which  naturally  first  occurs  to  us  in  ascertaining  the  cause 
of  the  sterility  is,  To  whom  is  the  infertility  to  be  attributed — the  woman  or 
the  man  1 

In  some  cases,  although  the  testes  are  apparently  sound,  the  secretion 
itself  is  deficient  in  fertilising  power. '  If  the  husband  be  in  good  health, 
and  have  lived  temperately,  the  power  of  impregnating  often  exists  up  to  a 
very  advanced  period  of  life  ;  but  in  those  who  have,  from  an  early  period 
of  life,  been  addicted  to  excesses,  the  sexual  power  may  fail  prematurely. 
In  cases  of  the  latter  kind,  inquiries  will  readily  show  the  nature  of  the 
deficiency. 

'  Mr.  Curling  contends  that  in  the  man  an  inaptitude  to  impregnate  may 
coexist  with  the  capacity  for  sexual  intercourse— that,  in  fact,  the  man  is  subject 
to  stmlity  independently  of  virility.  The  microscope  has  been  occasionally  em- 
ployed with  Ihe  view  of  ascertaining  the  presence  or  absence  of  spermatozoa  in 
the  seminal  secretion,  and  it  is  asserted  that  they  liave  been  found  absent  in  some 
cases  of  sterility.  (See  Dr.  Marion  Siras's  important  work  on  Sterility.)  Recent 
observations  appear  to  show  that  sterility  is  more  often  due  to  imperfect  consti- 
tution  of  the  semen  than  was  formerly  supposed. 
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CAUSES  OF  STERILITY  IN  WOMEN. 

The  first  point  to  which  our  inquiries  tend  is  as  to  the  patency  of  the 
canals  through  which  the  siiermatic  fluid  and  the  ovule  must  pass  in  ordei' 
to  come  into  contact.  The  vagina,  the  uterus,  the  Fallopian  tubes,  must 
offer  no  impediment,  or  sterility  is  inevitable. 

We  may  consider  the  causes  of  sterility  in  the  woman  under  the  following 
heads  :  1.  Mechanical  causes  ;  abnormal  condition  of  some  part  of  the  gene- 
rative i^assages,  such  as  to  interfere  with  the  proper  transit  of  the  spermatic 
fluid  or  of  the  ovules,  2.  Abnormal  conditions  of  the  secretions  of  the  gene- 
rative passages.   3.  Constitutional  and  general  causes. 

1.  Mechanical  Causes  of  Sterility. 

(a)  Abnonnal  covditiona  of  the  hymen. — This  membrane  is  sometimes  dense 
and  firm,  and  eff"ectual  intercourse  is  prevented.  Cases  in  which  this  condition 
is  met  with  usually  come  under  our  notice  owing  to  a  complaint  on  the  part 
of  the  husband  thab  intercourse  cannot  be  effected  satisfactorily.  In  some 
such  cases  we  find  on  inquiry  that  the  menstrual  flow  jjroceeds  regularly  and 
without  much  apparent  disturbance  ;  the  hymen  is  not  quite  complete,  but 
is  perforated  at  one  or  more  points  sufliciently  to  allow  of  the  passing  of  the 
menstrual  fluid,  but  not  sufficiently  so  to  allow  of  perfect  intercourse.  In 
such  cases,  sterility  generally,  but  not  always,  exists  ;  for  it  has  been  found 
in  cases  very  well  authenticated,  some  of  which  may  indeed  be  found  in 
Mauriceau,'  not  to  cite  authorities  much  more  recent,  that  a  nearly  perfect 
hymen  does  not  necessaiily  prevent  fecundation.  In  some  of  these  cases 
the  hymen  has  been  found  so  dense  and  firm  at  the  final  termination  of 
pregnancy,  as  actually  to  iniijede  j^arturition.  Thus  the  menstrual  phenomena 
may  be  present,  and  yet  the  hymen  may  be  imperforate  in  a  certain  degree. 
In  another  class  of  cases  the  woman  has  never  menstruated,  and  the  hymen 
is  found  complete,  absolutely  preventing  the  escape  of  the  menstrual  secre- 
tion. In  some  rare  cases  the  hymen  is  imperforate,  but  is  at  the  same  time 
yielding,  so  much  so,  indeed,  as  to  allow  of  ordinary  intercourse.  A  case  in 
which  the  hymen  is  absolutely  imperforate  generally  arrests  attention  from 
the  fact  that  the  menstrual  flow  has  never  been  observed,  and  in  the  case  of 
married  women,  the  aid  of  the  practitioner  is  more  frequently  called  in  for 
this  reason  than  because  of  the  sterility  with  which  it  is  also  associated.  The 
physical  examination  will  always  and  readily  demonstrate  the  nature  of 
the  impediment  to  fecundation  wliich  exists  in  both  of  these  important  classes 
of  cases. 

(6)  Narrowv.ess  or  partial  closure  of  ostium  vaginse  or  vaginal  canal. — The 
vagina  is  in  rare  instances  pariiaW?/  closed  at  different  parts  of  its  course  by 
bands  constituting  partial  strictures  of  the  canal,  and  rendering  intercourse 
difticult  or  incomplete,  and  so  leading  to  sterility.  Such  a  condition  of  the 
canal  may  be  congenital,  or  it  may  be  brought  about  in  consequence  of  pre- 
vious diflicult  parturition,  laceration  and  cicatrisation  of  the  torn  part  lead- 
ing to  contraction,  and  to  partial,  or  even  complete,  closure  of  the  canal. 
The  strictures  thus  resulting  may  be  low  down,  at  the  position  of  the  hymen, 
or  higher  up  near  the  os  uteri. 

'  Maladies  des  Fcvtmes. 
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(c)  Or  the  vagina  may  be  altogether  absent,  or  constituted  by  a  small  cul- 
de-sac,  barely  admitting  the  point  of  the  finger.  This  condition  may  be  con- 
genital, or  may  be  produced  by  difficult  labour,  laceration  of  the  walls  of  the 
canal  liaving  been  followed  by  cicatrisation  and  contraction  of  the  same.  In 
the  congenital  variety,  menstruation  is  absent  because  of  the  usually  asso- 
ciated absence  or  defective  development  of  the  uterus  ;  in  the  acquired 
variety,  menstruation  may  or  may  not  be  absent  according  as  the  canal  is 
completely  closed  or  not.  The  canal  may  be  large  enough  to  allow  of  men- 
struation occurring,  but  too  small  to  admit  of  sexual  intercourse,  and  conse- 
quently of  impregnation. 

(d)  Tumoxirs,  etc.,  interfering  with  sexual  intercourse. — Theaj^erture  of  the 
ostium  vaginae  being  natural  in  point  of  size,  sterility  may  exist  because  of 
the  presence  of  a  tumour  or  growth  filling  up  the  canal,  or  so  situated  as  to 
interfere  with  efficient  sexual  intercourse.  The  presence  of  an  enlarged 
clitoris  has  been  known  to  have  this  result. 

The  canal  of  the  vagina  may  be  occupied  by  a  growth  interfering  in  like 
manner  with  intercourse.  Hypertrophy  of  the  cervix  uteri  forming  a  conical 
tumour  sometimes  of  considerable  size,  polypus  of  the  uterus  hanging  down 
into  the  vagina,  or  prolapsus  of  the  uterus  itself,  may  in  particular  cases 
give  rise  to  sterility. 

(e)  Spasmodic  affection  of  the  ostium  vaginae — vaginal  spasm — vaginismus. — 
This  condition  has  until  recently  had  hardly  a  sufficiently  prominent  place 
assigned  to  it  in  the  list  of  causes  of  sterility.  Its  relation  to  sterility  is  a 
very  important  one.  It  has  excited  the  attention  of  Debout,  Michon, 
Marion  Sims,  and  others.  The  affection  has  been  described  in  some  of  the 
older  established  text-books.  The  spasmodic  contraction  is  induced  or 
aggravated  by  attempts  at  sexual  intercourse.  Owing  to  the  extreme  sensi- 
bility of  the  pai*ts  in  the  first,  and  to  the  mechanical  closure  of  the  canal  in 
the  second  place,  sexual  intercourse  is  almost  or  quite  impossible,  and  there 
is  consequently  sterility.  The  nature  of  tlie  afiection  has  been  discussed  in 
a  previous  chapter. 

(/)  Condition  of  the  uterus. — Abseiiice  or  imperfect  development  of  the  uterus 
is  a  cause  of  sterility  the  existence  of  which  is  only  to  be  substantiated  by 
an  internal  examination  (see  '  Examination  of  the  Vagina ').  There  is  a 
class  of  cases  which  comes  under  the  present  category,  and  which  is  very  in- 
teresting from  a  practical  point  of  view — viz.  that  in  which  the  cervix  uteri, 
or  ratlier  the  vaginal  portion  of  the  cervix  is  small  and  somewhat  infantile 
in  character,  the  opening  being  also  small.  In  many  such  cases  infertility 
has  been  observed,  and  has  been  remedied  by  simply  incising  the  os  uteri, 
and  thus  enlarging  the  apertiu-e. 

Infertility  is  by  no  means  a  necessary  consequence  of  absence  of  the 
catamenia.  It  has  been  repeatedly  proved  that  women  may  conceive  who 
have  never  menstruated  ;  and  if  it  became  a  question  whether  marriage 
was  allowable  in  a  particular  case,  the  simple  absence  of  this  function 
could  not  be  considered  as  definitively  against  the  propriety  of  such  a  pro- 
cedure, unless  that  absence  were  accompanied  by  other  and  more  essential 
sexual  deficiencies. 

The  other  conditions  on  the  part  of  the  uterus  which  may  cause  sterility 
will  next  be  enumerated.  First  are  to  be  considered  those  cases  in  which 
tlie  cavity  of  the  uterus  is  occupied  by  tumours— polypi  of  the  uterus.  The 
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presence  of  a  polypus,  even  of  a  somewhat  considerable  size,  in  tlie  uterus, 
does  not  necessarily  produce  sterility.  Fibroid  tumours  of  the  uterus  are 
effectual  both  in  the  production  of  abortion  and  in  the  actual  prevention  of 
impregnation  ;  when  the  tumour  is  situated  between  the  uterine  mucous 
membrane,  and  encroaching  gradually  on  the  uterine  cavity,  producing  a 
narrowing  or  jjartial  occlusion  of  the  cavity  of  that  situation,  impregnation 
is  prevented.  Out  of  sixty -nine  cases  of  fibroid  tumour  recorded  by  Scan- 
zoni,  thirty -five  had  never  conceived.  According  to  my  own  experience, 
fibroid  tumours  generally  altogether  prevent  conception. 

Chrouic  hypertrophy  of  the  uterus,  variously  termed,  also  chronic  inflamma- 
tion of  the  uterus,  '  chronic  infarctus,'  is  a  condition  unfavourable  to 
fecundity.  Scanzoni  attributes  the  sterility  pf  prostitutes  to  the  existence 
of  this  alteration.  This  condition  is  generally  accompanied  with  congestion 
and  undue  fulness  of  the  neighbouring  blood-vessels,  alike  unfavourable  to 
healthy  ovulation  and  to  the  normal  development  of  the  ovum  within  the 
uterus. 

The  form  of  atresia  i^roduced  by  flexions  of  the  uterus  is,  I  believe,  by  far 
the  most  common  cause  of  sterility.  This  subject  has  been  fully  considered 
in  the  chapters  on  'Flexions'  and  ' Dysmenorrhoia.'  The  flexion  produces 
sterility  because  it  prevents  the  passage  of  the  seminal  fluid  into  the  interior 
of  the  uterus.  The  cause  of  dysmenorrhoea  and  of  sterility  is  often  the  same. 
The  frequency  with  which  anteflexion  of  the  uterus  is  associated  with 
sterility  is  very  great. 

The  uterine  cervical  canal  may  be  comjxirativelii  rerij  narrow ^  the  seat  of 
the  constriction  being  either  at  the  up^jer  extremity  of  the  cervical  canal, 
where  it  joins  the  body  of  the  uterus,  or  lower  down  at  the  os  uteri.  And 
there  may  be  congenital  closure  of  the  canal  at  the  positions  indicated.  In 
cases  in  which  there  is  actual  closure  of  the  canal,  the  os  uteri  being  imper- 
forate, menstruation  is  of  course  absent,  and  there  may  be  menstrual  reten- 
tion. In  cases  where  there  is  an  opening,  but  a  small  one,  the  symptoms 
present  are,  speaking  in  general  terms,  those  of  dysmenorrhoea.  The  opening 
is  often  small,  owing  to  flexion  and  consequent  compression  ;  but  when 
the  OS  is  drawn  down,  and  the  canal  straightened^  the  sound  enters  readily 
enough. 

Conical,  or  flexed,  or  elongated  condition  of  the  vaginal  jjortion. — Dr.  Marion 
Sims  insists,  and  I  believe  correctly,  on  the  influence  exerted  by  an  abnormal 
condition  of  the  canal  at  its  lower  portion  in  the  production  of  sterility. 
The  vaginal  portion  is  sometimes  too  long,  and  when  this  is  the  case  it  has  a 
tendency  to  become  curved.  This  curvature  (of  the  portion  of  the  canal 
within  the  vagina,  be  it  understood)  is  sometimes  so  great  that  the  long 
tapering  cervix  is  almost  doubled  on  itself .  (See  chapters  on  'Flexions.') 
The  patency  of  the  canal  is  thus  seriously  interfered  with,  and  it  is  important 
to  bear  in  mind  tliat  dysmenorrho3a  is  not  necessarily  associated  with  flexion 
of  the  canal  at  this  point.  The  vaginal  portion  should  have  a  certain  length, 
shape,  and  direction,  and  a  deviation  in  either  of  these  particulars  may  lead 
to  sterility.  . 

Valvidar  closure  of  the  os.— This  condition  arises  when  one  of  the  lips  ot 
the  OS  uteri  is  considerably  larger  than  the  other.  The  os  has  then  a 
crescentic  shape,  and  the  orifice  is  virtually  less  than  it  should  be.  Sterility 
may  be  associated  with  it. 
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The  03  uteri  sometimes  becomes  closed,  and  sterility  arises  in  consequence 
of  the  opposite  sides  of  the  canal  becoming  adherent  after  being  torn.  This 
is  now  and  then  a  conseciuence  of  labour.  In  some  cases  it  has  been  pro- 
duced by  the  incautious  or  improper  use  of  caustics. 

Chrome  injiammaiion  and  indivration  of  the  cervix  of  the  utenis  are  causes  of 
sterility  ;  the  opposite  sides  of  the  os  are  hard,  firm,  and  the  opening 
actually  very  small,  although  it  may  appear  to  be  large.  The  canal  is 
frequently  distorted,  and  the  opposite  sides  actually  touching  each  other. 
The  sound  enters  readily,  but  there  is  nevertheless  less  patency  of  the  canal 
than  there  should  be. 

In  cases  of  dysnienorrhosa  attended  with  expulsion  of  a  membranous 
structure  at  each  menstrual  period,  sterility  is  very  generally  observed. 
(See 'Dysmenorrhoea.') 

(g)  Diseases  of  the  ovaries.— Cystic  or  other  tumours  of  the  ovary  prevent 
conception  in  many  cases  where  menstruation  is  still  present ;  but  the  exist- 
ence of  disease  in  one  ovary,  or  removal  of  one  ovary  by  operation,  is  not 
incompatible  with  the  occurrence  of  pregnancy.  Disease  of  the  ovaries 
interferes  with  the  fecundity  of  the  woman,  when  the  due  secretion  of  ovules 
does  not  occur,  and  consequently  either  no  ovules,  or  ovules  in  a  morbid 
condition,  are  conveyed  into  the  Fallopian  tubes,  in  which  case,  however, 
menstruation  would  be  expected  to  be  absent,  or  at  all  events  much  dis- 
turbed ;  or  when  the  pressure  of  large  tumours  of  the  ovaries  dislocates  the 
uterus,  and  so  disarranges  the  natural  relations  of  this  organ  as  to  prevent 
both  the  passage  of  the  ovule  downwards  and  the  entrance  of  the  sperma- 
tozoa into  the  uterus. 

(h)  Altered  conditions  of  the  Fallopian  ttihes  may  prevent  the  passage  of 
the  ovule  into  the  uterus.  Peritonitis  occasionally  produces  such  adhesions 
of  the  p&r^itoneum  covering  the  pelvic  organs  as  to  render  it  physically  impossible 
for  the  ovaries  to  be  grasped  by  the  fimbriated  extremities  of  the  Fallopian 
tubes;  thus  the  'ovipont'  cannot  take  place.  Atresia,  or  closure  of  the 
canal,  is  a  condition  sometimes  met  with — a  condition  of  course  fatal  to  im- 
pregnation of  the  ovules  from  the  corresponding  ovary.  This  condition  may 
be  combined  with  dropsy  of  the  Fallopian  tubes.  Fibroid  tumours  of  the 
uterus  occasionally  produce  occlusion  of  the  Fallopian  tubes. 

(i)  Here  may  be  mentioned  a  possible  cause  of  sterility,  important  to  bear 
in  mind — ill-timed  sexual  intercourse.  It  is  the  fact  that  women  have  a  much 
greater  aptitude  to  conceive  immediately  after  the  cessation  of  the  menstrual 
flow,  and  this,  therefore,  is  the  most  favourable  time  for  sexual  intercourse. 
It  is  related  that  Catherine  de  Me'dicis,  wife  of  Henry  II.  of  France,  became 
pregnant  after  having  been  sterile  for  many  years,  apparently  inconsequence 
of  following  the  advice  of  the  physician  Fernel,  that  sexual  intercourse 
should  only  take  place  at  the  time  in  question.^  It  may  turn  out  on  inquiry 
in  particular  cases  of  sterility,  that  it  has  been  the  custom  to  act  in  ignorance 
of  this  fact. 

(A;)  Under  the  next  head  may  be  included  a  number  of  causes  occasionally, 
but  by  no  means  necessarily,  leading  to  abortion.  Thus,  cases  in  which 
moMurhation  is  practised,  cases  in  which  sexual  intercourse  is  allowed  to 
take  place  too  frequently,  cases  in  which  the  vulvar  aperture  is  the  seat  of 

'  Monlgomory,  op.  cit.  p.  479. 
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disease,  as  in  follicular  inflammation  of  the  vulva,  are  those  coming  under 
this  category  most  deserving  of  mention.  Diseases  of  the  rectum  have  been 
known  to  be  associated  with  sterility. 

2.  Abnoemal  Conditions  of  the  Secketions  of  the 
Generative  Passages. 

Leucorrhcea. — Under  ordinary  healthy  conditions,  contact  with  the  secre- 
tions of  the  mucous  membrane  lining  the  cervix,  the  uterus,  and  the  vagina, 
does  not  at  all  impair  the  vigour  and  activity  of  the  spermatozoa,  in  which 
the  power  of  fertilisation  resides  ;  but  these  secretions  may  be  so  altered  as 
to  materially  aflfect  the  activity  of  the  spermatozoa,  so  as  to  prevent  mechani- 
cally, by  their  viscidity  and  tenacity  (Dr.  Tyler  Smith),  the  passage  of  these 
bodies  into  the  cavity  of  the  uterus.  The  vaginal  secretion  is  naturally 
acid,  the  cervical  mucus  is  naturally  alkaline  ;  the  healthy  degree  of  acidity 
and  alkalinity  respectively  is  not  hurtful  to  the  spermatozoa ;  but  it  has 
been  shown  experimentally  that,  if  the  vaginal  mucus  be  too  acid,  or  the 
cervical  mucus  be  too  alkaline,  the  spermatozoa  subjected  to  the  direct 
influence  of  these  secretions  quickly  lose  their  power  of  motion.  The  rela- 
tions of  leucorrhosa  to  sterility  have  been  fully  discussed  by  some  late 
observers,  by  Dr.  Whitehead,^  Dr.  Tyler  Smith, ^  and  Dr.  Marion  Sims^  in 
particular  ;  and  each  of  these  authors  cites  numerous  cases  of  sterility  asso- 
ciated with  leucorrhcea,  and  in  which  there  would  seem  to  be  little  doubt 
that  the  influence  of  the  leucorrhcea  in  producing  the  sterility  was  due,  in 
great  part,  to  the  existence  of  tliis  morbid  condition  of  the  secretions. 

3.  Constitutional  and  General  Causes  of  Sterility. 

One  of  the  conditions  here  to  be  mentioned  is  sexual  frigidity  —  a  want  of 
inclination  for  sexual  intercourse.  There  can  be  no  question  that  the  con- 
nection of  this  frigidity  of  temperament  with  sterility  has  been  much  over- 
rated. Women  conceive  and  bear  children  who  evince  little  or  no  sexual 
inclination.  This  condition  is  only  necessarily  associated  with  sterility  when 
the  generative  apparatus  is  deficient  and  imperfectly  developed  ;  and  no 
positive  deduction  can  be  drawn  from  such  disinclination  as  to  the  incom- 
petency of  the  w^oman  to  conceive. 

^Vlien  great  general  debility  and  ansemia  are  present,  it  is  often  the  case 
that  conception  does  not  occur.  The  ovarian  function  suffers  in  common 
with  the  functions  of  the  body  generally,  and  the  woman  is  not  apt  to  the 
procreation  of  children.  With  anasmia  disorder  of  the  menstrual  functions 
frequently,  as  is  well  known,  coexists  ;  the  cases  are  few  in  which,  menstrua- 
tion being  present,  the  sterility  is  dependent  on  the  anjemia. 

Another  condition,  the  opposite  of  that  present  in  anremia,  is  more  often 
the  cause  of  sterility— that,  namely,  produced  by  over-feeding  and  luxurious 
habits.  It  is  matter  of  common  observation  that  the  labouring  classes, 
amongst  whom  destitution  frequently  prevails,  are  prolific  in  a  degree  not 
witnessed  in  the  higher  ranks  of  society.  '  It  is,'  said  the  late  Dr.  Marshall 
Hall,  ' incontrovertibly  proved  by  Mr.  Sadler,  in  his  work  on  the  "Law  of 

'  On  Abo'rtio)i  and  Stcrilittj.  '  On  Leucorrhma.  '  On  Stenlittj. 
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Population,"  that  the  fecundity  of  the  human  race  is  diminished  by  the 
indolent  and  luxurious  mode  of  life  prevalent  among  the  rich,  while  it  is 
augmented  by  the  labouring  habits  and  spare  diet  of  the  poor  ....  the 
proportionate  infecundity  of  the  two  being,  in  general  terms,  as  six  to  one.'  ^ 
In  women  who  are  unusually  fat  an  inaptitude  to  conceive  is  often 
observed. 

Syphilis. — It  is  well  known  that  the  presence  of  syphilitic  disease  in 
either  parent  is  frequently  the  cause  of  abortion  or  of  premature  birth.  It 
may  be  questioned,  however,  whether  the  presence  of  syphilis  is  not  occa- 
sionally the  cause  of  sterility  by  destroying  the  product  of  conception  at  so 
early  a  period  of  the  pregnancy  that  the  very  existence  of  pregnancy  is  for 
that  reason  unrecognised — the  woman  being  really  capable  of  conceiving,  but 
the  product  of  conception  quickly  perishing.  The  effect  of  syphilitic  disease 
in  disturbing  the  normal  growth  of  the  decidua  at  the  commencement  of 
pregnancy  has  hardly  been,  as  yet,  the  subject  of  attention  ;  but  it  is  quite 
possible  that  disease  of  the  decidua  of  a  syphilitic  character  may  come  here- 
after to  be  a  recognised  pathological  condition.  Facts  which  have  come 
under  my  own  observation  have  led  me  to  suspect  that  syphilis  may  give 
rise  to  the  effect  here  alluded  to. 

Conclusion. — In  endeavouring  to  ascertain  the  cause  of  the  sterility,  it 
will  be  necessary  for  the  observer  carefully  to  examine  into  the  history  and 
antecedents  of  the  patient,  the  manner  in  which  menstruation  is  performed, 
and  the  general  condition  of  the  bodily  health.  Further,  it  will  generally 
be  necessary  to  examine  the  vagina  and  the  external  generative  organs,  and, 
if  no  cause  for  the  sterility  be  there  found,  to  examine  the  uterus.  In 
can-ying  out  the  examination  of  the  parts  in  question,  the  eye  and  the  touch 
are  both  to  be  employed.  In  investigating  the  condition  of  the  uterus,  the 
speculum  and  the  uterine  sound,  one  or  both,  are  required. 


'  On  Constitutional  Diseases  of  Female,  1830,  p.  7. 
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ABDOMEN,  diagnosis  of  enlargement 
of,  851 

—  diagnosis  oE  pregnancy  by  examina- 
tion of,  869 

—  discoloration  of  skin  of,  in  preg- 
nancy, 876 

—  enlargement  of,  from  fluid,  855 

—  examination  of,  850 

—  fatty  condition  of,  853 

—  gaseous  distension  of,  859 

—  motions  or  pseudo-motions  in,  felt 
by  patient,  887 

—  phantom  tumour  of,  860 

—  real  and  assumed  enlargement,  852 

—  shape  of,  as  diagnostic  of  tumours, 
855  - 

—  tumours  of,  eniimerated,  860 

—  tumoiu:s  traceable  into  pelvis,  860 ; 
not  traceable,  861 

Abdominal  pregnancy,  846 

—  viscera,  cancer  of,  867 

Abortion,  produced  by  flexion  of  uterus, 

184  ;  relation  to  flexions  of  uterus, 

185  ;  diagnosis  fi"om  excessive  men- 
struation, 467 ;  labour-like  pains  in, 
829 

Abscess  of  labia,  771 

—  pelvic.    See  Tt'lvic  Cellulitis 
Accidents   causing   uterine  displace- 
ments, 143 

Adenoid  tumour  of  ovary,  702 
Adhesions  in  ovarian  dropsy,  diagnosis 
of,  747 

Age  at  which  menstruation  begins  and 
end.s,  22 

Alveolar  structure  of  tumour  of  ovary, 
710 

Amenorrho^a,    83 ;     diagnosis,     427 ; 

treatment  of,  440 
Amnii,  liquor,  excessive,  859 
Amussat,  his  operation  for  making  a 

vagina,  449 
Ansesthesia  in  examination  of  abdomen, 

852 

Aneurism  bursting  into  abdomen,  581 
Anteversion  and  anteflexion  of  uterus. 

See  Uterus 
Antiseptic  method  of  ovariotomy,  758 
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Aperients,  in  amenorrhcea,  444 
Apoplexy  of  ovary,  578 
Appendix,  825 

Areola,  changes  in,  due  to  pregnancy, 
884 

—  secondary,  presence  of,  as  sign  of 
pregnancy,  884 

Ascites,  diagnosis  of,  from  ovarian 
dropsy,  855  ;  witli  abdominal  tumour, 
diagnosis,  858 ;  associated  with  preg- 
nancy, 858 ;  associated  with  prolapsus 
of  vagina,  790  ;  with  ovarian  tumour, 
738 

Aubert,  on  movements  of  uterus  causing 

vomiting  in  ijregnancy,  369 
Auscultation  of  abdomen,  876 


BACK,  pain  in,  causes  of,  827 
Ballottement,  from  vagina,  as  sign 
of  pregnancy,  842 ;  hypogastric,  871 
Bathing  resorts,  104 
Baths,  in  treatment  of  leucorrhoea,  521 ; 

of  congestion  of  uterus,  104 
Battey's  operation,  638,  694 
Bladder,  calculus  of,  diagnosis,  814 

—  cancer  of,  causing  painful,  difficult 
and  involuntary  micturition,  811 

—  diseases  of,  807 

—  distension  of,  physical  diagnosis,  868 

—  extreme  distension  of,  causing  ab- 
dominal tumour,  868 

—  disturbance  of  function  from  retro- 
flexion of  uterus,  225;  from  ante- 
flexion, 280 

—  effect  of  evacuation  of,  on  movements 
of  uterus,  136,  255 

—  exfoliations  from,  471 

—  eyersion  of,  causing  difficult  and 
pamtul  micturition,  820 

—  fulness  or  emptiness  in  helping  to 
produce  flexions,  211  ■  ^ 

-mfemmation   of,   811;  treatment, 

—  '  irritable,'  814 

—  paralysis  of,  causing  difficult  mic- 
turition, 808 . 

—  polypus  of,  physical  characters  8^ 
M 


898 


INDEX. 


BLA 

Blander,  prolapsus  of,  400 

lUood-clot  in  uterus,  causing  ha^mor- 

I'hage,  469 
lUood-lcttiiig  in  congestion  of  uterus, 

102 

Blood-polypi,  4G9 

Blood-tumours  of  vulva.  SeeYulvn 

Blood,  unusual  discharge  of,  fromgenc- 

<  rative  organs,  455 

Boils  of  labia,  771 

Breast,  cancer  of,  648 

Breasts,  examination  of,  in  diagnosis 
of  pregnancy,  881  ;  milk  in,  as  a  sign 
of  pi'cgnancy,  882  ■;  size  increased  in 
pregnancy,  881 

Broad  ligaments,  cystic  afTections  of, 
.699 


CACHEXIA,  cancerous,  663 
Calculus  of  bladder.    See  Bladder 
Cancer-    See  Uterus,  Breast,  Bladder, 

Abdomen 
Catamenia.    See  Menstruation 
Catheter,  use  of,  in  diagnosis  of  absence 
of  uterus,  788  ;  method  of  using,  821 
Cauliilower  excrescence  of  os  uteri,  650 ; 
hasmorrhage    from,    460 ;  causing 
watery    discharges,    508 ;  surgical 
treatment,  667 
Cautery,  the  actual,  in  treatment  of 
affections  of  os  uteri,  107  ;  in  ovario- 
tomy, 755 
Caustics,  in  treatment  of  chronic  con- 
gestion of  OS  uteri,  105  ;  the  stronger 
caustics,  106  ;  in  treatment  of  cancer, 
670 

Cellulitis,  pelvic.    See  Pelvic  Cellulitis 
Cephalalgia  from  uterine  irritation, 
569 

Cervix  uteri,  glands  of,  506 

—  amputation  or  excision  of,  for  cancer, 
667 

—  eversion  of,  376,  381 

—  normal  appearance  of  its  interior, 
54 

—  canal  obstructing  introduction  of 
sound,  42  ;  canal  contorted,  43 

—  conical  cervix,  503 

—  contraction  and  condensation  of 
tissues  around,  producing  vomiting 
in  pregnancy,  369 

—  dilatation  of,  322  ;  dangers  of,  322  ; 
metallic  dilators,  325 

—  hypertrophy  of,  84 

—  laceration  of,  64,  375,  646,  659 

—  longitudinal  hypertrophy  of,  404  ; 
treatment,  410  ;  Huguier's  operation, 
411 

—  chronic  congestion  of,  its  nature 
and  elfccts,  84 

-  incision  of,  292,  318,  500 
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Cervix  uteri,  enlargement  of,  381 

—  normal  lengt  h  of  vaginal  portion,  37 

—  oljstruction  of  canal  by  flexi<jn,  1 58 

—  jiapillas  of,  55 

—  shortening  of,  37 

—  ulceration  of.    See  Os  Uteri 
Charcot  on  hystero-epilepsy,  547 
Child-bearing,  lacerations  of  os  uteri 

due  to,  375 
Child-bed,  treatment,  101 
Children,  vulvitis  in,  778 
Chlorosis.  446 

Chronic  starvation,  cause  of  uterine 

diseases,  96 
Clamp  for  ovariotomy,  Hutchinson's, 

755 

Clamp-shield,  636 

Clay,  Mr.  John,  statistics  of  ovariotomy, 
742 

Climacteric  haemorrhages,  462 
Climate,  moist,  a  cause  of  leucorrhcsa, 
517 

Clitoris,  hypertrophy  of,  768 
Comparative  importance  of  uterine  and 

ovarian  diseases,  4 
Composite  tumours  of  ovary,  719 
Conception,  without  previous  menstrua- 
tion, 429 
Condylomata  of  vulva,  759 
Congestion  of  uterus.    St'-e  Uterus 
Constitutional  treatment  of  diseases  of 

women,  importance  of,  1,  93 
Convulsions,  hysterical,  544  ;  treatment, 
564 

Copeman,  Dr.,  on  vomiting  of  preg- 
nancy, 363 
Corpus  luteum,  false,  described,  19 
Corroding  ulcer  of  os  uteri,  hiTjmorrhage 

from,  460  ;  diagnosis  of,  665 
Cradle  pessary  (author's),  299 
Cretaceous  transformation  of  uterine 

fibroid  tumours,  614 
Cretinism,  a  cause  of  amenorrboea,  4"^7 
Curette,  employment  in  treatment  of 

menorrhagia,  478 
Cystic  affections  of  ovary,  pathology 
698 

Cystitis,  811  ;  treatment,  822 
Cystocele.    See  Bladder,  Prolapsus  of 
Cysto-sarcoma  of  ovary,  702 
C^'sts  of  broad  ligaments  (Wolflian), 

699 ;  of  omentum,  865 ;  sub-peritoneal, 

864 


DEAD  ovum  in  uterus,  513 
Decidua  of  menstruation,  15,  471 
Defects,  congenital,  of  external  genera- 
tive organs,  786 
Descent  of  uterus  in  retrotlcxion,  219 
Delivery,  recent,  signs  of,  44 
Dermoid  cysts  of  ovary,  706 
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Dilator,  Graily  Hewitt's  uterine,  198, 
:52G  ;  Priestley's  and  Sims',  327 

Discharires,  gonorrlioeal  and  syphilitic, 
514;  leucorrhceal,  diagnosis  of  tlieir 
origin,  505  ;  mucous  and  puriform, 
510;  offensive,  513;  ptinilent,  511; 
sanious,  512;  watery,  508 

Disinfectants,  G71 

Displacements  and   distortions  (flex- 
ions).   See  Flexions 
Diseases  of  sexual  organs  in  women 
due  to  general  nutritional  weakness,  2 
Distortions  of  uterus.    Soe  Flexions 
Douche,  in  treatment  of  leucorrhoea, 

523  "  . 

Drainage  in  ovariotomy,  757 
Drainage  of  utenis,  defective,  111,  519 
Dropsy,  ovarian.    See  Ovarian  Dropsy 
—  of  utenis.    Sec.  Hydrometra 
Djsentery,  causing  labour-like  pain, 
830 

Dyskinesia,  uterine,  58,  165,  275 

Dysmenorrhoea,  179,  481  ;  pathology, 
482 ;  obstruction  theory  discussed, 
482 ;  causes  of  obstraction,  493  ;  dia- 
gnosis, 825  ;  membranous  dysmenor- 
rhcea,  494  ;  treatment,  499 

Dysmenorrhoeal  membrane,  its  nature 
and  physical  characters,  471 

Dyspareunia,  188 

Dysuria,  807 


ECRASEUE,  steel  wire,  412 
Electricity  in  treatment  of  flexions, 
2C4 

Electrolysis  for  fibroids  of  uterus,  641 
Elevation  causing  amenorrhoea,  438 
Elephantiasis  of  vulva,  767 
Emmenagogues,  445 
Emmet,  Dr.,  on  laceration  of  cervix, 
376 

Encysted  retained  foetus,  865 
Endometritis,  109  ;  relation  to  flexiors, 
110,  519 

Engelmann  on  hyst  ero-neuroses,  529 
Enucleation  of  fibioid  uterine  growths, 
630 

Epileptic  attacks  due  to  disorders  of 
uterus,  514 

Epileptic  and  hysterical  attacks  com- 
pared, 545 

Epispadias,  causing  involuntary  mic- 
turition, 816 

Epithelial  cancer  of  external  generative 
organs,  771  ;  of  os  uteri,  itce  Cauli- 
flower Excrescence. 

P>octilo  organs  in  the  woinan,  11 

Ergot  of  rye,  in  menorrbagia,  475 ;  in 
treatment  of  uterine  fibroids,  (  40 

Excessive  exertions  causing  (lis|)lacp- 
ments  of  uterus,  148 
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Exfoliations  from  bladder,  471  ;  from 

vagina,  470 
External  generative  organs,  diseases  of, 

765;  cancer  of,  771;  ulcerations  of, 

765 


FACTITIOUS  bodies  from  generative 
passage,  472 
Fa;cal  tumour,  867 
Fasces,  distension  of  rectum  by,  837 
Fallopian,  pregnancy,  684,  845 

—  tubes,  diseases  of,  681 ;  enlargement 
of,  diagnosis  by  vaginal,  845,  and  by 
abdominal  examination,  865 

—  dropsy  of,  681 

—  bloody  and  purulent  collections  in, 
682,  683,  845 

—  abdominal  haemorrhage  from,  579 

—  tumours  of,  681,  865 

Fatty  condition  of  abdomen,  853 

—  degeneration  of  uterine  polypi  or 
fibrous  tumours,  615 

Fibro-cj'stic  tumour  of  uterus,  615 
Fibroid  tumour  of  uterus.    Sec  Uterus, 

fibroid  tumour  of 
Fibrous  polypus  of  uterus.    See  Polypus 

and  Uterus 
Fistula,  recto-vaginal,  804 

—  vesico -vaginal,  801 

Fi.stulae,  vesico-uterine,  causing  invo- 
luntary micturition,  815 

Flatus,  sounds  produced  by  passage  of, 
680 

Fleshy  substances  expelled  from  gene- 
rative passages,  467 

Flexions  or  distortions  of  the  uterus. 
See  Uterus,  flexions  of 

Fluctuation,  in  diagnosis  of  abdominal 
tumours,  855 

Fluid  in  abdomen,  diagnosis  of,  855 

—  distension  of  uterus,  677,  870 
Foetal  heart,  sounds  of,  877 

—  movements,  felt  by  observer  through 
abdominal  walls,  871  ;  sounds  pro- 
duced by,  880 

Foetus,  abdominal  encysted,  865 
Follicles  of  areola,  changes  in,  due  to 

pregnancy,  884 
Folliculitis  of  vulva,  777 
Food,  deficiency  of,  cause  of  disease  of 

uterus,  93 

Fox,  Dr.  Wilson,  researches  on  ovarian 

tumours,  705 
Freund's  operation,  637,  669 
Fundus  uteri,  cancer  of,  655,  869 
Fungous  condition  of  uterine  linintr. 

112  ^ 
Funic  souffle,  879 


GJ  AS  ROUS  distension,  of  abdomec. 
'    859  ;  of  uterus,  679 
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Gastrotomy  for  removal  of  fibroid  tu- 
mours, 034 

Generative  .passages,  normal  characters 
of  secretions  of,  505 

Genitals,  discharges  from,  in  children, 
778 

Genu-pectoral  position  in  treatment  of 
liexions,  195 

Glands  of  cervix  uteri,  506 

Glandular  pol.ypus,  619 

—  tumour  of  ovary.    See  Adenoma 

Gonorrhoeal  leucorrhoea,  515 

Gowers  on  epilepsy,  545 

Graafian  follicles,  condition  of,  during 
menstruation,  17  ;  htemorrhage  from, 
578 ;  inflammation  of,  687  ;  disease 
of,  in  relation  to  ovarian  di-opsy, 
700 

Gravid,  uterus.    See  Pregnancy 


HEMATOCELE,  peri-uterine,  patho- 
logy of,  570  ;  causing  symptoms  of 
perforation,  832  ;  causes,  576  ;  results, 
582  ;  traumatic,  582  ;  diagnosis,  583  ; 
by  vaginal  examination,  843  ;  causing 
abdominal  tumour,  867 ;  treatment 
of,  585 

—  pudendal,  772 
Hiematometra,  843 

Htemorrhage,  climacteric,  462 ;  in  peri- 
uterine hsematocele,  461  ;  from  blood- 
clot  in  uterus,  468  ;  from  cancer  of 
uterus,  459  ;  from  cauliflower  excres- 
cence, •  460 ;  from  corroding  ulcer, 
460 ;  from  congestion  of  the  uterus, 
464  ;  from  Fallopian  tube  into  abdo- 
men, 579 ;  from  flexions  of  uterus, 
181,463;  intra- peritoneal,  571 ;  extra- 
peritoneal, 573  ;  in  fibroid  tumours 
of  uterus,  461  ;  from  generative 
organs,  454  ;  from  Graafian  follicle, 
578;  from  fungous  condition  of 
uterine  mucous  membrane,  112;  from 
inversion  of  uterus,  462 ;  from 
placenta  prtevia,  457 ;  from  tubercle 
of  uterus,  457 ;  in  abortion,  455 ; 
pelvic,  causing  symptoms  of  perfora- 
tion, 832  ;  from  polypus,  460  ;  treat- 
ment of,  473.    See  also  Menstruation 

Hasmorrhoidal  veins,  rupture  of,  581 

Heart,  sounds  of  mother's,  heard  in 
abdominal  region,  877 

Hermaphroditism,  792 

Hernia,  entero-vaginal,  791 ;  of  labia, 
775  ;  of  ovary,  775 

Hook,  for  drawing  down  cervix  uteri, 
52 

Hydatid  cysts,  diagnosis  by  abdominal 
examination,  862 

—  disease  of  liver,  862 
Hydatids  of  uterus  (true),  472,  862 


LAM 

Hydatid! form  mole,  physical  cliarac- 
icrs,  471  ;  watery  discharges  due  to 
508 

Hydrometra,  677 

Hymen,  various  morbid  conditions  of, 
794  ;   treatment,  797 ;  imperforate] 
with  menstrual  retention,  795 ;  treat- 
ment,   797 ;     abnormal  conditions 
causing  sterility,  890 
Hypersesthesia  of  ostium  vaginas,  798 
Hypertrophy  of  uterus.    See  Uterus 
Hypogastric  region,  jsain  in,  829 
Hysterectomy,  635 

Hysteria,  phenomena  of,  528 ;  treat- 
ment, 563 

Hysterical  diseases,  59 ;  hysterical 
nausea  and  vomiting,  531  ;  relation 
of  ovary  to  hysteria,  693 

Hystero-neuroses,  527 

Hystero-epilepsy,  544 ;  series  of  cases 
related,  551 ;  treatment,  563 


INCISION  of  OS  uteri,  in  dysmenor- 
rhcea,  500,  318;  to  arrest  hEemor- 
rhage,  465 
India,  early  menstrviation  in,  22  ;  me- 

norrhagia  from  residence  in,  458 
Inflammation,  relation  of,  to  uterine 

disease,  63 
Injections,  in  treatment  of  leucorrhcea, 
522 

Intercourse,  painful  from  uterine  flex- 
ion, 188  ;  relation  to  ovulation,  19  ; 
obstructed,  890  ;  ill-timed,  a  cause 
of  sterility,  893 

Intra-uterine  medication  in  meuor- 
rhagia,  479 

Inversion  of  uterus,  385  ;  physical  dia- 
gnosis, 386  ;  treatment,  388 

Involution  of  uterus,  9 

Irritable  uterus,  79,  177 


KIDNEYS,  cysts  or  tumours  of,  863 
Kidney,  movable,  864 
Kolpocystotomy,  823 
Kreuznach  waters,  in    treatment  of 
fibrous  tumours  of  uterus,  640 


LABIA,  abscess  of,  771  ;  treatment, 
772 

—  adhesions  of,  767,  786 

—  anasarca,  768 

—  boils,  771 

—  hernia,  775 

—  hypertrophy  of,  767 

—  oozing  tumour  of,  774 
Labium,  scrofulous  ulcer  of,  766 
Labour-like  pains,  829 
Lameness,  uterine.    See  Dyskinesia 
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Leiul,  poison  of,  causing  mcnorrhagia, 
458 

Leeches,  employment  of,  and  mode  of 
application  to  os  uteri,  103 

Legs,  pains  in,  from  pressure  within 
pelvis,  834 

Leucorrhoea,  180, 505  ;  etiology  of,  516  ; 
constitutional  or  general  causes,  517  ; 
local  causes,  518;  syphilitic  or 
gonorrhceal  origin,  515  ;  relation  to 
sterility,  894  ;  treatment,  520 

Ligature  of  pedicle  in  ovariotomy,  756 

Listerian  ovariotomy,  758 

Liver,  enlargement  of,  862 ;  hydatid  dis- 
ease of,  862 

Locomotion  impaired  by  softness  of 
uterus  and  flexions,  71.  See  also 
Uterine  Dyskinesia 

Lupus  of  vulva,  769 

Luxurious  habits,  relation  to  sterility, 
894 


ll/fALFORMATIONS  of  uterus,  con- 
iVi    genital,  119 
Malignant  disease  of  bladder,  813 
Man,  virilitj'  in,  889 
Marriage,  in  treatment  of  hysteria,  564 
Meatus  m'inarius,  vascular  tumour  of, 
819 

Mechanical  system  of  uterine  patho- 
logy, 62 

Medullary  tumour  of  os  uteri,  652 
Membrane  expelled  in  dysmenorrhoea, 

ils  nature,  494 
Membranous  dysmenorrhoea,  494 ;  treat- 
ment, 504 

Membranous  formations  expelled  from 
generative  passages,  470 

Menorrhagia,  181;  varieties,  455;  pa- 
thology and  etiology,  455  ;  diagnosis, 
466 ;  treatment,  473 

Menstruation,  7  ;  age  at  which  it  occurs, 
21 

—  absence  of,  427 

—  affections  of,  due  to  flexions,  179 

—  arrested,  diagnosis  of  the  causes  of 
this  condition,  482 

—  changes  in  uterus,  14,  15 

—  normal  duration  of  the  monthly  dis- 
charge, 25 

—  occurring  during  pregnancy,  484 

—  excessive,  454  ;  treatment,  473 

—  imperfect  establishment  of,  431 

—  irregular  in  pyrexial  disorders,  459 

—  nature  of  the  fluid  discharged,  26 

—  never  present,  causes  and  diagnosis, 
427 

—  phenomena  of,  20 

—  painful,  and  discharge  impeded, 
causes,  481  ;  treatment,  499 

—  periodicity  of,  25 


NEU 

Menstruation,  quantity  discharged  at 
each  period,  26 

—  retention  of  menses,  429,  449,  463, 
487,  795  ;  treatment,  449 

—  suppression  or  cessation  of,  431,  437 ; 
suppression  from  pregnancy,  432  ; 
general  causes,  436 ;  local  causes, 
439  ;  treatment,  447 

—  vicarious,  437 
Menstrual  molimina,  20 

— retention,  abdominal  tumour  due  to, 
870 ;  causing  amenorrhoea,  429 ; 
causing  pain  in  menstruation,  483 ; 
due  to  absence  of  vagina,  treatment, 
449 ;  due  to  imperforate  hymen,  dia- 
gnosis, 795  ;  treatment,  451 ;  from 
imperforate  os  uteri,  treatment,  321  ; 
labour-like  pains  in,  829 

Mental  disturbances,  giving  rise  to  hss.- 
morrhage,  459 

Mental  disturbances  of  uterine  origin, 
59,  566 

Metrorrhagia.    See  Menorrhagia 
Metrotome,  318 

Microscope, use  of,  in  diagnosisof  nature 

of  ovarian  tumours,  704 
Micturition,  disorders  of,  807  ;  diflScult, 

various  causes,  807  ;  frequent,  causes 

of,  813  ;  involuntary,  causes  of,  814  ; 

not  possible,  causes  of,  816 ;  painful, 

causes  of,  811 
Milk  in  breast  diagnostic  of  pregnancy, 

882 

Mineral  waters  in  treatment  of  chronic 

uterine  diseases,  105 
Moles,  467.    See  also  Pregnancy  and 

Hydatidiform  Mole 
Molimina  menstruationis,  20 
Moore,  Mr.,  on  Cancer,  647 
Motions  and  pseudo-motions  felt  bj' 

patient  in  abdomen,  885 
Movements  of  foetus  felt  by  the  mother, 

885  ;  felt  by  the  observer,  871 ;  sounds 

produced  by,  877 
Movements  of  uterus  causing  vomiting 

in  pregnancy,  369 
Mucous  discharges  from  vagina,  180 
Muscular  fibres  of  uterus,  changes  in  8 


NAUSEA  and  vomiting,  result  of  re- 
flex irritation  proceeding  from 
uterus,  531 ;  in  pregnancy,  353,  532  ; 
in  dysmenorrhoea,  493;  treatment, 
541 

Nerves  affected  by  pressure  of  tumours 
within  pelvis,  834 

Nerves  of  uterus  compressed  and  caus- 
ing reflex  irritation,  549 

Nervous  disorders  referable  to  uterus. 
See  Hystero-Neuroses 

Neuralgia  of  uterus,  160,  175 
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Nip]>lo,  changes  in,  due  to  pregnancy, 
882 

Nulliparous  uterus,  abnormal  softness 
of,  G7 

Nutritional  general  weakness  first  step 

in  disease,  2 
Nj'mpliae,  anasarca  of,  768 


OFFENSIVE  discharges,  causes,  513 
Omentum,  cysts  of,  867 ;  cancer 
of,  867 
Oophorectomy,  638,  694 
Ostium  vaginjB.    See  Vagina 
Os  uteri,  absent,  125 

—  appearances  observed  in  cancer  of, 
656 

—  conditions  described  as  ulcerations, 
382 

—  cancer  of,  656 

—  cauliflower  excrescence  of.  <S?/?  Cauli- 
flower Excrescence 

—  congestion  of,  84  ;  treatment,  104 

—  corroding  ulcer,  665 

—  digital  examination  of,  30;  method, 
28  _ 

—  artificial  dilatation  of,  in  excision  of 
polypi,  630 

—  eversion  due  to  flexions,  161,  381 

—  erosions  or  excoriations  of,  382 

—  examination  by  speculum,  48 

—  fissured,  irregular,  and  indurated 
enlargement,  381,  656 

—  hardness  of,  35 

- —  imperforate,  treatment,  321 

—  incision  of,  for  dysmenorrhoea,  500  ; 
to  arrest  htemorrhage,  633 

—  inflammation  of.    See  Congestion 

—  irregular  enlargement,  induration, 
and  destructive  ulceration  combined, 
662 

—  laceration  of,  162,  375 

—  medullary  tumour  of,  652 

—  occlusion  of,  42,  321 

—  size  and  shape  of,  30 

—  syxahilitic  ulcers  of,  384 

• —  tuberculous  ulcer  of,  383 

—  unusual  sensibility,  160,  175 

—  unusual  softness,  66,  256 ;  due  to 
pregnancy,  34 

—  ulcerations  of,  382,  383 

Os  uteri  internum,  contraction  or  nar- 
rowing of,  in  dysmenorrhoea,  483 

Ovarian  and  uterine  tumours,  differ- 
ential diagnosis,  722 

Ovaries,  diseases  of,  686 

—  abscess  of,  686 

—  adenoma  of,  702 

—  alveolar  or  pscudo- colloid  tumour 
of,  702 

—  apoplexy  of,  578 

—  bulb  of,' 12,  576 


OVU 

Ovaries,  cancer  of,  709,  715 

—  compression  of  (Cliarcot's),  for  hys- 
tero-epilepsy,  557 

—  cystic  affections  of  ovary,  698 

—  cysts  of,  pathology,  698 ;  varieties, 
702  ;  natural  history,  716  ;  their  con- 
tents, 704  ;  rupture  of,  720  ;  dermoid 
cysts,  70€;  compound  cysts,  709; 
cystic  sarcoma  of,  702 

—  cystoid  cancer,  702,  737 

—  displacement  of,  487,  691 

—  dropsy.    See  Ovarian  Dropsy 

—  enchondroma  of,  714 

—  examination  of,  56 

—  excision  of.    See  Oophorectomy 

—  hernia  of,  775 

—  hydatid  cysts  of,  698 

—  natural  history  of,  11 

—  neuroses  of,  692 

—  ovaritis,  acute,  and  abscess,  686 ; 
chronic,  686 

—  pain  in  region  of,  causes,  689 

—  papillary  growths  of,  711 

—  tumours  of,  complication  with 
ascites,  858;  with  pregnancy,  721; 
effect  of  their  growth  on  position  of 
the  uterus,  727 ;  their  diagnosis  by 
vaginal  examination,  847  ;  diagnosis 
of,  722  ;  diagnosis  of  uterine  from 
ovarian  tumours,  722 ;  tapping  in 
diagnosis  of,  741  ;  diagnosis  by  ex- 
ploratory incision,  732  ;  causing  dis- 
orders of  micturition,  810,  815  ;  dia- 
gnosis inter  se,  732  ;  cancerous,  715  ; 
pseudo-colloid  tumour,  702 ;  solid 
tumours,  714  ;  sarcoma  of,  715 

Ovarian  dropsy,  diagnosis  from  ascites, 
855;  natural  history,  716;  manner 
in  which  it  kills,  720;  rupture  of 
cysts,  833 ;  treatment,  744 ;  ovari- 
otomy, 744  ;  tapping,  743;  palliative 
treatment,  763 

Ovariotomy,  744;  statistics,  745;  Mr. 
Clay's  tables,  745  ;  Mr.  Spencer  Wells' 
results  of  1,000  operations,  746 ;  in- 
dications for,  746;  difficulties  and 
contra-indications,  747  ;  description 
of  the  operation,  750;  the  after- 
treatment,  760  ;  ovariotomy  in  preg- 
nancy, 762 

Over-lactation,  517 

Ovipont,  time  of,  19 

Ovular  membranes,  their  physical  cha- 
racters, 467 

Ovulation,  plienomcna  of,  11;  dis- 
ordered, 497 ;  obstructed,  687 

Ovum,  early  expulsion  of,  467;  dead 
retained  in  uterus,  causing  offensive 
discharge,  513 
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TAT 

PAIN,  spoilt anoDUs  or  produced  by 
iiu)tion  due  to  flexions,  IG3;  ex- 
planation of  its  production,  175 
—  iissociated  with  rnienstrnation,  dia- 
gnosis, 825  ;  in  back,  827  ;  bearing- 
down  pains,  8iU ;  from  cancer, 
831;  labour-like,  causes  of,  829; 
experienced  irrespective  of  menstrua- 
tion, various  kinds  of,  826  ;  in  mic- 
turition, 811  ;  in  hypogastric  region, 
829;  acute,  8H2  ;  constant,  830;  in 
groins,  828;  liysterical,  834;  in  ]i;e- 
matocele,  832;  inHammatory,  831; 
intermittent,  829  ;  from  perforation, 
&c.,  832  ;  in  lower  extremities,  due 
to  pressure  within  pelvis,  834  ;  '  re- 
flected,' 834 
Palpation  of  abdomen,  in  diagnosis  of 

enlargement  of,  852 
Papilloma  of  Fallo,pian  tube,  683 
Paroxysms,  hysterical,- 545 
Parturition,  watery  discharge  following, 
509  ;  involuntary  micturition  due  to, 
815 ;  relation  to  chronic  congestion 
of  uterus,  82 
Pathology,  general,  of    uterus,    60 ; 

author's  views  and  conclusions,  61 
Pelvic  cellulitis,  pelvic  peritonitis,  and 
abscess,  pathology  of,  589 ;  pelvic 
cellulitis,  593  ;  pelvic  abscess,  597  ; 
pelvic  peritonitis,  598 ;  diagnosis, 
600:   giving  rise  to  purulent  dis- 
charge, 512;  pain  due  to,  596,  831; 
di.ignosis   by  vaginal  examination, 
847  ;  by  abdominal  examination,  867 ; 
treatment,  604 
Pelvic  tumours,  felt  through  vaginal 
walls,  their  diagnosis,  836  ;  enumera- 
tion of,  836 
Percussion,  in  diagnosis  of  enlargement 

of  abdomen,  853 
Perforation  of  intestine,  symptoms  of, 
832 

Perinaaum,  importance  as  a  support  of 

uterus,  398 
Perinscum,  rupture  of,  operations  for, 

419;  diseases  of,  765 
Peri-uterine  haematocele.    Ste  Hiema- 

tocele 

Periodicity  of  menstruation,  25 
Peritoneum,   hicmorrhage   into.  Set; 

Hicmalocele 
Pessaries,  medicated,  524  ;  Munde  on 
value  of,  193;  vaginal  pessaries  in 
treatment  of  flexions,  201 ;  pessaries 
for  retroflexion,  228  ct  acq. ;  aut;hor's 
modification  of  the  Albert  Smith 
Hodge  pessary,  228 ;  Gehrung's  ]^es- 
sary,  237;  Greenhalgh's  pessary,  239  ; 
Cutter's  (Thomas'  modification),  240; 
author's  stem  pessary  for  retroflexion, 
244  ;  author's  'cradle  '  pessary  for 
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anteflexion,  299  i-t  seq. ;  Gehrung's, 
308;  Thomas',  309;  axithor's  stem  pes- 
sary for  anteflexion,  330;  air-ball  pes- 
sary, 310;  for  antcro-lateral  flexion, 
318  ;  for  alternating  ante-  and  retro- 
flexion, 316;  Zwank's  pessary,  417 
Phantom  tumour  of  abdomen,  860 
Phthisis,  a  cause  of  leucorrhoea,  517 
Physometra,  679 

Placenta,  characters  of,  467;  placenta 
praivia,  causing  hiMmorrhage,  457  ;  re- 
tained in  uterus,  causing  offensive 
discharge,  513  ;  retention  of  placenta, 
caiising  htemorrhage,  456 

Polarity,  uterine,  488 

Play  fair's  probe  for  endometritis,  525 

Plethora,  causing  leucorrhtjea,  517 

Polypus  of  bladder.    See  Bladder 

Polypi  of  uterus,  fibrous,  612;  struc- 
ture, 612;  fatty,  615;  glandular, 
619  ;  mucous  or  cystic,  619  ;  expelled 
spontaneously,  468 ;  hajmorrhage 
from,  460 ;  watery  discharges  from, 
509 ;  diagnosis  from  inversion  of 
uterus,  386 ;  recurrent  fibrous  polj-^pus, 
617;  treatment  of  polypi,  627;  of 
vagina,  805 

Polyptrite,  629 

Porro's  operation,  675 

Positional  treatment  of  flexions,  194 ; 
of  dysmenorrhoea,  501 

Pregnancy,  8;  abdominal,  846  ;  without 
previous  menstruation,  429 ;  indi- 
cated by  menstrual  suppression,  429 ; 
with  simultaneous  menstruation,  434 ; 
molar,  842 ;  watery  discharges  in, 
508;  causing  involuntary  micturition, 
815;  association  of  pregnancy  with 
flexions,  333 ;  association  with  cancer 
of  uterus,  673;  extra-uterine,  434; 
acute  pain  from  rupture  of  extra- 
uterine, 833;  diagnosis,  841,  869; 
diagnosis  of  extra-uterine  pregnancy, 
845;  quickening,  885;  of  pregnancy, 
severe  or  dangerous  vomiting  in 
pregnancy,  355;  author's  views,"353  ; 
cases  related,  357 ;  treatment,  373  ; 
dusky  hue  of  vagina  due  to,  880; 
normal  and  abdominal,  occurring 
simultaneously,  846;  extra-uterine, 
diagnosis  of,  874;  rupture  into  abdo- 
men, 580;  diagnosis  of  pregnancy, 
870;  enlargement  of  uterus  from,  de- 
tected by  vaginal  examination,  840; 
evidence  of  ballottement,  840,  871; 
softness  of  os  uteri  in,  34;  associated 
with  ascites,  858;  detection  of  the 
tumour  above  the  pubes,  870;  ffjetal 
movements  felt  by  observer  in  871  • 
size  and  position  of  abdominal  tu- 
mour due  to,  870;  causes  of  mistakes 
in  diagnosis,  873;  mole  pregnancy 
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467  ;  hydaticliform,  508 ;  discolora- 
tion of  skin  of  abdomen  in,  876;  aus- 
cultation, in  diagnosis  of,  876;  con- 
dition of  umbilicus,  876;  sounds  of 
foetal  heart  in,  876;  diagnosis  of  sex 
of  foetus,  878;  diagnosis  of,  from 
other  abdominal  tumours,  871;  flat- 
tening of  abdomen  due  to,  887 ;  value 
of  different  signs  compared,  887; 
mammary  signs  of,  881  ;  changes  in 
nipple  and  areola,  882;  complicated 
with  ovarian  dropsy,  7 62 
Prolapsus  of  bladder.    See  Bladder 

—  of  uterus.    See  Uterus 
Pruritus  of  genital  organs,  779 
Puberty,  phenomena  of  its  arrival,  20  ; 

delay  of,  causing  absence  of  menstru- 
ation, 436 

Pulsation  of  abdominal  vessels  heard  on 
auscultation,  877  ;  of  foetal  heart,  see 
Foetal  Heart 

Purulent  collections  in  uterus,  180, 
511 

—  discharges,  their  diagnosis,  511 
PjTexial  disorders  producing  menstrual 

irregularity,  459 

QUICKENING,  phenomena  of,  885 

RECTO-VAGINAL  fistula,  804 
Rectum,  distension  by  fasces,  837 ; 
disturbance  of  functions  of,  by  ante- 
flexion, 281  ;  cancer  of,  838 ;  pro- 
lapsus into  vagina  (rectocele),  402  ; 
examination  of  rectum  in  diagnosis 
of  condition  of  uterus,  190 
Recurrent  fibroid  growths  of  uterus, 
617 

Reflex  excitability  of  uterus  increased, 
527 

Reflex  nervous  symptoms  due  to  flex- 
ions, 188 
Remains  of  foetus  in  abdomen,  846 
Renal  tumours,  864 

Rest,  in  treatment  of  flexions,  194 ;  in 
treatment  of  dysmenorrhoea,  501 ;  of 
pelvic  cellulitis  and  abscess,  604 

Retardation  of  puberty,  causing  absence 
of  menstruation,  436 

Retention  of  catamenia.  See  Menstrual 
Retention 

—  of  urine,  817  ;  causing  large  abdo- 
minal tumour,  868  ;  relief  of,  821 

Recti-abdominis  muscles,  rigidity  of, 
851 

Retroflexion  and  retroversion  of  uterus. 
See  Uterus 

Rheumatic  diathesis,  relation  to  painful 
menstruation,  498 

Rougct  on  erectile  structures  of  genera- 
tive organs,  13 
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SALISBURY,  dietetic  treat  nicnt  o! 
uterine  fibroids,  639 
Sanious  discharges,  512 
Sarcoma  of  uterus,  654 
Scarilicalion  of  os  uteri,  104 
Scoop,  Thomas'  serrated,  632 
Sea-tangle  tents,  323 
Secretions  of  generative  passages,  nor- 
mal characters,  505 
Sensations    in    abdomen  resembling 

quickening,  885 
Sensibility  of  uterus,  excessive,  78, 160, 
175,  177 

Septicaemia  from  incision  of  cervix, 
320 

Sex  of  foetus,  diagnosis  of,  from  rapidity 

of  pulse,  878 
Sexual  intercourse,  effect  on  uterus,  10; 

impediments  to,  890 

—  irritation,  causing  ovarian  pain,  828 
Sexual  organs  in  women,  general  con- 
siderations respecting  diseases  of,  1 

Shape  of  uterus,  relation  to  congestion, 
76,  78 

Sickness  from  softness  of  the  uterus, 
71 

Sickness,  with  dysmenorrhoea,  493.  S<:e 
Nausea  and  Vomiting 

Signs  of  pregnancy.    See  Pregnancy 

Skin,  condition  of,  in  ascites  and  ovarian 
dropsy,  855 ;  of  abdomen  in  preg- 
nancy, 876 

Softness,  abnormal,  of  uterine  tissues, 
66,  256 

Souffle,  funic,  879 

—  uierine,  879 

Sound,  uterine,  use  of,  38 ;  in  cases  of 
anteflexion,  283 ;  method  of  intro- 
duction, 40  ;  in  diagnosis  of  uterine 
from  ovarian  tumours,  728;  in  treat- 
ment of  flexions  of  uterus,  196,  227, 
292 ;  in  diagnosis  of  absence  of 
uterus,  29 

—  combined  with  dilatation  in  treat- 
ment of  flexions,  197 

Sounds  heard  in  abdominal  region,  877 
Southcott,  Joanna,  case  of,  87 1 
Spasm  of  vagina,  798  ;  causing  sterility, 
891 

Speculum,  examination  of  uterus  by, 
48  ;  method  of  using,  49 ;  Cusco's 
speculum,  49  ;  Sims'  speculum,  51 

Spleen,  enlargement  of,  863 

Sponge  tents,  323 

Starvation,  chronic,  causing  softness  of 
uterus,  67  ;  importance  of  treatment 
of,  in  cure  of  flexions,  1 93 

Statistics  of  diseases  of  women  at  Uni- 
versity College  Hospital,  140  ;  of  six 
years'  private  practice,  141 

—  regarding  age  at  which  menstruation 
begins,  22  ;  and  ceases,  26 
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Stem,  uterine,  in  treatment  of  flexions, 
li)9,  294;  for  dysmeuorrlioea,  503; 
various  stems  described  and  figured, 
328,  329 ;  Cliambers's,  Bantock's, 
Godson's,  Lawson  Tait's,  Meadows', 
autlior's  '  padlock '  stem,  Wynn 
Williams',  331 

Sterility,  relation  to  flexions  of  uterus, 
184,  279  _;  causes  of,  889 

Strangulation  of  uterus,  77,  155 

Stricture  of  urethra,  difficult  micturi- 
tion due  to,  808  ;  treatment,  819 

Sub-involution  of  uterus,  86 

Sub-peritoneal  cysts,  864 

Substances  expelled  from  generative 
organs,  physical  characters,  467 

Supports,  external,  in  cases  of  prolapsus, 
417 

Suppression  of  menstruation,  indicative 

of  pregnancy,  432  ;  treatment,  447 
—  of  urine,  816 

Symptomatology  of  uterine  diseases,  57 
Syphilis,  leucorrhcea  due  to,  515  ;  ul- 
cerations due  to,  765  ;  ulceration  of 
OS  uteri,  382,  383  ;  relation  to  ste- 
rility, 895 
Syphon-trochar,  754 


TAMPONS,  vaginal,  use  of,  203 
Tapping,  in  diagnosis  of  nature  of 
ovarian  tumours,  741 ;  in  treatment 
of  ovarian  dropsy,  744  ;  mode  of  per- 
forming the  operation,  745 
Tenderness  of  uterus  to  touch,  78,  160, 
176 

Tents,  use  of,  in  dilating  os  uteri  and 
cervix,  322  ;  Barnes'  tent  introducer, 
324  ;  use  of,  in  treatment  of  flexions, 
200  ;  in  dilating  cervix,  322 

Traumatic  causes  of  flexions,  144,  257 

Tubetcle  of  uterus,  676;  tubercle  of 
cervix,  661 

Tuberculous  diathesis,  relation,  to  ame- 
norrhoea,  439  ;  to  menorrhagia,  457 

Tumours,  abdominal,  diflSculty  of  de- 
tecting their  presence,  852 ;  list  of 
those  traceable  into  pelvis,  860 ;  not 
so  traceable,  861  ;  due  to  pregnancj , 
position  and  shape,  872 ;  faecal 
tumour,  867  ;  phantom  tumour,  860 ; 
fibro-cystic,  of  uterus,  615;  fibrous, 
of  uterus — see  Uterus ;  growing  from 
pelvic  bones  inwards,  865  ;  in" pelvis 
felt  through  vaginal  walls,  diagnosis, 
836 ;  projecting  at  ostium  vaginaj, 
790  ;  ovarian,  diagnosis  from  uterine, 
by  vaginal  examination,  847  ;  by  ab- 
dominal examination,  722 ;  diagnosis 
of  ovarian  tumours  inter  se,  732 ; 
duration  of,  diagnostic  of  Iheir 
nature,  733;   treatment  of  ovarian 
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tumours,  741  ;  sub-peritoneal  cystic 
tumour,  864  ;  tumours  of  vulva,  773  ; 
of  methTa—see  Urethra 
Tumour-hook,  Marion  Sims',  631 
Tympanitic  distension  of  abdomen,  859 


ULCEE,  corroding  of  os  uteri,  460, 
665  ;  scrofulous,  of  labium,  766 
Ulcerations    of    external  generative 
organs,  diagnosis  of,  765 ;  ulcerations 
and  so-called  ulcerations  of  os  uteri, 
375 ;  syphilitic,  384 
Umbilicus,  condition  in  pregnancy,  870 
Ureter,  distension  of,  861 
Urethra,  diseases  of,  807  ;  causing  diffi- 
cult micturition,  808 ;  causing  painful 
micturition,   811 ;   causing  frequent 
micturition,  814 ;  eversion  of,  physical 
characters  of,  820 ;  stricture  of,  808, 
818 ;  vascular  tumour  of,  819 ;  in- 
flammation of,  818  ;  treatment,  818 
Urine,  abnormal  conditions  causing 
painful  micturition,  811 ;  retention 
of,  from  retroflexion  of  gra-vid  uterus, 
338,  817 ;   other  causes,  816,  821  ; 
hysterical.  817 ;  treatment  by  use  of 
catheter,  821  ;  suppression  of,  816 
Uterine  and  ovarian  tumours,  differen- 
tial diagnosis,  722,  868 
Uterine  cavity,  purulent  discharge  from, 
511 

Uterine  dyskinesia,  58,  165,  275 
Uterine  douche,  523 

—  souffle,  879 

Uterine  stems.    See  Stems 
Uterus,  absence  of,  120 ;  diagnosis  of 
absence  of,  428 

—  altered  position  of,  causing  painful 
micturition,  813 

--  anteversion  and  anteflexion  of.  See 
Flexions 

—  arteries  of,  75 

—  atrophy  of  uterus,  88 

—  bulk,  increase  of,  75 

—  canal  too  long,  44  ;  too  short,  47  ; 
canal  altered  in  direction,  43 

—  cancer  of,  pathology,  643  ;  varieties, 
649  ;  laceration  of  cervix  a  cause  of, 
646,  659 ;  diagnosis,  656 ;  age  at 
which  it  occurs,  643;  cachexia  due 
to,  663  ;  symptoms,  655  ;  duration, 
655  ;  haemorrhage  due  to,  459  ;  offen- 
sive discharges  in,  513 ;  over-fe- 
cundity a  cause  of,  645;  pains  due 
to,  831  ;  cancer  of  fundus  of,  845  ; 
cancer  of  lower  segment,  physical 
diagnosis,  662  ;  with  pregnancy,  673  • 
treatment  of,  666  ;  cauliflower  excres- 
cence of  os  uteri— see  Cauliflower 
Excrescence 

—  circulation  in,  75 
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Uterus,  congestion  of,  75 ;  acute,  78  ; 
traumatic,  79,  550;  chronic,  81  ;  com- 
bined with  retrollexion,  220 ;  with 
antctlexion,  273  ;  mechanism  of,  77  ; 
treatment  of,  99 

—  congestive  hypertrophy  of,  83 

—  defective  development  of,  119,  786 

—  displacements  of,  causing  disorders 
of  micturition,  809 

—  diseases  of,  symptomatology,  57 

— •  distension  of,  by  fluid,  870  ;  by  gas, 
679 

• —  enlargement  of,  physical  diagnosis 
of  causes,  840 

—  double,  ]  23 

—  erectile  condition  of,  during  ~ men- 
struation, 11 

—  digital  examination  from  vagina,  27 
— -  double  examination,  29 

—  examination  by  means  of  the  sound, 
38  ;  by  speculum,  48 

—  extirpation  of  entire  uterus,  635,  669 

—  Flexions  (Distoetions)  ov 
Uterus,  126  ;  pathology  and  general 
history  of,  138 ;  frequency,  140  ; 
etiology,  148  ;  seat  of  the  bend,  152  ; 
pathological  effects  of  flexions,  154  ; 
atroi^hy  of  uterine  vv^all,  161 ;  symp- 
toms, 163;  general  principle  of  treat- 
ment, 189;  curability,  191;  general 
treatment,  193  ;  local  treatment,  194 

—  antejiexwn  and  antcversiDn,  inygovt- 
auce  of,  247;  deiinition,  250;  range 
of  normal  anterior  motion,  252  ;  fre- 
quency, 254  ;  age,  254  ;  etiology,  254  ; 
relation  to  varying  conditions  of 
bladder,  255 ;  relation  to  abnormal 
softness  of  uterus,  256 ;  exciting 
causes,  257  ;  varieties,  260  ;  degrees, 
262  ;  rotation,  degrees  of,  263  ;  ante- 
rior flexion  with  posterior  rotation, 
266  ;  Walshe's  case  of  autopsy,  268  ; 
degree  of  descent  of  uterus  as  a 
whole,  with  anterior  flexion,  269; 
illustrations  of  various  kinds  and 
degrees  of  anterior  flexions,  and  of 
associated  softness  or  hai'dness,  271 ; 
degrees  of  fixation,  273 ;  congestion, 
degrees  of,  273;  complications,  273; 
symptoms,  275  ;  uterine  dyskinesia, 
series  of  illustrative  cases,  276 ; 
menstrual  disturbances,  278  ;  bladder 
and  rectum,  disturbances  of,  280 ; 
diagnosis,  281  ;  method  of  using 
sound,  283  ;  treatment,  285  ;  illustra- 
tions of  application  of  general  and 
local  treatment,  287 ;  incision  treat- 
ment, 292 ;  stem  treatment,  294 ; 
pessaries  for  treatment  of,  299; 
author's  'cradle'  pessary,  300  ;"various 
illustrations  of,  303  ;  Gelu-ung's  ante- 
flexion pessary,  308;  Thomas'  anle- 


flexion  pessary,  309  ;  air-ball  pessary 
310  I  J 

Uterus,  lateri  Jlexion,  312 

—  alternate  ante-  and  rrtro/ie.i;itm,Slii ; 
pessary  for,  316 

—  retroflexion  and  retraiu  rHioii,  208  ; 
curability,  208  ;  freciuency,  209 ;  age, 
210  ;  special  causes,  210  ;  influence  of 
condition  of  bladder,  211 ;  is  it  ever 
congenital  ?  213  ;  various  degrees  of, 
213  ;  degrees  of  version,  215  ;  'rota- 
tion,'  degrees  of,  215, 218  ;  congestion 
accompanying,  220 ;  marriage,  effect 
on,  221  ;  complications,  222  ;  symp- 
toms, 223 ;  diag-nosis,  225  ;  treatment, 
227;  form  of  pessary  recommended, 
229  ;  the  Albert  Smith  \-ariety  of 
Hodge  pessary,  various  sizes  of,  232  ; 
use  of  sound,  233;  difficulties  in 
treatment,  236;  Gehrung's  modifica- 
tion in  form  of  pessary,  237  ;  Green- 
halgh's,  239;  Cutter's  (Thomas'  im- 
proved), 240  ;  necessity  for  watching 
action  of  pessary,  240;  mode  of 
insertion,  241 ;  simple  ring  pessary, 
243 ;  dilatation  and  moulding  as 
method  of  treatment,  243  ;  treatment 
by  stem,  by  incision,  244 ;  radical 
operation,  245  ;  treatment  by  oophor- 
ectomy (15attey's  operation),  245 

— Jiexions  associated  with  pregnancy ^ 
333  ;  retroversion  and  retroflexion  of 
gravid  uterus,  historical  account,  335  ; 
flexion  preceding  the  pregnancy,  337  ; 
following  it,  339  ;  diagnosis,  339,  838, 
874  ;  treatment,  340  ;  anteflexion 
and  anteversion  of  the  gravid  uterus, 
343  ;  historical  account,  cases,  343  ; 
diagnosis,  346,  839  ;  treatment,  349  ; 
cases  of  anteflexion  and  retroflexion 
related,  357 

—  libro-cystic  tumour  of,  616,  732 

—  fibrous  or  fibroid  tumour  of,  patho- 
logy of,  607 ;  sub-peritoneal,  609  ; 
interstitial,  611;  sub-mucous,  611; 
table  of  cases,  622;  hiemorrhage  due 
to,  461  ;  pain  from,  830,  831  ;  dia- 
gnosis by  vaginal  examination,^844  ; 
by  abdominal  examination,  866  ; 
growing  in  posterior  part  of  wall, 
ph^'-sical  diagnosis,  839 ;  fibroid  tu- 
mours, relation  to  dysmenorrhoea, 
491 ;  increasing  length  of  uterus,  45; 
transplanted,  866  ;  symptoms,  618  ; 
diagnosis,  619 ;  etiology,  625  ;  treat- 
ment, 626;  removal  by  gastrotomy, 
634 

—  gravid  uterus,  retroflexion  of,  phy- 
sical signs,  339.    See  also  Pregnancy 

—  hydatids  (true)  of,  472 

—  hypertrophy  of,   89 ;  longitudinal 
hypertroijhy,  91,  404 
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Uterus,  infantile,  121 

—  inflammation  of,  acute,  117;  treat- 
ment, 118 

—  chronic  inversion  of,  385 ;  ptiysical 
diagnosis,  386 ;  partial  inversion,  387 ; 
treatment,  388 

—  '  irritable,'  79,  177 

—  involution  of,  9 

—  lining  of,  changes,  15 ;  abnormal 
condition  of,  109 

—  lengi  h  of  cavity  of,  measured  by 
sound,  44 

—  ligaments  of,  132 

—  malnutrition,  treatment,  93 

—  mobility,  normal,  134 

—  movements  of,  181 

—  muscular  fibres  of,  8 

—  natural  history  of,  5 

—  neuralgia  of,  79,  177.  See  Hystero- 
neuroses 

—  pathology,  general,  of,  60 

—  reflex  susceptibility  of  increased, 
527 

—  polypi  of.    See  Polypi 

—  position  of,  changes  in,  131  ;  normal, 
128;  position  too  low,  causes  of, 
157;  position  of  uterus  as  affected 
by  growth  of  ovarian  tumours, 
727 

—  prolapsus  of,  395  ;  various  conditions 
present,  399 ;  causes,  400 ;  with  hy- 
pertrophy, 404;  diagnosis,  407; 
treatment,  409 ;  pessaries  for,  414  ; 
operations  for,  418  ;  author's  method 
of  constricting  vagina,  422  ;  Bischoft 
on,  424 ;  Sims,  424  ;  Emmet,  425  ; 
Tail,  426 ;  prolapsus  with  retro- 
flexion, 400 ;  treatment,  409 ;  by 
pessary,  417  ;  by  radical  operation, 
419 

—  pruritus  from  disease  of,  781 

—  recurrent  fibroid  polypus  of,  617 

—  removal  of  entire  uterus,  635 

—  rupture  of,  causing  acute  pain, 
833 

—  secretions  of,  .506 

—  sub-involution  of,  86 

—  softness  of,  3 

—  shape,  normal,  126;  alterations  ir, 
sec  F'lexions 

—  strangulation  of,  77,  155 

—  supports  of,  396 

—  tissues  of,  abnormal  softness,  66  ; 
cases  detailed,  71 

—  tubercle  of,  676 

—  unicornis,  122 

—  veins  of,  76 


VAGINA,  absence  of,  788  ;  treatment, 
449,  796 

—  motles  of  examination  of,  784 


WAT 

Vag'ina,  abnormal  congenital  conditions 
of,  786 

—  altered  colour  of,   in  pregnancy, 
880 

—  altered  sensibility  of,  causes,  798 

—  bulb  of,  11 

—  diagnosis  of  pelvic  and  ovarian  tu- 
mours by  examination  from,  836 

—  cancer  of,  656,  789 

—  diseases  of,  784 

—  double,  789 

—  exfoliations  from,  470 

—  fistulse,  801 

—  hardness  of  walls  of,  789 

—  inflammation  of,  798 

—  narrowness  of,  793,  797 

—  normal  condition  of,  785 

—  obstructions  of,  diagnosis,  785 

—  operations  for  constricting  vagina, 
■  419 

—  plugging  of,  in  treatment  of  hie- 
morrhage,  475 

—  polypus  of,  805 

—  spasm  of,  798 

—  stricture  of,  792,  796 

—  tumours  projecting  into,  805 
Vaginal  aperture,  tumours  projecting 

at,  790;  operations  for  constricting, 
419 

Vaginal    pessaries    in    treatment  of 

flexions,  201 
Vaginal  portion  of  cervix  uteri.  See 

Cervix  uteri 
Vaginismus,  798 
Vaginitis,  798 

Vascular  tumour  of  urethra,  819  ;  diffi- 
cult micturition  due  to,  809;  treat- 
ment, 820 

Veins  of  breasts  enlarged  in  pregnancy, 
884 

Vesicular  bodies  expelled  from  gene- 
rative passage,  471 
Vicarious  menstruation,  437,  446 
Villi  lining  the  cervix  uteri,  abnormal 

conditions  of,  383 
Vomiting  of  pregnancy,  353 
Vomiting  and  nausea,  hysterical,  531 
Vulva,  diseases  of,  765 ;  blood  tumours 
of,  772;  cancer,  771;  cond^domata, 
769;  elephantiasis  of,  767;  inflam- 
mation of,  775;  in  children,  778; 
follicular  inflammation  of,  777 ;  lupus 
of,  769;  pruritus  of,  779;  treatment, 
782;  tumours  of,  772 


WAUTS  of  labia,  769 
Warty    growths  near  meatus, 
causing  pruritus,  782 
Watering-places,  resort  to,  520 
Watery  discharges  from  cauliflower  ex- 
crescence, 508   from  polypi,  5C9;  in 
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pregnancy,  508;  after  parturition, 
509;  in  tubercle  of  uterus,  50J) 

Williams,  Dr.  John,  on  changes  in  mu- 
cous lining  of  uterus,  1 5 

Weir- Mitchell,  Boethod  of  feeding,  &c., 
97 


Wells,  Mr.   Spencer,  on  ovariotomy, 

747  et  seq. 
Wolffian  cysts,  699 

Women,  statistics  of  diseases  of,  from 
author's  hospital  practice,  140  ;  from 
author's  private  practice,  141 
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